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18 very impaor

Reﬂtmgﬁgestr;{}i’j j Qﬂz_ Primary Registration District No..é._:ﬁ_ﬁz*f / 7 \‘f‘)

2. USUAL RESIDENCE OF DECEASED:

L. PLACE OF DEATH:

(a) County.oooeee
(b) City or town.

L

(11 outside oty or town limits. write “RURAL" and oame of township)
{¢) Nameo of hospital or institutjgn:

(If not in hospltal or lostitution, write streat her or L Son)
(d) Length of stay: In hospital or institution

(Spocify whether
In this community... o
Years, monthe or dfyw, ) //’ it

-39
(a) Stntn.._@_.zm (b} County_M !

() Clty or tow. ’

{d) Street No.

{1f outafde city or town mits, write “RURAL")

{e) If foreign born, how long in U. 8, A.7

{1f rurai, give locatian)

8. (a) PRINT
FULL NA. = — £

Exact statement of OCCUPATION

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD ©
N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly classified.

I 1 X19511

Rov, 5-17-39

8. (8) It v?{. 8. (¢} Soclal Security  J

namt war, No.

N MEDICAL CER

j%WCATION
‘r-_ day.

20. DATE OF DEATH: Month

year._ . Zza’z‘)—' thur....%.m.m.ﬂ.m.m_minut

21. I hereby certify that I nttended the deceased fra

1B. Birtkplace

o 5. Color or z 6. (a) Single, widowed, marrled, 19=o > - 19.99—
4 S“-#—-———-' rac - Cd!vorced._.____.__ that I last eaw hos=t_ alive on d/ 5 M

8. () Name of husband or wife. _ 8. (¢) Age of husband or wife if || and that death occurred on the datgéind hour stated above. Duraki

Vi alive, o years || Immediate cause of death
toromes. oD 2B [ tf > )
7. Birth date of 1 o —caazar /-
Z(Monthy? 7 {Day) {Year)
T - 7
8. AGE: Years Montha Days If less than one day Due to.
_ / Z ---—Z——— hr. _-S_a__...min.
. . v Due to.
5. Brnphnl Y OO Orre — 272y N\
{City. town, or county) {State or foreign country) ] \)\
10. Usual occupatlion " - Other conditions X
- il o (loclude pregnancy within 3 months of death)
11. Industry or by LY \/l PHYSICIAN
o= . * Major Andings: \ [74 _—
g { 12. Name...... O! operatlons \ Undarline
e the causa ta
& L 18, Blrthplace wﬁ\lch Idémg.h
shou e

ﬁ Of autopsy. charged sta-
o tistieally.
s
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14. Maiden namg4is
{ 2

17. (a) M =t5}, Date thereal, 2
{Barial, cremstion, or removal - {Year)
(¢) Place: burla! or cremation B

18, (a) Slznntn.r'e of laneral diractor.
{8} Address......

19, (a)( ¢/ 8/ 2

ath recejfad local registrar) (Registrar's signatare)

22, If death was due to externa! causes, fill in the following:
() Accident, suicide, or homicide (specily),

{&) Date of occurrence.

{c) Where did injury occur?

{City or town)
(d) Did ipjury o 7 or abput heme, on farm, In

{County {State}
fndusttal place, In publie place?
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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

Registered Apprentice No '
working under my personal supervision. |

1]

-

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,




