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ON is very important.

AGE should be stated EXACTLY.
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Instructions on back of certificate.

Form No. 12.
il PLACE OF DEATH.

County of

sttrlct of Z'Jé % ""é»"‘—"/

Inc. Town of
or

(No

CERTIFICATE OF DEATH

COMMONWEALTH GF VIRGINIA
Bureau of Vital Statistics
State Board of Health

Registration District N o._ﬁié

)

File No.—For State Registrar Only
s
1459

3

(For use of Local Registrar)

Registered No

[If death occurred in
a Hospital or Institu-

St.: tion give its NAME in-

City of

2. FULL NAME W MJ

Ward)

stead of street and
number.]

Residence

In City_ Yrs._  Mos Days__

PERSONAL AND STATISTICAL PARTICULARS

MEDICAL CERTIFICATE OF DLEATH

3 SEX

4 COLOR OR RACE | 5 SINGLE g -

W MARRIED,
OR_DIVORCED.

WIDOWED,
(Write the word)

6 DATE OF BIRTH

25 35 1¥5L

(Month) Day)

If LESS
than 1 day,
hrs. or

___ _min.?

_5..? yrs. ﬁ mos \.7{

“ds.

8 OCCUPATION
(a) Trade, profession, or
particular kind of work G A~
(b) General nature of Industry,
business, or establishment in
which employed (or employer)

C————————

16 DATE OF DEATH
7% o1 L

/) (Month) (Day) (Year) '

17 I HEREBY‘CER’I(‘,IFY, That I attended deceased from

01 50 o a2 BT o
that Ilast saw heee. alive on 2~ V , 191 G
and that death occurre&, on t[e date stated above, at_d KA.
The CAUSE OF DEATH* was as folloz};&

~

_ﬁrbﬂ‘( Lo =f Wi 7

9 BIRTHPLACE
(State or Country)7 { >N
W o U
10 NAME OF
MmEA
11 BIRTHPLACE
‘dkﬁméoﬂ; ea

mos.

(Duration) l yrs. 2

Contributory
(SECONDARY)

(Duration)

(Signed) Q E @Lﬂ"?
_bﬂ__ gl-_i (Address) W

-PARENTS

OF FATHER

kState the DisEasE Causing DEATH, or, in deaths from Viovent CAUSES,
state (1) MEANS oF INJURY; and (2) whether ACCIDENTAL, SUICIDAL of HOMICIDAX.

13 BIRTHPLACE
OF MOTHER
(State or Country)

(State or Country)
14 THE ABOVE IS TRUE TO THE BEST OF MY KNOWLEDGE

12 MAIDEN NAME
(Informant) &%&‘MM’

OF MOTHER
7
(Mddcot S8 e o s e O
15

18 LENGTH COF RESIDENCE (For Hospitals, Institutions, Transients,
or recent Residents

At place

of death yrs. InOS. ds.
Where was disease contracted,

If notat place of death?
Former or
usual Residence

In the
State yrs.

ATE CF BURIAL

191ﬁ

19 PLACE OF BURIAL OR-REMOVAL.

v ya. a,n_Sd

X
20 UNDERTAKER

#ADDRr,Si W.-e.

Fuedm, 191 6. y A. @mu

//  LOGAL REGSSTRAR

&’,-S.Vﬁn}?//g

mos.___pgm s@



