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PHYSICIANS should state CAUSE
is

Statement of OCCUPATION

should be stated EXACTLY.
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AGE

it may be properly cla ssified.

carefully supplied.
instructions on back of certificate.

WRITE PLAINLY WITH UNFADING
so that

information, should be

in plain terms,

item of
OF DEATH

See
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DEPARTMENT OF HEALTH
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File No.

[If death occurred In
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stead of street, and num-

(If nonremdent give city or town 'a‘nd State)

How long in U. 8., if of foreign birth? yIs. mos. ds.

‘ PERSONAL AND STATISTICAL PARTICULARS
3. SEX 4. COLOR OR RACE 2. SINGLE, MARRIED, WIDOWED

| f , OR DIVORCED (write the word)

If{ married, widowed, or divorced
HUSBAND of
(or) WIFE of
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5a.

AGE IF LESS

than 1 day

OCCUPATION OF DECEASED

(a) Trade, profession, or AP
particular kind of work stod

(b) General nature of industry,
business or establishment in
which employed (or employer)

(¢) Name of employer

9. BIRTHPLACE (city or town) _ -

(State or Country)
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12. NAME OF MOTHER
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(State or Country)

14.
- |
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13,

. Registrar

MEDICAL CERTIFICATE OF DEATH

16. DATE OF DEATH

‘ 17.
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18. Where was disease contracted

if not at place of death?

Did an operation precede death?
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SUICIDAL, or HOMICIDAL. (See reverse side for additional space.)
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