FiL

WURI DIVISION OF- HEALTH — STANDARD CERTIFICATE OF DEATH

EDRKSMQ‘:G Ii.Jecrgulg.ﬁ—gxg.-_-_----"mm.ry Registration Distric No&ﬁnﬂQ_--_-_Rnismrﬁ No. 1.0.2.? _______

59-035893

STATE FILE NUMBER

AENDED g
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution: Residente before
s, COUNTY G s, STATE b. COUNTY admission)
ree ne. " Meo. Aawrence,
b. CITY (If outside corparate limits, give TOWNSHIP only) Length of stay in 1b <. C(I)'I"!Y lnside Limits
oty S’ ¥ hqf’,e,[J W Mnos, 0WN  fhoA //8!"?'!071 Yoo | No O
c. FULL NAME QF {If NOT n hu:pltal give locatian) Lnside Limits d. STREET (If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION . s Yes § No O3 S"o‘ #’ cA/of--’-/ Yes O No O
Fi
3. (I:AME OF DE)CEASED V' First T Middle Last 4. Dé\gE Month Day Year
ype or print] . S'
Ste /la Klrznebetrp Shinner | oon  October 6 79757
SEX 6. COLOR OR RACE 7. Married I Never Married [ |8. DATE OF BIRTH | 9. AGE (last birthday) | IF UNhDER IDYEAR ::UNDER 74 KR
(] Widowed Divarced [ Menths ays ours Min.
Wnite O g-20-1p77| 8
10a. USUAL OCCUPATION (Give kind of work done [ 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and s!a1e or country) | 12, CITIZEN OF WHAT COUNTRY
during most of working life, aven if retired) * A as A_
ifarse wife Stotts G g{/ho- . .S .
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H USBAND OR WIFE
CK. Shelfon £Eliza beth f//r Tehn SArnner
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY RO. INFORMANT Address
(Yes, no, or unknown)| (If yes, give war or dates of service) - ) m T /
nm— avie Hayley _.yNMop, ['lo,
b [ 18, CAUSE OF DEATH (Enter only one cayse per line for {a), {b), and {c). / INTERVAL"BETWEEN
E PART ). DEATH WAS CAUSED BY. L P ONSET AND DEATH
= IMMEDIATE CAUSE (s} [o ] Y5 15N NEUVHONIA d weaeex
(v
8]
o Conditions, if any, DUE TO {b)
which gave rise to
above causa (a),
stating the under-
lying cause last. DUE TO (¢}
z PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQO DEATH but not related 10 the terminal PART IIl. If deceased was female was
g disease condition given in PART I (a) there a pregnancy in last 90 days.
§ ID Yes O Neo I 0 Unknown
& 19. WAS AUTOQPSY 205, ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART ! or PART 1l of item 18.)
& PERFORMED? 0 0 0
o YES 1 NOR
- 2
& 20c. TIME OF  Houl  Month, Day, Year
= INJURY a.m.
g P.Mm.
20d. INJURY OCCURRED 20e. PLACE OF INIURY {e.g., in or abour home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK tarm, factory, street, office bidg., etc.)
. NOT WHILE AT WORK ]
21, | attended the deceased from 'SEPT. I‘ '? 5 q |o._.Qﬁ]-_m_}_i"_.Land last saw ::.; alive on_q_c.—r—‘ol L ,s-?
Death occurred at 0-2 . I o p Lia] m on the date stated sbove, and to the best >f my knowledge, from the couses srated.
5 29s. SIGHATURE {Degree or rif &) 22b. ADDRESS g @ ? “‘W E3F I 22%. D.:T‘;SJZEIED
E . mf&& Lé) /l I e £ . (g 0w 1
< 273a. BURIAL, C , | 23b. DATE Z3c. NAME OF CEMETERY OR CREMATORY 1V LOCATION (City, town, of county) {State)
S| g M Vernon- faw. 8. = 1)
£ al | f0-/3.51 | To0F Cemeter ernon b.
< 24. FUNERAL DIRECTOR - ADDRESS 25, DATE RECD, BYJLOCAL REG. 26. ISTRAR'S SIGgNIURE
> /
@ Foseeff= ME I/}‘non M. [0~/ 3-59 V esZon

(I.lcensad Embalmet‘s Statermnent on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student Signed‘@ f( .7‘ ""-‘#‘

Signature of Student Embalmer
A28 2

Licensed Embalmer No

TY Qe 1" T % 3. 0~ i :'%"-. "3 4.0, P.O. Address_/, e
S e
Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to com
. with the faboVe constitutes grounds for revocation of license).
; A . - If. embalmed by,a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embalmed, fact should be so stated above.




