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STANDARD CERTIFICATE OF DEATH

BUREAU oF THE CENSUS
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Primary Registration District No..
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Registrar's No

1. PLACE OF DEAT

(a) County.

(b) City or town.._... ______._.../__ - A =o' SR
(If outside city or town lnmu writ.n RUBA and numae of towoshlp)

(c) Name of hospital or institution:
2¥ 4 So-ud /

(If not in hospital or i wrils shroat

(d) Length of stay: In hospital

: i
In thls community.
years, months or days)

/.

institution
rd
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&

(Specify whether

1. USUAL RESIDENCE OF DECEASED:

(o) State ) County.#7-

{It outaide c!l.y ar %n umw =.2,

(l! rurel, give location)

(¢) Cityortown

(4} Street No.

(¢) Citizen of foreign country?

£) (Ves or Noy
™ i

If yes, name country

3. (a) PRINT
FULL NAME

John Eldtidae Burden

MEDICAL CERTIFICATION

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

16. (a) lnformant...
(b) Address_ ...

17 (@) .
) (llu.ﬂa.l cramation, urraumvll)

(b}

(e} Plaoe. burial or cremation........
18. (a) Signature of funeral director..
ddress...

(Date received local rnméur)

& A

{Registrar's sinlr.utu) .

20, DATE OF DEATH: Month &7 -
3. (b)) If veteran, 3. (¢) Social Security
N —— — YAl iiisian .—.bour, s
- -mamewar No
— -t TR 21. I hereby certify that I attended the deceased from.. .
r : - . /\ S Color‘ot 6. (a) Single. widowed, married, . 19 zg to % Z_ lQ_w:
4 Sex__;i?ﬂ_ L] race” L‘J divoreed that [ iest saw hetd alive on Inacy TR 44
6 (b) Name of husband or wife_ —— 6. (¢} Age of busband or wife if || and that death occurred on the date and hour m(ed above. Duration
a 10
. o Ceglt alive.......Tmm....yearg || [mmediate cause of death.ﬁg_ﬂz@_..&z:lz‘m s A S
7'.J Bi‘rl.‘-_h date of deceased %’&"{ /?‘ }f41
o) \ 77 (Monik)] (Dny) T(Yaar) _
8 AGE:  Years Months | Daye If lesa than one day Due tou bt B B
4 .03
?? / / / 3 ................. |2 EN— . V
~ [827%) Due to
9, Birthplace___._....__._éféééﬂdﬁ...@ ' ; |
City, town, un . State or foreign country,
10, Usual upation . ﬁ/ﬂ% Other conditiona. &/7
» Waualoccup / (Inctude preguancy within 3 rfonths of death)
11. Industry or bus T PHYSICIAN
=1 Major Gndings: JR——
E 12, Name... éM‘d Of operations
[ hUnderlixtle
il K3 B:rthn‘l:r- the cause to
= . hich death
county) -y b
?j 14. Maiden name.. %ﬂ; Of sutopey N thould be.
= tistically.
g 15. Birthplace 22. 1f death was due to external couses, fill in the following: ’

(a)
(&)

()
(City or town) {County) (Stte}
{d) Did injury oecur in or about home, on farm In industrial place in pubhc place?

L2 A
gwgbg ag'i

Accident, suicide, or homicide (specify) .
Date of occurrence.
Where did injury occur?

(Specify type of place) .
e (€} Means of iNjUry ook

7 MM__ (M. D. orothes _éi._
#.... Date sign ;z(y/
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(Licensed Embaolmer’s Statement on Reverse Side)
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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 ‘embalmed by me, or by

-y Registered Apprentice No

Signed . W% Z:/,?

Licensed Emba

P. O. Addres W‘ - %}

Note: The above MUST BE SIGNED BY THE I.:ICENSED EMBALMER in his OWN HA&éDWRITINC%Failure to comply w
theé abhove constitutes grounds-for revocation of license.) . . ‘ .

working under my personal supervisini.

If this body is not embalmed, fact. should be so stated n.bove. .




