27184672

EMBALMER’S

LICENSE No.

/ _
FUNERAL DIRECTOR’S LICENSE No./. / ‘?

INDIANA STATE BOARD OF HEALTH
- DIVISION OF VITAL RECORDS -
~MEDICAL CERTIFiCATE OF DEATH

‘2. USUA
a. STATE

Stato No...

Toveased Trved. Y1 ratitution: Residepey Dole simimnton) .
i e &%"NTY,”E o

(] P

oy,
V4 %
2 Sy

o. CITY, TOWN,

LOCATIQN

d. STREET ADDRESS

v ‘
ﬂwgm‘dﬂz)
[

o, I§ RESIDENCE JNSIDE CITY LIMITS? | [, IS REBIDENCE ON A FA 7

NO

~ yEsf3”” ~o[J 2 . YES No[1 | YES g/
S D%(‘EASED ¢ /7, A Firat Middle Leat 4, Dgg onth uy oar
> ! 3 |
(Typoor print) /4 / M W | DEATH /77 ?éﬂ..a
1 9. AGE (Inyears UNDER ] YEAR |17 UNDER 24 nna,

10a. vsvuaLoccpration (Give kiptl of work donej 10b. KIND OF BUSINESS OR INDUBTRY
duri tof working lifggetden if retired) 1
/ »
[ 2 2

fbreign Emry?

5. BEX 8. COLORBAC CE | 7. Zn NEVER wé;‘u: 8. DAJE OF BIRTH
71‘('46 )1 Vé‘;ﬁ:\ | o o0 /} /?do h\nl,l day) [Montha| Days | Hours | Min.
7 AT | wimowen [ vwvoreen[ | /<2 [~ g... / BRI I
] i, BIRTHP 4 4Bt 12, CITIXEN &2 WHAT COUNTRY?
1

P -

13. FATZER’S NAME z V4 g ;

15, A u:cna:%jﬂ'gn IN U. 8. AEMZD PORCES? | 16. BOCIAL BECCIUTY NO.
(Y , or owr} (I yes, give wr or dnies of per

17h. INFORMANT’

oo
. MO R'S MAIDEN 2JAM

E&Ua/@t;yﬂd

T7a. INFORMANT 8 NAME 3
i L arrick

/&—vn

AT ey —

y VA

A I)RESSS:;" _{E: E' i 1
:’, ~

17c. RELATIONSHLY TO DECEASED

o A=\1"). &= and lnstsaw ‘h‘?,‘“ alive

tho causes stated.

}__Death occurred at
A M (C.8.T.) on the date stated abovs; and to the best of my knowledge, {rom

18, CAUSE OF DEATH f@hier only ona causa por line for (a), (b), and (0).) / %NJ%‘}:-V,’::IC- DBES‘EAWEPHN
PART 1. DEATH WAS CAUSED BY: T R A,
IMMEDIATE CAUSE (). MM O cA RO (# W MNPARCTI O & \ &CM-‘
Q A
5|  Conditions,itany, )} DUE TO (b) QRO W ARY occ wusion
& which gave rise to
i A W <= At
atal @ under- ]
B flatnethoumder ) pur o SO KON ARY CLBRORIS |\ A
E PART I1. OTHER 8IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I (a).| 19. !‘:'}J‘\l%l-“\o L[Y‘l‘!g’g;l
s g YES{] NO
;‘l 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter naturo of injury in Part T or Part 11 of item 18.}
Q 0 O 0
)
g 20c. TIME OF Hour Month Day Year |
INJURY a.m.
p. m.
20d. INJURY OCCURRED 200. PLACE OF INJURY (e.;g..'i'n‘ or about | 201. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT[] NOTWHILE[]| home,iarm, factory, street, offica bldg.,otc.)
WORK AT WORK
21. ATTENDING PHYSICIAN: Icortily that I attended tho decessed from | 0O "9V~ €€ |22 HEALTH OFFICER:

I certify that I investigated cause of death of deceased and

M

find that death occurred at

(C.8.T.) from causes stated and on above date.

23a. Signature of Attending Physician or Health Officer.

) \ww\mb

23b. ADDRESS

20 Rt

2%. DATE SIGNED
Q- 1q9-6v

FION [ BRI DA ra?ﬂ/z 2

240. NAME OF CEMRTERY OR CRRMATORY

DATE REC'D BY LOCAL

/NA}IRE yl'-‘ HEALTH vOFFICER

HEALTH OFFICF.B
-2/= (2

5%

MdMATlON \ //’

/s, ol

S.B.H.—~8-24-3--Revised 1955 U, S, Department Health, Education and Wellare. Form Approved Budget Buresu No. 68-R375




