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(b) City or town..

1. PLACE OF DEATH:

(a) County -Rl’)'nd [ l bh

Hio' bee..

(II" onlaide eny) towp limits, write "RURAL" and name of townahip)

(¢} Name of hospital or institution:

(d) Length of stay:

In this community
years, months or days)

{If not in bospital or lostitution. write street cumber or tocatiom)

In hospital or institution

{Specily whether

2. USUAL RESIDENCE OF DELEASEDu_

@ Sue Y1155 auy. A @) comy.OMAS Lk:h

(¢} Clty or town H 1O b e /-“(
J (1f sutside city or town limits. weite “RURAL"} o

(d) Street No.

(If raral, give location) M
(e) Citlzen of fareign country?. /) (Yes ar No)

If yes, name country.

6. (b) Name of husband or wife._..........ce......

W o _Talton D, CoaYea .
3. (&) I veteran, 3. (¢) Social Securi
name war, / No. /
5. Colgror . 6. {a), Single, gidowed, marricd
" seLmd.Le_é_ mJL\zhli_eL - dive Xyl\e

- 6.1{¢) Age of husband or wife if

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month A b vl day.. o st

— ....]...ﬁ..ﬂ}:’:.hour...!_.._....._............(l...minutc...s.Q........E.M.
21. I hereby certify that 1 attended the deceased from (3 C-Ja b @ ¥~ _
1% 0. HApt-2d 21 595,
that I last saw b ddsa. alive on._..... J£IZ ¥ b J....[.._..,.,....;..!. _____ 1995

and that death occurred on the date and hour stated above.

{Rechstrar’s denainre}

Addresy . __. o,

nC.Qxx.e:r_\_mA.h._.ﬁﬂ,n:i;cs“.. X R— | L &iﬂte cause of d”‘"‘ Duration
4 7. Birth da!e of dex d H brl ‘ [ St j 8_5 b— R g_t_ '.. a_L —h P..h Q."L A ﬂ’_ e arannma—n
- o '(Month} {Day) (Year) .
8. AGE: ;.. " Years '| -Montha Days If lesa than one day Due lo..__...a..k....tg..’:.l..‘? Sc l{ Yasts
: y! v
— 20 hr. min ¥
90 Due w...._A.“r/Z_I_ﬂ_z:C_b_L'L.O“&\
9. Birthplace Tho +
{City. town, or county} {State or forcign coustry) . T T - "
10. Usual cn:cupatim:ﬂxt‘L \xed Fa"’ mex. %E:t:::: '.?.dilli;l', within 8 months of death) \\
i1, Industry or business SR : s PHYSICIAN
ajor findings: —_
é 12. Name, j-O h"n I . C 0 E’LQ‘P S 2 operations s ] i:f‘) Unders
o ia T - . [N - B ne
2\ 1s. Binkoace [ A ST
ty, town, or connty, (State g0 country, of h M
% { 14, Malden :m.::ne..ﬁl d._‘.’lﬂ—.ﬁt .Q..._S T_F:I_ S autopay \ dl:a‘.)r:clg nba?
= tistically.
=
g 15. Birthplace POV Pmppm—Y rrTvesges K;""m;ni) 22, If death was die to external causes, fill in the following: '
16. (@) lnférmut:rn-. K:S.._..J-.‘___-D__.C oate = (6} Accident, sulcide, or homicide (specify)
() Address ... ee, __M_QMMZ#M.__.__ {6} Date of occurrence.
1. @ Ak @ Date mm....@'fz!...l:ﬂ.:i‘iy_:‘"‘" Wheve did {ajury occur? Wity w town)  (Gomoin) (St
(Burial, cremation, or remaval) oot} (Day) (Year) || () Did injury occur in or about home, on farm, in induatrial place, in pablic place?
s () Place: burlal or mmadonm.a.b.enx_!._ Mo, . .
18, (a) Signature of t’uneral director..........J0) AA 4 MS".}{\J While at work?_ .. _ Dhtl::::) of in;m______ -
(¥) Addressa . 2
E E Eéb Z‘é" » %B@ %BJ 23. lem%f A / (M.D.or ot.hm-) 0
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' STATEMENT BY LICENSED EMBALMER

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

.» Registered Apprentice No ,

e Trands TH W

Licensed Embalmer No DD 2!

working under my personal supervision.

P. O. Address...

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITII\G
the above constitutes grounds for revocation of license.) . ] .

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




