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Cc juty

Tc viiship o f ................................

V illage of 
or

City o f ...........................................

o i / M c ,  iv m ^ n K ^ /\ N
Department of State— Division of Vital Statistics

TRANSCRIPT OF C ERTIFICATE OF DEATH— LOCAL REGISTER

Registered No. M ..

(No.............................................................. S t ;..............W ard)
[ I f  death occurred in 

a Hospital or Institu- 
tion, give its NAM E 
instead of street and 
number. I f  away from 
usual residence, give

F U L L  N A M F .  "S p ec ia l Infonna-
........ ^....... ................................... ................................................................................................. . tion*' below.]

PERSONAL AND STATIST ICAL PARTICULARS

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

J Z j 6 '

AGE

7 ^  V .B B ,

SINGLE. MARRIED.
WIDOWED. OR D i v o r c e d

(̂ 1
AG E  AT MARRIAGE. f
N U M B E R  O F  C H I L D -  I married, age at (first) m arrlag e...^ .f:r............. years

\ ' 2.LParent o f.-N F....... children, of whom are living

BIRTH PLACE
(State or country)

NAME OF ^  

" " "

B IRTH PLACE  
OF FATHER
(State or country)

MAIDEN NAME
OF MOTHER ^

BIRTH PLACE  
OF MOTHER
(State or country)

O C CU PATIO N

(Informant

(Address) .............

THE AB O 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

MEDICAL CERTIFICATE OF DEATH

DATE OF 
DEATH

(Month) (Day) (Year>

ojstl....
I HEREBY CERTIFY, That I attended deceased from

....... ........................... 190<^, to......................................190

that I saw h alive on...... ....................................... ,

and that death occurred, on the date stated above, ...M.

The CAUSE OF DEATH was as follows:

^.-^ .....^K o o r a t io n )  .

Contributory

.....(Signed)

( d u r a t io n ) ............................DAYS

M. D.

SPECIAL INFORMATION only for Hospitals, Institutions, Transients or Recent Residents:

Former or How long at
usual residence................ \............................................................place of d e a th ? .............. ..Days

Where was disease contracted, 
if not at place of death?.......
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