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STANDARD CERTIFICATE OF DEATH
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STATE FILE NUMBER
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4w‘1 L 1. PLACE OF DEATH 2. YSUAL RESIDENCE (Where deceased ti\cf)ed IF institution: Resldence b;for.
a. COUNTY a. STATE - * b, COUNTY dmi s st
[exas [Yissour, Ie 7
- 1= 57 b. CgRY (I outside corporate limits, give TOWNSHIP only) Inside Limits c CITY Inside Limits
TOWN }-)OUS’ON Yes (81 [] TOWN Hous Z i /07"’ Yes[ B No [
I FULL NAM%OF (If NOT in hospital, give location} | Length of stay in 1b d. STREET (If outside, give iocnﬁon)’ OReside on Farm
HOSPITAL OR . ADDRESS '
i INSTITUTIGN 4 2.VTYS - Yes ] ne (]
3. NAME OF DECEASED First Middle , Lost 4. DATE Month Day Year
{Type or print) e (‘ ,-F\‘F OF
Joh lhomas =it Tard DEATH v /¥- 57
5. SEX a 6. COLOR OR RACE| 7. MARRIED[ ] NEVER MARRIED ] 8. DATE OF BIRTH 9. AGE (in yuars F UNDER | YEAR] {F UNDER 24 HRS.
. - last birthday) [ Menths I Days Hours l Min_
Male | _white | wfo® oveceol)| /-22-/888 | (
194, USUAL OCCUPATIDN {Give kind of work done | 10b. KIND OF BUSINESS UR 11. BIRTHPLACE (City and srate or country) / 12. CITIZEN OF WHAT COUNTRY?
@ most of working life, even if retired) INDUSTRY -P
AT henley zru_Jaw U.5.A.

135 FATHER'S flAME
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13b. MOTHER"S MAIDEN NAME

Sarah
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14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?
{Yes, no, ar unknown)| (If yes, give war or dates of service)

16. SOCIAL SECURITY NO.

Y85 -0)- /4 40

17. INFORMANT

Addrn

CIL"_Q_BI[' e -HOMSEN Mﬂ

18.f CAUSE OF DEATH (Enter only one cause per |ig

PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Condltions, if ony,

1 INTERVAL BETWEEN
ONSET AND DEATH

M—cc

which gave rise to
above couse (a),
stating the under-
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MEGICAL CERTIFICATION

‘ USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

2e. PLACE,OF INJURY (e.g., inor about home,
- farm, factory, street, office bidg., etc.)

lying covse last,
PART Ii. OTHER $IGNIFICANT.CONDITIONS CONTRIBUTING T DEATH but.not uiutod “the |-rrnir|ul disesss condition glven in PARJA (a). 19. WAS AUTOPSY
PERFORMED?
YES[] NO [E/J‘-
200. ACCIDENT SUICIDE HOMICIDE . | 20b. DESCRIBE HOW INJURY OCCURRED. .(Enter nature of injury in PART | or PART I of item 18.) ’
] ] c
-20c. TIME OF .Hour Month, Day, Year h
INJURY  o.m. ”
P.ﬂ’l.
20d. INJURY OCCURRED 208 CITY, TOWN, OR LOCATION COUNTY STATE

Doctor, coroner, etc. must use only standard nomanclature in item 18. No symptoms will be listed. )

All diseoses in Pert | must be causally related.

WHILE ATD NOT WHILE |
WORK AT WORK
21. | attended the deceased from P J—Q M // /9_(70!!6 last saw t" alive on WV // /9_5' 7
, " Death ‘gccu".d at " ; j /"? i 1= '%‘ {//”,L.m on the dote smud ubwe, and to the best of my knowledge, from Il(n couses sruré
| N @A RE © < (Degree or fitle) 7 / £} 2 ws& 22¢. QATE SIGNED
G Zeeter, 0 iy
230, BUR|M.. CR TION, 'zah. DATE 23¢. NAME OF CEMETER'{ OR CREMATORY ~ * 134, LOCATlON (CII)', 1own, oF caunty) ! (Stm‘)
ecify) p
aNallll-1&-57 VAN Mcfsy Towa \Vaw Meler Towa

ADDRESS

- DATE RECD. 8Y LOCAL R'Ec..

26. REGISTRAR'S SIGNATURE
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STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

.» Student Embalmer No...............e0eee

by me, 0f bY .oooiiiiieieeaeaeeaeeenne o ererereeeereeseieseerarthtesaneraretaneararaasesenrns

working under my personal supervision.

Student ..o e s
Signature of Student Embalmer

P. 0. 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). X
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.
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