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County of..

Township o f .........................................

V illage of 
or

C ity  o f .................................................... (No.

Department of State— Division of Vital Statistics

T R A N S C R IP T  OF CER T IF ICATE  O F  OEATH— LOCAL R E G IS TE R

F U L L  N A M E .
/j . usual resideiK

........................... ........ ........ 'a lr t lU

. Registered No..~........
( I f  death occurred in

_  ___ „  a Hospital or Institu-
S t j ............... W ard) tlon. give its NAME

instead of street and 
number. I f  away from 
usual residence, give 

Informa-

P E R S O N A L  A N D  S T A T I S T I C A L  P A R T I C U L A R S

OK  ̂ __

D ATE o r  
BIRTH

(Mouth) (Day)

/ 3

(Year)

/ S / /.YEARS........._____________MONTHS,...
X 5 '

SINGLE. MARRIED, 
W IDOW ED, OR D IVORCED

, A G E  A T  M ARRIAGE,
' n u m b e r  o p  c h i l d 

r e n

I If married, age at 

LParant of........... .

(t in t) marriage........................ yeara

.children, of whom............ are living

B IRTH PLAC E
(State or country)

NAME OF 
FATHER

/F a
'^ ic EBIRTHPl 

OF FATHER
(State or country)

m a id e n  n a m e  
OF MOTHER

BIRTH PLACE 
OF MOTHER
(State or country)

O CCU PATIO N

THE ABO VE STATED  PERSO NAL PA R T IC U LA R S  ARE  TRUE TO THE 
BEST OF MY KNOW LEDGE A N D  BELIEF

(Informant)

(Address).

D ATE OF (Month) (Day) (Year)
OEATH

............ ..... 190—^

M E D I C A L  C E R T I F I C A T E  O F  D E A T H

I H E R E B Y  C E R T IFY. That I attended deceased from

............... 1 90^ ,  to ........................................... , 190.7.,

that I saw h dtAior.. alive o n .. ... ............................................... .1 9 0 .7 ,

and that death occurred, on the date stated above, at...-i5 7  ̂- M. 

The C A U SE  OF D EATH  w as as follows:

... ...................................... ...................

5 ' , . ( duration) .

Contributory ,

............................. ......................( duration)  .

(Signed) .............M . D.

SFECiAL INFORMATION only for Hospilals, in,lllu lions,Transienli or RecenI ResIdenU:

How long at ,
........................................................... place of dea lh?.........................Days

Former or 
usual residence

Where was disease coniracted, 
If not at place of death?......

P LA C E  o r  BURIAL OR REM OVAL

C fyQ t^c-Jtc'ty
UNDERTAKER

D ATE  o r  BURIAL

.....^ .. A . ..........  190 J . .

FUed A TRUK COPY

...... .....
V '  Re^strar>..j


