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(Sta
(&) Did injury occur in or about home, on farm, in industrial place, in public plaoe?
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STATEMENT RBY LICENSED EMBALMER

I herehy certify that the body whase name is recorded on the reverse side of this certificate was embalmed by me, or by

Registered Apprentice No

working under my personal supervision, %
Slgned%

Llcensed Embalmer No. (3

P. 0. Address..

(Failure to comply w

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
the above constitutes grounds for revocation of license.)
“ If this body is not embalmed, fact should be so stated above.
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A PERMANENT RECORD
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Registrar's No...

1. PLACE OF DFATH: (P m

(a)" County

(8) City or town ‘lf&' -
(11 outside city or town limits, writa “RUI nnd name of l,owmlup)

(¢) Name of hospital or institution:

LY

{If not in hoapital or institotion, writs street humber or location)
(d) Length of stay: In hospital or institution

{Specify whether

In this community.
years, months or days)

2. USUAL RESIDENCE OF DECEASED,

(a) State (&) County.

(¢} City or town
(If outsido city or town limity, write "RURAL™)

(d) Street No.
- ({1f rural, give location) .

(e} Citlizen of foreign country? (Yes or No)

If yes, name country.

3. (&) PRINT
FULL NAME____.

3. (b) If veteran, 3. (&) Social Secunty

’ name war i No il
; 5. Color ow 6. (o) Single, widowed, married,
4. Sex ! divorced.. ® N ..

race.
6. (5) Name of husband or wife......ccce. . — ... 6. (¢} Age of husband or wife if

alive.._.__ .

MEDCAL CERTIFI

20. DATE OIZ :
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21, 1 hereby certify t
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9. Birthplace ________ ” 6

{Suate or foreign country)

10, Usual oo

11. Industry or hysin,
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13, Birthplace

14, Malden name

Other conditions..._.
{Include pregnancy within 3 monoths d ~
el PHYSICIAN
Major findings: y
Of operations_ A
L Underline
‘l" 4 the cause to
{City, town, or conoty) {Stats of foreign conniry) Of autopey \ :vll:‘:)clll‘ Sjmgl;
charged sta-
tistically.

15. Birthplace.
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16. (&) Informant
~{&) Address
17. (a)

{City, town, or county) {State or forcign country)

(&) Date thercof.
{Maonth) (Day) (Year)

{Burial, cremation, or removal)

(¢} Place: bural or cremation

18, (a) Signature of funeral director.
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19. (&) »
{Date received Jooal reristrar)

(Fexistrar's signatore)

22. If death was due to external causes, fill in the following:

(a) Accident, suicide, or homicide {specify)

{4} Date of occcurrence

{¢) Where did Iajury occtir?

{Ciry or t.own) {County) S
(#) Did injury cccur in or about home, on {farm, in industrial place, in public plaoe?

of pi
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