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TRANSCRIPT OF CERTIFICATE OF DEATH

Registered No.

................ ....................................................... S t.............................Ward)
ccurred in a hospital or Institution, give Its N AM E  Instead of street and number.;

2 FULL NAM i

(a) Residence/
(Usual plafeaf abode.)

Length of residence in x l^  or town where death occurred yr*. ds.
... S t., W ard ...................................— .....................................

( I f  non-resident give city or town and State.) 
Hew long in U. S., If of foreign birthf yrs. mos.

PERSONAL AND STATISTICAL PARTICULARS
3 SEX 4 Color or Race 5  single, M urled , Widowed oi 

DIvoned {write the word.)^  j  DIvoned {write the wore

5a If married, wldowed,Ar divorced 
HUSBAND o f ^
tor) W IFE-Of

G D A T E  O F  B IR TH
(Month, day and year.)

A^I Years j Months / Days

i / r

~/gksi
I fU E S S  than

1 day......... hrs.

OR.........min.

8 O C C U P A T IO N  O F  D I

(a) Trade, profession, or
particular kind of work....

(b) General nature of industry, 
bu^noss, or establishment In 
which employed (or employer)
(c) Name of employer

O B IR T H P L A C E  (city or town 
(State or country)

lO NAME OF FATHER

1 1 B IR T H P L A C E
O F  F A T H E R  (city or^ 

(State or country) ,

12 MAIDEN NAF 
OF MOTHERS'

14

13 B IR T H P L A C E
O F M O T H E R  (cltyq^ 

(state or country)^
T

Informanl
(Address)

15

Flled..t
Registrar.

MEDICAL CERTir,
16 DATE OF DEATH
______ (Month, day and year)

I T l ^ A T E  OF DEATH

HEREBY CERTIFY, That I^^tended deceased H orn

..............1 9 ? . / . ,  .......... , l y ^ /

that I last saw ĥ iSrfallve on..l^j<#a^.... , 1 9 ^ . , , d
that death occurroaon the date stated above a t^ .^ ^  in. 

USE p F  DEATH»>vFarag>follo_ws:

..(duration) ...■^!^yrSy^^...mos......J .  da.

C O N T R IB U T O R Y .............................................................................
(Secondary)

......................... .......(duration)......... yrs..........mos..........ds.
18 Where was disease contracted

If not at place o f death?— ......................................—

Did an operation precede death?.........Date of.

Was there

What tei

(SIgni^  ...... ..........
19.? ( ,  Address 1 ^ 1

.....  M s D.

•State the Diseabi Cacsino Death, or in deaths from Viole.vt Causes, state 
(1) Means and Natcre or Injubt, and (2) whether Accuiental, Suicidao, or Hosii- 
ciDAL. (See reverse side for further instructions.)

ig .PLAC ELO iJSU R lA ;., CREMATION, 
, \ ORlRPVjDVAL

Date o f Burial

T -2 , t ,»3

f i '/

T i

ov^\


