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8 OCCUPATION OF DECEV^SED
(a) Trade, profession, or 
particular kind of work.............

(b) General nature of Industry, 
business, or establishment in 
which employed (or employer)
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*State the D iskabb Causing D eath, or in deaths from \ ioi.b.nt Causes, state 
(1) M eans and Nature or I njurt, and (2) whether A ccidental, Suicidal, or Horn- 
CIDAL. (See reverse side for further instructions.)

19 PLACE OF. RIAL, CREMATION,

2 U N D ^ > 155, ^ E R

Date o f Burial

Address

^2. =

ill

3 -


