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AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

.
rd
S
AR
[
< Q
w
wy
z
[a]
<L
wh
o
a
=
0 o)
5 =
>
. S
Q
= Z|
b 4
& >

¥3a. FATHER'S NAME

Henry Kaarup

13b. MOTHER'S MAIDEN NAME

Hilda Nemberg

. ton District No. — ...
amenoes 18 &ER™ i |
1. PLACE OF DEATH 2, USUAL RESIDENCE (where deceased lived. If institution: Residence before
. . . NT jasi
8 a. COUNTY a. STATE Florj'da b. COUNTY Dade admission}
% b. COH;( {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. C‘;LY Insids Limits
= TOWN St.Louis TOWN Hialesh Yes [ No OO
< ¢, FULL NAME OF {If NOT in haspiral, give location) Inside Limits d. STREET (If cutside, give location} Reside on Farm
E HOSPITAL OR Y N ADDRESS v
< INSTITUTION. Enroute City Hospital wf D 666 Eagt 20th St, u0 N
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) OF
Sherrel Jesgie Kaarup DEATH August 26, 1961
5. SEX 6. COLOR OR RACE 7. Married [  Never Married [ (8, DATE OF BIRTH | - AGE {lest birthday) § IF UNDER 1 YEAR IF UNDER 24 HR
Widowsd (] Divorced / / < . Months | Days Hours Min.
Male White ¥ |5/5/19
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and siate or country) | 12, CITIZEN OF WHAT COUNTRY
durin. ast of wogking life, even if retired)
Wechanic Adircraft Co, Plum City,Wisconsin UeSa
14. NAME OF HUSBAND OR WIFE

Betty R.Kaarup

{Yes,

15. WAS DECEASED EVER IN U).S. ARMED FORCES?

%oé unknuwn]l (1¥ yes, %waif dates of service)

14, SOCIAL SECURITY NO,

Unknown

17.

INFORMANT

MEDICAL CERTIFICATION

ART

Conditions, if any,
which gave rise to
above cause
stating the under-
lying cause

DEATH WAS CAUSED BY
IMMEDIATE CAUSE (a)

(o),

last. DUE TO (c}

18. CAUSE OFPDEATH {Enter only cne tause per Iir@?, and {c).
I :

DUE TO {b) ? N -~
L 4

M

Miﬂmi,mo

Address

Setty RoKaarup,10909 SH. Tth Ste=

INTERVAL BETWEEN
ONSET AND DEATH

e

77»%4—4//0&-‘:.9

2,

PART |1, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING YO DEATH but not related to the terminal PART Ill. If deceased was femsle was
disease condition given in PART | (e) there a pregnancy in last 90 days.
%’3%—;% I O Yes 0O MNo l O Unknown
19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1} of item 18.)
PERFOFMED? m} (m} o
YES NO[J
20c. TIME OF  Houl  Month, Day, Year |
INJURY a.m.
p.m,
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [0 farm, factory, sireet, office bidyg., e1c.)
NOT WHILE AT WORK (3
her .
21. ded the deceased lrorn to— and last saw i, alive on
Deasth foccurred _at : 5 A' M' h_ Y o date stated above, and to the best of my knowledge, from the csuses stated.
T p— r-. y i .
a. 51 URE £ (Jegree or title ¥ 1 22b. ADDRESS DATE Q] Ngo
B /D0 O
3a. BUPIAT,. CRE N, [ 235, DATE J 23c. NAME OF CEMETERY OR CREMATORY N [City, town, or county) lSra:e}
OVALS ]

Snove.

8-28-61

B

25. DATE RECD. BY LOCAL REG.

24/ FUNERAL DIRECTOR ADDRESS ]
_C@"t H.Hoppe,Inc.,4700 Washington Blyg[.

AUG 28 1961
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STATEMENT BY LICENSED EMBALMER

- . - et r

* " | hereby certify that the body whose name is récorded on the reverse side of this certificate was embalmed by me,

- Ty A - -~ de - »

or by : Student Embalmer No.______

working under my personal supervision. ' \ WL/‘M
Student Signed
Signature of Student Embalmer ‘)(
Licensed Embalmér No.

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of. license). « : :
If embalmed by a STUDENT, he also shall‘sugn in his OWN handwriting. .

If this body i$ not embalmed, fact should be"sostated above.
7 L 2 s N \ T R ‘r- L




