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Name 
Full tjf. Certificate of death 

Died at 
i own 

Month Day 

County 
1 ARYLAND 

Date of death 19 4j2_ 

Sex 

Day 
Zvi: 

Years Months Cays 
Age 

Color or 
Race 

Occupation Where Residing if not 
at place of death 

fme of Wife or 
Husband 

Father’s 
Name 
Mother’s 
Maiden Name 
Name of person giving   ,<Y 
Information l/// 

Causes of Death 
Primary 

Are the name, age, sex, color, date 
and place correctly given above ? 

Signature of 
Physician 

Address 

Accident or Suicide 
t OFFICE SUPPLY CO. S-20-08 








