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1. PLACE OF DEATH: l 2. "ISUAL RESIDENCE OF DECEASED:
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() nm:(; of hospital or institution: . (&) City or town sen aca
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8. (b) If veteran, 8. (¢} Social Security
yenr......1. QA0 ___ hour 8 mimte 30 _P. M.
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21. I hereby cortify that T attended the d d from an 19
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() Place: burlal o cremation. N2AY Seneca Mo ]

18. (a) Bigoature of funeral director__I1 fichel]l «~ChAase

Senee o ST i j
[¢)) dress. L] L ) 28, (M. D.ﬂ?% [,
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STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by.

|
|

- s Registered Apprentice No '

working under my personal supervision. ‘
|

Licensed Embalmer 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 this body is not embalmed, above space should be left blank.
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(a) County..
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(e} Ciiy. .. o WA ..........

. (e} Length of restdence in city of town where d
2. PRENT FULL NAME....,f.. o

(1) Residence, No.
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CERTIFICATE OF DEATH
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(Il nouresident, give cit;'br town and State}

PERSONAL AND STATISTICAL PARTICULARS

MEDICAL CERTIFICATE OF DEATH

3. 5EX 4, COLOR OR RACE

% 2%

5. SINGLE, MARRIED, WIDOWED, OR

DIVORCED (uX the word)

21. DATE OF DEATH (MONTH, DAY, AND YEAR) / -— zo 13 %

5A. IF MARRIED, WIDOWED, OR DIVORCED
HUSBAND oF
(OR) WIFE OF

22. ] HEREBY CERTRIFY, That I attended deceased from

6. DATE OF BIRTH (MONTH, DAY, AND YEAR)

7. AGE YEARS MONTHS

é\_

DAYS If LESS than 1

/Al P

ind related causes of 1mpoxtance wera as follows:

8, Trade, profession, or particular kind of
work done, as sawyer, bockkeeper, etc.

’ e of anset
rn TR

9. Industry or business in which work
was done, as saw mlll, bank, ete...............
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FOATY oo vt it reem s et eness s e

OCCUPATION

11. Tot.al time (yun)
this

spent. in t
eecupation

-
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. BIRTHPLACE (CITY OR TOWN)..........

(STATE OR COUNTRY)

13, NAME

14, BIRTHPLACE (cIT¥ ag TOWN)

Name of operation 1 (1 ... Dateof .

{ STATEOR COUNTRY)

What test confirmed diagnosis?............ 1 _1"’ ...... Was there an autopsy?...

15. MAIDEN NAME

23. If death was due to exteraal mul: (rlolence}, fill in also the following:

Accident, suicide, or homicide?........cooevrveeececeencs Date of Injury......c.u. s 19

MOTHER | FATHER

{STATE OR COUNTRY) %
2

16, BIRTHPLACE (CITY OR TOWH} «“\%

‘Where did injury cccur?..

(Specily c:ty or town, eounty, and 5

%
¥7. INFORMANT pE)

Specily whether injury occurred in Indasiry, in home, or in public place.

{ADDRESS) A

Manner of injury

18. BURIAL, CREMATION, OR REMOVAL

PLACE DATE.

Nature of injury

19. FUNERAL DIRECTOR

24. Was disease or injury in any way related to occupation of deccased?
1f so, aperily

{ADDRESS}
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