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STATE FILE NUMBER

+ PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before & ’

130. FATHER'S NAME

3

15. WAS DECEASED EVER IN U, 5, ARMED FORCES?
(Yes, no unknown)| {IF yas, give wer or dotes of service)
Nb

TNt/ &

13b. MOTHER*S MAIDEN NAME

A(o.S'B“CY

. COUNTY o. STATE . . b. COUNTY agmission)
) i /' 419 Missouri Ay\/&/
. 1-57 b. CBTRY {If oulsid!corporuru limits, giva TOWNSHIP only} Inside Limits c. CBTRY insijé/Liml‘;s
TOWNAL . . " Yes 7 No [] TOWN \j\}“,‘as Qg Yes R No[]
O c. FgLL NAME OF {If NOT in hespital, give location} | Length of stay in 1b 5'6 ocl. STIB%EET (H outside, give locotion)} Reside on Farm
HOSPITAL OR . AD i
INSTITUTION y ¢ Sioo Woodland Nrive North | Yes[ MeF
3. NMAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print) OF .
James WARREN Snecle DEATH o 13 £&
5. SEX 6. COLOR OR RACE| 7. MARRIED[} NEVER MARRIED] ] 8. DATE OF BIRTH 9. AIGE' Llln':;:;; ;::ﬁ“ l;:yt:m u:hl:N'DER 2;:95.
Of r r I
Mate o | Caye wooveo ]/ _owvorceol]| T~ 3.3- 96 |
10a. USUAL OCCUPATION {Give kind of work dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {Ciry and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working lifs, aven if ¢ n.}g mou?qv . ‘/ 5
vFAcToReR \Moxia, TexAas 1 U.0.A.

14. NAME OF HUSBAND OR WIFE

MARZART Steele

16- SOCIAL SECURITY KO.

-9 5~

PART L. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

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

17. INFORMANT

Mas. Marngagey Steele, A

Address 9’40 deﬂdﬂr‘

INTERVAL BETWEEN
ONSET AND DEATH
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Y B9 20c. TIMEOF  Hour Monmth, Day, Yeor
4 =S INIYURY  am.
:.:T : H3 " p.m.
E é 20d. INJURY OCCURR_ED_ ’ 20¢. PLACE OF INJURY {e.g., inor abouthoeme,] 20f. CITY, TOWHN, OR LOCATION COUNTY . STATE
T w WHILE ATD NOT WHILE D form, foctory, street, office bldg., etc.) . . .
- WORK AT WORK

and last 'lovrti!::liva on /ﬂ -'/& b r_&

. +

ZK.C.

Ly -13-55 #P

£« B+ 21, 1 atended the decoased from a;n..'? [2CF >N Y
H Death occurred at !2 : ‘ﬂ 5 M m on the date stated above; and tu the best of my knowledge, from the couses stated.

E +|+224. w egree or title) <y | 22b ADDRESS 22c. DATE SIGNED
z . 7 %/%4 byt 319 Cresnn 2o AC e (A2 8rs
23a. BURIAL, CREHA"F'ON, 23b. DATE 4 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or ;numy) {State)

- "/ REMOV_AL {Specily) : ) : -
: l0-14-SB| CRAIVARYK Cesr AvS5A35 G Tr. pes
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{Licensed Embalmer's Statement on Reverse Side}

(




= STATEMENT BY LICENSED EMBALMER

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

DY ME, OF DY i e e s sa e e e v v st s raannan .» Student Embalmer No. ..........cc.......

working under my personal supervision.

Student ..o e v arr e eaarae
Signature of Student Embalmer

.- e P. 0. Address..m.c..-.../.ﬁr..k?g

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




