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5. SEX 6. COLOR OR RACE 7. Married [J  Never Married [J 18. DATE OF BIRTH | ¥ AGE (last birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR

B - I Widowed [ - Divorced (] q/3//880 . S 2 . M&lﬁa ?2 l-louru—l Min.

10a. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSLNESS OR INDUSTRY ’l IYIRTHPLACE (City and state or coyntry) | 12. CITIZEN OF WHAT COUNTRY

during most of working life, even if retired) .
___ﬁﬂﬂg_z_AM'/Lg.- ey ri- ﬁzﬂﬂz S .)eo.m. ZI'S.Q,
13a. FATHER'S NAME ﬂ 13b. MOTHER'S MAIDEN NAME 14, NAME CF HUSBAND OR WIFE

v . . -
MM&Q&&E@M& k7,
15. WAS DECEASED EVER IN LU.5. ARMED FORCES? 16, SOCIAL S RITY NO.

(Yes, no, or unknown) | (Hf yes, give war or dates of servid b
—

18. CAUSE OF DEATH {Enter only cne couss per line NTERVAW BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (a) \M%M ' - S Wl
Conditions, if any, DUE TO (b} Q;E-Uwsm QLMQ.S»&&-M gu-—u-“.—\_. QA,J._‘ L‘l\%—'*"—:

ws 2l
2% 530

DATE AMENDED

—_
Z
i
=
)
o
o]
a

which gave rise to
above cause (al,

stating the under- K
lying couse last. DUE TO {c) Uwﬂm—) ~
PART 1i. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not rola!od 10 “the urmmal CPART Itl. If decessed was female was’
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* STATEMENT BY LICENSED EMBALMER

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

or by : : Stuflent Embalmer-No.

working under my personal supervision.

- A L A
Student ) Signéted? A ." % 17 44.4."’1 .

Signature of Student Embalmer . /

l‘ .
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Licensed Embalmer No /A8

p |
I’
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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). N

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

If this body is not embalmed, fact should be so stated above.




