THE DIVIMUN Ur FREALIF WUr VoW

No. 300
) FILED MAY 3 1949 STANDARD CERTIFICATE OF DEATH siweriene 1 A3CL.....
/ lBIRTH NO.___________________ REG. DIST. NO. _\___rammv REG. DIST. m.aQC‘-Q Registrar's N o oo
} 1. PLACE OF DEATH - 2. USUAL RESIDENCE (Where 4 d lived, If lastizutd id batfore
a. COUNTY LI a. STATE ' b, COUNTY -dmhlnn)
ﬁbﬁl@ M,’QQOUR | SO-AUI/LER
b. CITY (If outside corpurte limits, write RURAL and give, ¢c. LENGTH OF ¢ CITY (e ont!ddu sorporste limits, write RURAL and give towm.hiﬁ
}J } township) | STAY (in this place) ,8
6 riesnl/g F2pafs |- TN ) ppcnsteR
. FULL NAME OF (If not in hoapital or jnstitatiog, give sirect address of location) d. STREET (If romal, give loeation) ' /
HOSPt /l ADDRESS )
INSHTUTION (_;g“n - Sm,-”; £MoR L AL SP. ' /?K{,l? AL
SDNEAC%ES%FD 8. (First) . b. (Middle) ¢. {Last) I 4. DSEE (Mun}h) {Day)} (Year)
(Typeor Prit)  FANNIE Linsenw OEATY- o, 2] /9Y7
5. SEX 6, COLOR OR RACE | 7. MARRIED, NEVER MARRIEP. 8. DATE OF BIRTH 9, AGE (In years| r UNDER 1 YEAR | O kR 1 M3,
F: w WIDOWED, QIVORCED {(Bpeiify) last birthday} | Monthe ’ Days | Hours | Min.
7 Sepr- 20, /8] 57 |
10a. USUAL OCCUPATION (Givekindof work | 10b, KIND OF BUSINESS OR [N- | 11. BIRTHPLACE ‘('Buu or foreign nountry) a 12. CITIZEN OF WHAT
done during most of working life, even If retired) ; DUSTRY COUNTRY.
Hovcewire, Timrews, M U. S,
13a. FATHER'S NAME 13b. MOTHER™ S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Saunpsky Besmaw , ﬂﬁﬂo’ Krosps | ARy E V/Z{f,‘g_s_od/_
15. WAS DECEAS EVER_IN U.S. ARMED FQRCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 S| GNATURE OR NAME ADDRESS
P L W-morunm ) I (I yew, rlve war or dates of service) NO. 79/
g T . otciens DV Slbaon

o CAUSE OF DENTH MEDJCAL CERTIFICATION o/ ﬁ?ﬁ%’
. Enter only onecatss per 1. DISEASE OR CONDITION NSET DEATH
Nz o1 80, (o, and (0 | *PIRECTLY LEADING TO DEATH g ) AN

[ *This does not mean ',;J:\_NTECEDENT CAUSES ) J )
:the mode of dying, such | Morbid conditions, if ang, giving DUE TO (b) 2@&;_22 e -

af heart faflure, asthenia, | rise to the abooe cause (o) stating _ . L2

‘ the underlying cause last -

ce. It meons the dir- : '
case, infury, or complica- DUE TO (c) W/ﬂ/ ﬂ/MAM M‘ éﬁu

tion which caused death. | [1. OTHER SIGNIFICANT COND]TIONS
Conditions contributing to the death but ’, Oﬂ
related o the disease or condition muﬁM mm. l
19a, DATE OF QPERA- | 195, MAJOR FINDINGS OF OPERATION - - . : . L - 20, AUTOPSY?
TION
. e ves L] wo [
21a. ACCIDENT {Bpecity} 21b. PLACE OF INJURY (e.z..inorabont | 2lc. (CITY, TOWN. OR TOWNSHIP) (COUNTY) (STATE),
SUICIDE home, farm, {nstory. sireet, office bldg., et S
HOMICIDE
21d. TIME . (Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 2#. HOW DID [NJURY OCCUR? .
. WHILE AT[ ] NOT WHILE .
INJURY - WORK AT WORK - . :
2. 1 hereby certify that I attended the decaased from 3~/ 7‘ . 1949 o -2 . 19_91_2, that I last saw the deceased

aliveon 4 -20 19_‘£ﬂ, and that death occurred ot 7:42 8- m., from the causes and on the dale stated above.

23a. SIGHNATURE : (Degree or titls) | 23b. ADDRESS . T ‘?_‘ic DATE SIGNED

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

%’AIE NBItR’ERM[ OA\‘I'.ALGREMA- 24b. DATE 24c. NAME OF.CEMETERY Of CREMATORY 24d. LOCATION (Oity, town, or cou.my} . (_Susfé)
{Bpwdity) .
Bapsiadl |\ —-23-¥F\ R/Fn1 EEM |\ AAres s rz%}e Mo
DATE. REC'D BY LO%‘EL REGISTRAR'S SIGNATUR / 25, FUMERAL DIRECTOR' s 5§ GNATURE ADDRESS ™
REG. ) .
4-21-%9

(Licensed Embalmet’s Statement on Reverse Side)




RECEIVED |
District Health Offtger N

District Fle Nober e
2 - 1949
Dcte ‘Filed : L -

" 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

Student Embaimer Bo.

working under my persona! supervision.,

StUdent vuueeeranenns ............. Signed W/fﬁ/_@_ép

Studmt Embatmer

Licensed Embalmer No..4d. 2.3 ‘(
P. O. Addm,mm S22

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to comply mt
the shove constitutes grounds for revocation of license.)

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




