
STATE OF MICHIGAN
Department o f State^DIvIslon o f Vital Statistics 

TRANSCRIPTS^'c e r t i f i c a t e  OF DEATH

Regrlstered No ....
(N o .......................... ...................... ......... ....................... S t............................. Ward)
( I f  death occurrea ln a hospital or Institution, give its NAM E Instead of street and number.)

(a) Residence. N o....
(Usual place of abode..

Length of residence in city or town where' death occurred>ath occurred yrs. mos. ds. How loi

Ward................................... .............................
( I f  non-resident give city o r town'and State.) 

How long in U. S., if  of foreign birth? yrs. mos. ds.

PERSONAL AND STATISTICAL PARTICULARS
3 SEX 4- Color or Bac

5a If married, widowed, or divorced ^  __/  /)

5  Single, Married. Widowed or 
Divorced (v r ite  th e  w o rd .^

6  D A T E  O F  B IR T H  
(Month, day and year.) ^ 7 .

7  A G E  Years Months *Mi
------^ ----------

Days If LESS than

3 ^ i / 3
1 day,........ hra.
OR...... min.

8  O C C U P A T IO N  O F  D E C E ^ E D

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

(b) General nature of industry, 
business, or establishment in 
which employed (or employer) 

(a) Namo of employer

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

lO  N A M E  O F  F A T H E R

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

(State or country)

13 B IR T H P L A C E
O F  M O T H E R  (city or town’ 

(state or country) C t )

Filed. ..i9s.y...
Registrar.

MEDICAL CERTIFICATE OF DEATH
16 DATE OF DEATH
______ (Month, day and year)
17

' /  0

I HEREBY CERTIFY, That I at

...................., 19...... , to ......

la t  I last saw h..... alive on.........

ded deceased from

.................. , 19.......

.... ........., 19......and
that death occurred on the date stated above a t . 
The CyVUSE OF DEATH* w ^ a s  follows:

.........

..(duration)..........yrs..........mos..........ds.

d e ^ T ^ ^ ^ ^ . ' l

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?— ....................................... .

Id an operation precede de^h?;,....^..Date of.

Was there an autopsy?.

What test c o p f^ m ^  dlagtqosl

(Signed)̂ ^^ .̂.x....\rrrr_....S

, 19 , Addregs ^

♦State the D isease Causing D eath, or in death., from V iole-nt Causes, state 
(1) Means and Nature or I njuht, and (2) whether Accidental, Suicidal, or H oiii- 
ciDAL. (See reverse side for further instructions.)
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