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{e} Clty or town

o Christ 1&11__119%5313_&_1:_&_1_____* Z . {If outalde city or town limits, write “RURAL"
{1f not In hoapital or institution, write streot nomber or location) N j_ l /m
{d) Street No.

{d} Length of stay: In hospitalor Institution

(Bpecify whether (If racel, give location)
In thin community.
yoars, months or days) {¢)} II foreign born, how long in U, 8. A.?, years.
D) 0 MEDICAL CERTIFICATION

20. DATE OF DEATH:

Lil.*mmm e Y.
l b n Montn_ﬂ da; ___[

8. (&) I veternn, 8. () Soclnl Securlty
cae wnn N1 e Nil yeur. LEZE WIF <<
21. I hereby certify that I attended the d d from @7 Z )
6. Color or 6. (a) single. w:dow ma 1088, to iy s 7 o 1925,
o sex lBle white dvoreg B111Y T ° 7
. race i that I last saw h....==—allve on o ey 18ei
6. (3} Name of hushand or Wife..ewccmermenies 6 {€) Age O hmbn.nd or wife if]| and that death occurred on the date and hour stated sbove. Durai
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STATEMENT BY LICENSED EMBALMER

I hereby certify W body whose name is recorded ;/ :ny this certificate was embalmed by me, or by
7 @A' , Registered Apprentice No

.
L L4

working under my fpersonal supervision.
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