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1. PLACE OF DEATRH:

’

z
(b)EGityor—town_:‘ acl.... / T -~

([f outsida city or towsn Jim
{¢) Name of hespital or institution:

{II oot in hospital or institation, write streot number or location)

(d) Length of stay: In hospitalor institation. A=
— (Specify whather

In this community.
yoars, months or days)

Regisirar's Nn,é_%éuz—’_._
2. USUAL RESIDENCE OF DECEASED:

@ state IMAAA B (1) Couw‘%&__

(¢) Clty or town

(If onralde ity o town limlia, write “RURAL"}

{d) Street No.

{If rural, give location)

() If foreign born, how longin U. 8. A.7 — years,

5 o pRINT Aazcé,e A Sco?t?; )

8. (b) II veterun, 8. (¢) Social Security

MEDICAL CERTIFICATION

20, DATE OF DEATH: Month {020 g ol

Year. _._1932___.__]]011! ]/‘90 A b‘l minute M.

c@nl 19511

name War, . No...5 -
21. I hereby certify that I attendeq the deceaged fro
B. 1
f Color or z_ : 6. (a) Single, widowed, married, 5. .1
4. Se ————|  Tac divere that I last saw b,u altve on&“____ﬂn_e____—_.__. 19,
6. () Name of hand orAife..ee— . 6. (¢) Age of husband or wife if || and that death occurred on th te and hour stated above. D
E urakion
___.QI _AL__ BBV eerror o rrsereeneeen Y0078 || Iramm couse of dez seneer oo
7. Birth date of deceased. . .L%_________M___ sasarrees - F - by
{Moath) (Dey) (¥ear)
+ L4
8. AGE: Yeprs Montha Days If losa than one day Due to
50 | % a8 ) | ", S :
" min
i {:j E Dua to.___[.. £ Z‘
9. Birthplace__._. ____gmﬁﬁg-f .- -/ - -
{Qity, wﬁ” (8tata or forelgn country) 7 / 1 s
&4 Ad B CL&—'FQ—( - Other conditions.
10. ‘Usual occupation. ... , (Include pregrancy within 3 months of death) 4 ‘L’ —
ll. Industry or business. PHYBICIAN
/} Major ﬁ“dinf,': A L. v —
E { 12. Name...... ¥ # Of operations g IhInderllne
= \ 18. Birthplace . . ) - Lﬁfﬁ‘?&:ﬁ
Of = should be
Of autopey. ‘/ - charged sta-
a tistically.

{ 14, Maiden name

15, Birthplace

22, If d enth was due to exteroul cavses, fill In the foﬂo%L.
(a) Accidert, suicide or homicide (specify) :

(%) Date of ocowrrence

S

(¢) Where did injury oceur?.
(City or town)  \, s ate)
(@ Did injury occur in or sbhout home, on [l.rm. in {nd; plm in publie place?

‘—'(sm isv- Means of i

[

njury. —
(M.D.WJE-L_—_

Addxm__._W&f—. Date signed

{Licensed Embalmer*s Statement on Reverso Side)
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recordgd gn the reverse side of this certificate was embalmed by me, or by

. Registered Apprentice No

working under my personal supervision. - .

R . o - | Signad..M 1‘/ /J%f _____
2 j ; - ) : . ; ) Licensed Embalmer No -3 7\-5’ ;
P. 0. Address W, a2

= . »

: Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocauon of license,)

If this body is not ‘embalmed, above space should be left blank.




