JHIS IS A LEGAL REC-
RD AND WILL BE
RMANENTLY FILED.

@ oy

USE INK

L ITEMS MUST BE
JIOPMPLETE AND AC-
SN ION CAN BE MADE
FF ANY DATA AFTER
Z“RTIFICATE IS8
D. CORRECTIONS
Y BE MADE BY AF-
|IDAVIT ONLY.

B E UNDERTAKER, OR

ERSON ACTING AS

: FOR FILING THE

EPMPLETED CERTIFI-

TE WITH THE REG-

S TRAR OF THE DIS-

RICT WHERE DEATH
URRED.

SE PHYSICIAN LAST
' ATTENDANCE IS
BQUIRED TO STATE
e E CAUSE OF DEATH
D SIGN THE MED-
2! CERTIFICATION.

THERE WAS NO
OR IN ATTEND-
CE, MEDICAL CER-
ICATION TO BE
MPLETED BY LO-
31l HEALTH OFFICER
R CORONER, IF IN-
EST WAS HELD).

L CERTIFIED
PIES ARE MADE
Hcda PHOTOSTAT.

119. UNDERTAKEF .

CERTIFICATE OF DEATH

DEPT. OF PuBLIC HEALTH

A 4

STATE OF TENNESSEE
COOPERATING WITH DEPT. OF COMMERCE

Div. OF VITAL STATISTICS
BUREAU OF THE CENSUS

/

FULL NAM .;-' P PZL Lo l
/ ____(FIRST __/
PLACE OF DEATH: "

MIDDLE

gz : i | CIVIL
COUNTY DISTRICT

o *

NAMEOF HOSPITAL _—  ~ ~« -

B)

(IF QUTSIDE CITY LIMITS, WRITE RURAL)

Md‘.—r —

2. DATE OF nEATH_C,@_LL,
MONTH DAY
A) HATM

«# || 4. LEGAL RESIDENCE: Aov s
oy L U
1c) CITY OR Towu_éL_*'-—"-'ﬁ-—uwﬁ—el——'—L = —

s ) CONl'\bm —m Fmem——m—-Fm i o o —DISTRI
(IF QUTSIDE CITY LIMITS, GIVE R.F.D. NQ.)

LAST)

/

D) STREET NO

AL —

-(YES OR NO)

<)

E) CITIZEN OF FOREIGN COUNTRY —

(IF NOT IN HOSPITAL OR INSTITUTION, GIYE STREET ADDRESS)

LENGTH OF STAY: _IN HOSPITAL IN CGHMUNI

7. SINGLE, MARRIED,

DAYS

D)
5. RACE OR

cm.on-?/')
8.AGE /

YEARS

9. DATE OF
BIRTH:

PLACE OF citvor
BIRTH: :uuu'rfqz el el e et

11. HUSBAND
OR WIFE OF £

AGE OF HUSBAND OR WIFE, IF LIVING

HRS.

MONTH DAY 2D

BTATE OR <
COUNTRY

10.

o — A

12. IF VETERAN ‘SOCIAL s'/cum'n' NUMBER
NAME OF WAR DUE TO:

13. USUAL OCCUPATION M .

14. INDUSTRY OR BUSINESS

15. ’
FULL NAMEZ 77/

CITY OR
BIRTHPLACE counTty

16.
MAIDEN NAMEZ Z4etix e

CITY OR
BIRTHPLACE counTty

i

ADDRESS 4/ //

18. BURIAL, REMOVAL
OR CREMATION

4

ETATE OR
COUNTRY

W BN i BB

.
C»

CEMETERY

o

Z o

4 ke

WIDDWED DIVORCED
IF LESS THAN ONE DAY

vear / KX 7 3

'__,L___'ﬂ

Y Lot £
- il il o et

nm&éz;.m -

‘ ADDRESS 2wcg* 7

| DATE FlLED.LLLIﬂ

s
’

Nod) Ll

" J REGISTRAR

IF YES, NAME COUNTRY

MEDICAL CERTIFICATION
HEREBY CERTIFY THAT | ATTENDER THE DECEASED FROM

L IQQL TO 19

AND T | LAST SAW HéeaedLIVE O 19.¥/,
AND THAT DEATH OCCURRED ON THE DATE SJATED A7-2% A7y,
IMMEDIATE CAUSE OF DEATH:

20

MINS.

DURATION

a— i 3

YEARS

OTHER CQNDITIONS—:‘

(INCLUDE PREGNANCY WITHIN 3 MONTHS OF DEATH)

PHYSICIAN

UNDERLINE
CAUSE TO
WHICH DEATH
SHOULD BE
CHARGED
STATISTICALLY

——

OFPERATIONT A »~ EINMDINGS 1

AUTOPSY? 2 MDINGS

PR B B R R

SBTA
c%—;_,w—d 21. IF DEATH WAS DUE TO EXTERNAL CAUSES, FILL IN THE

FOLLOWING:
A) ACCIDENT, SUICIDE OR HOMICIDE (SPECIFY)

B) DATE OF OCCURRENCE

C) WHERE DID INJURY OCCUR
cITY COUNTY STATE

ABOUT HOME, ON FARM, IN

_ D) DID INJURY OCCUR IN OR
l INDUSTRIAL PLACE. IN PUBLIC PLACE?
A

WHILE AT WORK MEANS OF,INJURY

M’

SIGNATURE

ADDRESS

f.‘- - '




