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Exact statement of OCCUPATION is very impo

nlnatinn ghould be carefully supplied. AGE should be state‘ EXACTLY. PHYSICIARS should

CAUSE OF DEATH in plain terms, so that it may be properly clagsified.
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1. PLACE OF DEATH jé{y '
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Township. ,25’.(_4/1.« G?.e—r..ﬁc..c//t Primary Begtstration District No.. Q/f{ff Registered No..7. g,

City. [ SV . Bt ‘Ward)

2. FULL NAME L. Chtte B0, R

(a) ence. No. Ward,
place of abode) (I nonresident, give city or town and State)

Length of residence In city or town where death occurred yB. .. mos. ds. How long In U. 8., 1f of foreign birth? yra. Mmos. ds.

PERSONAL AND STATISTICAL PARTICULARS \\ MEDICAL CERTIFICATE OF DEATH

3. SEX 4. COLOR OR RACE | 5. Sd:l\%l:. MAE{RI.ED.t\:elDOWEI;OR 16. DATE OF DEATH (MONTH, DAY AND YEAR) s’ —_ ; 'u-?

: - 1. . 7
M‘— ”/L(E M | HEREBY CERTIFY, That I attended d d from.....
5A. IFHN:JASEI\E% - sl 4 :s.&f.., to & — .2 .. 19..&&
é D W that 11ast saw he?4..., alive on 0~ O 4 19.3.9, and that
A i th occarred, on the data siated shove, at. / & He......m,
6. DATE GF BIRTH (MONTH, DAY AND YEAR) M mni\ THE CAUSE OF DEATH was As rouows:-

7. AGE EARS MONTHS If LESS than 1 —)_‘._A;M(_/ j..,
7 l ..L-a | il IS S A '
— ﬁ ’)) S \l '| R V4
! déﬁ I W \’- U f{ (doration)............ 22 T MO, da,

8. OCCUPATIKN OF DECEASED

{s) Trode, profession, or

particular kind of work...... Lt o e Hemy

(b} General natore of industry, CONTRIBUTORY,
business, or establishment in . @

which employed (or employer) bSO [

2
(SECONDARY) N ‘v ¥,

. & duratlon)............ b 1 T IROS............. ds,
(¢) Name of employer . \\)} 18. WHERE WAS [\ co;b?ﬁgn i

pa——

9. BIRTHPLACE (CITY OR rowm,zé.../

IF NOT AT DEATH......... £}

STATE OR COUNTRY, - . l’l |
¢ }7/ » DID AN OPERATION PRECEDE DEATHY, . DATE OF A
10. NAME OF FATAIER § =
‘ s, vank§ [ I-4l_ Was THERE AN AuUTOPSY?
P . : WHAT TEST CONFIRMED DJAGNOSISTZ
z {STATE OR COUNTRY) ,Kf‘—'f (Stgned)..... _’W YN ,Z,J(/M M.D.
c
< | 12. MAIDEN NAME OF MOTHER _S__#ﬁ ,T_A/l &g s 1 2T (Address) ﬁ é ) Y21 d
13, BIRTHPLACE OF MOTHER *State the DisEAsE CAUBING Dmm. orin deaths from VIOLENT CAUSES, state
(STATE OR COUNTRY} 8 AND NATURE oF INJURY, and (Z) Whether ACCIDENTAL, SUICIDAL, or
/—-' OMICIDAL.
T 19. PLACE OF BURIAL, CREMATION, OR REMOVAL | DATE OF BURIAL
(Address) -’/ D 19 A?
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