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I PLAC E  OE pE A 'l«n  

County.......... ...............................

T ow n sh ip .... ....

IVIICHIGAN DEPARTMENT OF HEALTH
Division o f  V ita l S tatistics

V illa g e .................

C i t y ......................

2 F U LL  N A M E ...................................

(a ) Residence N o ......................................................................................St., W ard
(Usual place ol abode)

Length of residence In city or town where death occurred yrs. mos. ds.

TRAN SCRIPT  OF C ER T IF IC ATE  O F D EATH — LO C AL REGISTER

Registered N o ........  .........

(No. ....................................................................... S t ................................  W ard)
(If d^tb occurred fn a hospital or InstltutloDg ^ve Its NAME instead of street and Dumber.)

(if Don>re8ldent elTe city or town and state) 
How long in U. S., if of foreign birth? yrt. mo«. ds.

p e r s o :;a l  a n d  s t a t i s t i c a l  p a r t i c u l a r s

3 SEX 4 Color or Race 5 S'ngle, Married, Widowed or 
Divorced ( Writ* the word)

L--
5 a  If married, w idow ed or divorced 

H U S B A N D  o f  , , ^
(or) W IFE o f

6 D ATE  OF BIRTH 
(Month, day and year)

7 AGE Years Months Days ' If LESS than 
1 day bra.

_____^ ________ OR min.

8 O C C U PA T IO N  OF DECEASED
(a) Trade, profession, or *
partlCtt'.af kind of work......... .............................
(b) General nature of Industry, 
business, or establishment In 
which employed (or employer)
(e) Name of employer.

9 B IR TH PLAC E  (city or tO’ 
(state or country)

lO N AM E  OF FATH ER

1 1 B IR TH PLACE
OF FA TH E R  (city or town) .

______ (state or country)

12 M AID EN  NAM E 
OF M OTHER

13 B IRTH PLACE
OF M OTHER (city or town) 

(state or country)

14
jL

In form ant......  .....

j[Address^

’ ^F lled .... 19g^..X
Reffistrar.

M ED ICAL C ERT IF IC ATE  O F DEATH

16 D ATE  OF D EATH  
_____(Month, day and year) ___ / ! : ..
17

1 HEREBY C E R T IFY , Th a t I attended deceased from

.....\92.L,to../d^....J..y.............................................
^hat 1 last saw  h .......alive on ............................... , 19....... and

th a t death occurred on the date stated above a t ......... m.

The CAU SE  OF DEAThL* was as follow s:

..(duration)......... y rs ............m os........... ds.

C O N T R IB U T O R Y ........................................................................
(Seconriary)

................................. (du ration )..........y rs ...........m os........... ds.
18 W here w as disease con tracted

If not at p lace o f  death?.....................................................

Did an operation  precede death?......... Date o f ......................

W as th ere  an au topsy?......... I^L.p*r....rr......................................

W h at tes t confirm ed diagnosis?...............................................(Signed). ......................................... . M . D.
%  . 19 ^ y < Address _____/ f / %

*SUte the D iseabb Cacbikq D cath, or In deaths from VtOLivi 
Caubbb, state (1) M bans and Natubb or I njury, and (2) whether A o  
ciDENTAL, Suicidal, or I Ioiiictdal.

19 PLA C E  OF BU R IAL, CREM ATIO N , 
OR REM O VAL

2 U N D E RTAK E R

i j , J b

Date o f  Burial 

/<^//>  19.<>/
Address


