yOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

ation District No. -qo

—~61-012465

1Y i 37

STATE FILE NUMBER

egistration District No. ¥ | Primary R AL S— AN A
AMENDED . J
1. PLACE OF DEATH i 2. USUAL RESIDENCE (Where deceased lived. 1f institution: Residence before
i 2. COUNTY a. STATE . COUNTY : Y admission)
. Atechiaon Misscur) Atchison
! b Cé'li’l‘l’ {I1f outside carporste timiis, give TOWNSHIP only) Length of stay in 1b 3 COIE\' Inside Limits
i
: TOWN = TOWN Yes N
: Falrfax 48 hrs Rock Panrt & wo
' ¢. FULL NAME OF (If NOT in hospitsl, glve location) Inside Limits d. STREET (If cutside, give location) Reside on Farm
: INSTITUTION. Yes (X No [ AOPRES ho Y O N
; Fairfax Hospital =X N none =0 Nex
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yoar
{Type or prin1 D?AFTH
Emil Sutter 4-5-1961
5. SEX 6. COLOR OR RACE 7. Morried []  Nover Married [X [8. DATE OF BIRTH | 9- AGE {last birthday) | IF UNHDER 'DYEAR ':UNDER 24 HR
Widowed [ Divorced [J Months ays ours Min.
Male White D -5-1869 91 0
10a. USUAL OCCUPATION (Glve kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY

DOCUMENT

ra

BY AFFIDAVIT OF

during most of working life, even if retfired)

barer P

rmin

Nodawny Co

a
132. FATHER'S NAME

13b. MOT

'rl
15. WAS DEC D EV N U.5. ARMED FORCES?
{Yes, no, or unknown) [ {If yes, give war ar dates of service)

none

16. SOCIAL SECURITY NO.

none

R'S MAIDEN NAME

nona

& NAME OF NUSBAND OR WIFE

17. FORMANT Address
M /CG%«?L Rock Port.

PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE {a)

Conditions, if any, DUE TO (b}

IB.‘CXUSE OF DEATH {Enter only one cause per line for (&),

}, and (c}.

INTERVAL BETWEEN
ONSET AND DEATH

which gave rise to
asbove cavse (a),
stating the under-

lying cause fast. DUE TO (<)

4 PART Il, OTHER SIGNIFICANT CONDITHONS CONTRIBUTING TO DEATH but not related to the terminal PART LI, If decessed was female was
g disease condition given in PART | (a) there a pregnancy in last 90 days.
§ ID Yes l a nN- J ] Unkno'wnl_
E 19, WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b., DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1] of itam 18.)
x PERFORMED? ] Imj ju
o YES[] NOQO .
- .
1720 1IME OF  Houl  Month, Day, Yeor |
ol INJURY em, - T . .
. g p.m. [ .
20d. INJURY QCCURRED 2%e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, Iac:ory, street, office blidg., etc.)
NOT WHILE AT WORK [
- 5 -~
21. | attended the deceased fron\%__m n_lL.‘S‘-L&L.nd last u@hw on ‘/ 5 - ‘4 /
Death occyrred at 3‘- P

m on the date stated sbove, and to the best of my knowledge, from the causes stated.

{Degree or ti 22y RESS 22c. DATE SIGNED
7, AuR XL, CREMETION, TNAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, ar ¢ounty) (State)
REMOVAL (Specify)
Burail 4-7-1941 Smith Ceme R
24. FUNERAL DIRECTOR ADDRESS ATE LOCAL REG.
_Port

i o

(Llcenud Embalmer’s Slate{mm on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

{ hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision. %Z /4
Student Signed.__ M/Z:*—"U
Signature of Student Embalmer
- . : ) Licensed Embalmer Nc@ 3/ 7

. M ' +

4-‘ s . \‘ - ~ . .0 _.,r»'.l
. “ & ' ", P.O. Address / jA—r//( /ﬂj{/

. i

Note: The iabove\ MUST BE SIGNED BY THE I.ICENSED EMBALMER m hls OWN HANDWRITING {Faiture to comply
with the above tonstitutes grounds for revocation’of license). ~ .~ ° - ,.v <
if embalmed by a STUDENT, he also shall sign in his OWN handwrmng.

.« If this body is not embalmed, fact should be so statéd above. - -




