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Reglsrror s Na., m_42

10a.

USUAL CCCUPATION (Give kind of work dene
g af working life, even if retired)

10b. KIND OF BUSINESS O,

15. WAS DECEASED EVER IN
{Yos, n

ARMED FORCES?
ann)‘ (H yos, give wgrpr dates of service)

1

PART I.

Caonditions, if any,
which gave rise 16
above couss (a),
stating the under-
iying cause lasi

pue 70 () Hypertension and generalized arteriosclerosis

ouE To (o Diabetes mellitus, severe, and chronic glomerubcrrephritis.

18. CAUSE OF DEATH (Enter only one cause per tine for (o), {b}, ond (c}.)
DEATH wAS CAUSED BY;

IMMEDIATE CAUSE (o) C b

1- BIRTHELACE (City ond starte or country)

Wnsck -1

- 227¢.

12. CITIZEN OF WHAT COUNTRY?

&S A.

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Regg)dence before
a. COUNTY hﬁ! a@aq o. STATE . b. COUNTY i
b. CITYN\(IF cutsille corgarate limits, give TOWNSHIP Inside Limits c. ClTY Ve .
Qun \ y Yes 54 No (] ? Y
TOWN | esnol] ] v TON es( MNo [ ]
I RS E‘L)JL’L_I?ML NOT in hgspital, give locatio, Length of stay in 1b T hJ Yd. STREET - (If eutside, gi cotion) Reside on Form’
) SPITA ADDRE
o INSTITUTI . 405" On g Z‘ \ Yes [ No X
= o s -
3. NAME OF DECEASED First Middle Last 4. DATE Mok Day Yoor
¢ _(Type or print) M_ OF P
_ Faakh  Taeece | M £ -ty /359
5., SEX 1| 6. COLOROR RACE] 7. marRIED[ ]NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE {In yeors | F UKDER | YEAR| IF UNDER 24 HRS
- t birthday) { Months | Days Hours Min.
M 722 wooveo) _3 ovonceost (/P Rp ek - foo/902|_FH = [T [ ] D

14. NAME OF HUSBAND OR WIFE

INTERVAL BETWEEN
gﬂSﬁT AND DEATH
ours

Years

PART Ii, OTHER SIGRIFICANT CONDI®

Osteomyelitis, right foot.

£ TO DEATH but not related 1o the terminagi disaase condition glven in PART | {0}

2pO0X

19. WAS AUTOPSY
PERFORMED?
YES[] MO

~

20a.

g ()

ACCIDENT SUICIDE HOMICIDE

O

20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART Il of item 18.)

20¢. TIME OF
INJURY

Hour
q.m.
p.m.

MEDICAL CERTIFICATION

Month, Day, Year

Ad. INJURY OCCURRED
WHILE ATD NOT WHILE
WORK AT WORK

]

20e. PLACE OF INJURY {e.g., inor about home,

tarm, § treet, office bldg., etc.}

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

21, Vattended the d

/  MarckH 22 1955 June

14,

I959 end last !ow)g;é‘

m on the date stated above; ond to the best of my knowledge, from the covses stated.

May-30,

alive on

1959

lféxﬂf““%kzg<7.

22b. ADDRESS

4800 E. Z24th Street

22¢. RATE SIGNED

6-16-59

F CEMETERY OR CREMATORY

23d. LOCATION (City, tewn, of county)

5. DATER

o

8y LogAL reG.
"y

26. REGISTRAR'S SIGNATUDE=

{Stare)
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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
by me, 0r by ..o e Student Embalmer No. ............oceee
working under my personal supervision
Signed WW ................
Licensed Embalmer No. ?J??

Signature of Student Embalmer

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




