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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Doctor, cotoner; efc. must use only stondard.nomenclature in item 18. No symptoms will be listed. All
diseases in Port | must be casually related. . Coroner cennot certify to a death due te naturol causes
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STANDARD CERTIFICATE OF DEATH
Registration District No...-QZév_------.—-... Primary Registration District No. _.30.60_ .........

SIED AUG 131956

RN WT P oW it z{i‘(bz
STATE FILE NUMBER

Ragistrar's No. a’lqﬁ

1. PLACE OF DEATH

> CONTY gt Bpancoie

2. USUAL RESIDENCE (Where deceased lived. I institution: Residence bafors

a. STATE m. S_e,‘ ?Mcoj_'; admission}

Towy Harmington, Mo

b. CITY {If outside corporote limits, give TOWNSHIP only)

Inside Limits
YeXi NoD

Inside Limits

Yesty Nol

¢ CITY qﬂ"ﬂg

town Farmiagton, Me.

c. FULL NAME OF (lf NOT inhospitel, give lacation)
HOSPITAL OR

Langth of stay in 1b

OR
{f outside, give location) Reside on Farm

d. STREET

INSTITUTION MG.‘Q_,GQ’.I‘. N, Hems ADDRESS ramington. Mo.. YesO Nop(
3. NAME OF First Middle Lest 4. DATE Afonth Day Year
DECEASED OF
{T'ype or print) J’a’m B. Hic DEATH 6
5. SEX E. COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE (In years ] IF URDER | YEAR fiF UNDER 24 HRs.
Male v White marrIiED [} NEVER MaRRIED [] 21# 1866 ' fort birthday) [Montha | Dave | HHours | Min,
wtoatu K oworceo ] MBY ’ 90

k102, USUAL QCCUPATION (Give kind of work dane

d 106. KIND OF BUSINESS OR INDUSTRY
during mosl of working life, even if retired)

Retired .farmer

12. CITIZEN OF WHAT COUNTRY?

=W

11, BIRTHPLACE (City and atate or country}

Ste. Genevjzeve c‘ﬁMo.

?

13, FATHER'S NAME

Jacob Rickard:

14. MOTHER'S MAIDEN NAME

Sarek;dini th

15. WAS DECEASED EVER IN U. 5, ARMED FORCES?
(Yes, nNo(r)unkucm) S wes. give war or dates of service}

16. SQOCIAL SECURITY NO,
None

17. INFORMANT Address

18. CAUSK OF DEATH [Enier only one cotise per line for (@), (b), ond ().}
PART 1. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

Mrs, Vernon Ritter Farmington

INTERVAL BETWEEN
ONSET AND DEATH

WHILE AT farm, factory, street, office bldg., ete.)

WORK

NOT WHILE
AT WORK

i~

R .
- » "
Conditions, if any, | pue 7o () Ml‘j W 7’0 L»rA,
which pave fise to [ M e K K
1~ aboue cause :E' : PR . BT W . o 0 '
sating the under- - - ’
% Iying cause lost. OUE TO (€] __ — ‘ - = T
Q PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(d) | N 1‘»113: gﬂggv
3. : 4 200 ves [ no DR
E 20a. ACCIDENT SUNCIDE HOMICIDE | 200. DESCRIBE HOW INJURY OCCURRED. {Enfer na.r_urcvdjinjurv in Part Lor Part I of item 18.) s T
g a | a . : .
-<'l 20c. TIME OF Hour Month, Day, Year i
i INJURY &, m. ) : .
E p. . et .
X ] 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e. g., in or about Aome, | 20f. CITY, TOWN. OR LOCATION COUNTY STATE

£

Death occurred st

2l. I attanded the decogsed from M . to

m on tha date stated above,;

_&.‘?_Z.&&and last saw mah'vo on

and to the best of my knowledge, {

5 rd
rom {Me causes stated.

223, SIGNATURE

LE.

{Degree or title)

W)

A

22h. ADDRESS -

Yo

2Z2c. DATE SIGNED

¥-95¢

Ta. BuRL, CRLMATION. | |230. DATE . Z3. NAME OF CEMETERY OR CREMATORY . | 234. Locaz@n (City, tpin. or connt) (State)
™ et L. - - =y -
BIEEL | aug, 11,56 New Calvar :
24. FUKERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.
Gazean
Farmingten, Me g G 14 57{ !
{Licensed Embolmer’'s Statemedt on"Raverse Side) /A%
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was em

DY M, OF DY ittt it ittt aserccrassatrrsasnasraammesosnseaassatssinnnannn

working under my personal supervision..

Student ..o it isi i riaaaas
Signature of Student Embalmer

P, O, Addresa.s e/

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI
to comply with the above constitutes grounds for revocation of license}).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting,
If this body is not embalmed, fact should be so stated above., -, . ,
. [

r




