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1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befo7
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3. NAME OF DECEASED First T Middle Lost 7 DATE Month Day Year
(Type or print) Q_ OF -
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5. SEX 6. COLOR OR RACE| 7., c0ico e marmieo[]] & DATE OF BIRTH 9. AGE (o yaars R UNDER T YEAR] I UNDER 24 Hes.
J& “ w\ |‘1, e . WIDOWEDE DIVORCEDD 7 - \ s—- \ ? 7 3 Qllf': birthday) | Months ays lours | Min,
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durin st of working life, svan if reticed} INDUSTRY
‘_g_o_u‘s_e__lb_'éa. — LWL - WV, t oM A. us R,

13a. FATHER'S NAME

F—rhry:e f’(ﬁ-—}\ St_

13b. MOTHER"S MAIDEN NAME

L\\Kmou) N,

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Ywn, na, or unknown)| (If yes, give war or dates of service)
Fal FaY

~° .

16. SOCIAL SECURITY NO.

PART |I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Conditians, if any, DUE TO {b)
which gave rize ta
above covse {a),
stating the under-

lying cause last

DUE TO ()

18. CAUSE OF DEATH (Enter only one cause per line for {a), {b}, and {c).}

14. NAME OF HUSBAND OR WIFE

Edwnpyd ood s hb
17. INFORMANT adiess L YOF TNPELAVE
Edwavd W Rood Mo, Son.

INTERVAL BETWEEN

ONSET AND DEgTH

2T

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated 1o the terminal disease condition given in PART | {a}

19, WAS AUTOPSY
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20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,| 20f, CITY TOWN, OR LOCATION COUNTY STATE
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22¢. RATE SIGNED
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230. BURIAL, CREMATION,
REMOY AL (Specify}
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23b. DATE

H-)e- ¢

23¢. .P/J.ME OF CEMETERY OR CREMATORY

El g wood

Qo 4.

M LOCATIQN {City, rown, or county)

{Stare)

24. FUNERAL DIRECTOR

L. Shireman

ADDRESS

HD Ma. .

25. DATE RECD. BY LOCAL REG.

Y. 5 .58
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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

DY ME, O BY iiiiiiiiiiirieii e iaeetstnrins s rarseecansnesrenesebasatrarrnran e snssrnans , Student Embalmer No. .......ccevvrvnnen

working under my personal supervision.

Student ....oovvriiiiiiiiiiens S PPN Signed=-y7er=
Signature of Student Embalmer,

Licensed Embalmer No.. f(.;\‘?"f .
P. 0. Address. An.Co. .

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 embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




