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1, PLACE OF DEATH:

(a) County. : a/l'/ N

() CW‘t,‘bm____._ RN
{if outalde city or town Limits, write “RURAL" afid name of township)

{¢} Name of hospital or institution:
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Regisirar’s No. é” é
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years, monibs or days) et (e) If foreign born, how long in U. 8. A.Y. - yearn
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3. 0 1 vet %, () Social Secarit 20. DATE OF DEATH;: Month.. 2 geg__._.__dny s(d
veteral, " &) Soc o ¥ year. / ¢‘T‘ 0 hour. 0 minyg
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6. (b} Name of husbangd or wif 6. () Age of husband or wife if || and that death occwrred on t te and hour mtad abow:
— alive 2_____yem
7. Birth date of d d it s ARA
{Moath) (Day) (Year)
8. AGE: Years Montha Days If le=s than cne day
70 v — . hr. min

N.B.~—Lvery item ol information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should®ite
CAUSE OF DEATH In plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very impgEfant.
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9. BIrt-hp[ua__'_.;__.gM.d_A.ﬂA‘___‘_ S
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18. (o) Informbnt's signature
(%) Addr (qg;/r—vup 1 P\a X/

17. (@)

{¢) Place: burial or eramatio
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M (b} Date thﬁaow
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Of aperations. LY AN L Underlina
the causo to
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22, It d eath was due to externsl causes, fill in the following:
(a) Aecident, suicide, or homicide (xpecify) e
(8) Date ol cecurrencs, —,
ﬁ
{¢) Where did Injury oceur?
City ar town) méﬂ nty) (State
{d) Did {njury occurip or about home. on farm, In in place, in publie ?
—
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(Licensed Embalmer’s Statement on Reverse Sido)




RECEIVED

District Health Officér No.
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STATEMENT BY LICENSED EMBALMER

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

..... ., Registered Apprentice No .

working under my personal supervision,

Signed

Licensed Embalmer No.

P. Q. Address.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. l(Fnilure to comply wi
the above constitutes grounds for revocation of license.) i

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




