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it may be properly classified. - Exact statement of OCCUPA-

!:fp!ied. ACE should be stated EXACTLY. PHYSICIANS should
See instru&tions on bacal: of certificate.

4

plain terms, so

state CAUSE OF DEATH in

TION is very important.

N. B.—Every item of information should be carefully s

1 PLACE OF DEATH
County White

Givil Dist. _13
Village C1ifty

oR
City . Gasoh (Ne.

CE
Registration nm-ic:t'Ilo..._..__.,_E'EI

Primary Registration District No._

STATE OF TENNESSEE

;rATE BOARD OFS::EAI.TH
urean of Vital Statistics 910

'E OF DEATH ; <96

el . -

Registered No._/ D
[z cecurred in &
hospital or institu

L
St.;

Ward)

2 FULL NAME.. Jinnie,Lee.Cope

giveis NAME
street and number.

PERSONAL AND STATISTICAL PA BTICULARS

MEDICAL CERTIFICATE OF DEATH

3 SEX 4 COLOR OR RACE | B sinoLe,
MARRIED,
WIDOWED,
OR DIVORCED

emale White (Writs the word)

16 DATE OF DEATH

idune ' 7 1927 192

[Month] [Day] [Year]

6 DATE OF BIRTH

Oct 17 1926

t
(Year)

ll

7 AGE If LESS than

1 day,....._ hrs.

7

9

mos, 20 ....... ds.

8 OCCUF'-AT!'ON
By« Miner Daughter
(b),  General matare of industry, 5
hl_)ﬁul.alru?:huh

d (or employer) ...

9 BIRTHPLACE
(State or country)

PARENTS

Lucile.Powers

and that death ocourred. onm ' date stated e,
The CAUSE OF DEATH?® was as follows: ,

17( I m}nsnr CERTIFY, That | attended deceased from
!»ww . _-..___...__19279., ;
t I last saw h%lli'ﬁ M%,M o] el

[Duration]........ yrs.. | § mes._ as

Confribmtery .. .- _ .
{snouunu:f

e P e

M. D,

Vioresr Cavses,
‘AL, SulciDaL, or

Cgﬁ%;; T s

s D:umcémm or, in deaths from
htnn (1) Means oF INJURY; -ndr(g} whether ACCIDENT.
(OMICIDAL.

[Sateor country] Tennessee

14 THE ABOVE IS TRUE TO THE BEST OF MY ENOWLEDGE
D.W.Dodson

[Informant]

[Address] . _. .

18 LENGTH OF RESIDENCE
TRANSIENTS. OR RECENT RESIDENTS

At In the
of m__m_.....ma-.___.ﬁ. Seate.. __yrs....___wmes. . ds

Wh disease contracted,
if mot ut place of death?

Former or
nsunl resid

{
19 PLACE ORJBURIAL OR REMOVAL

-Clifty,.Cemetre
20 UNDERTAKER

For HOSPITALS, INSTITUTIONS

Ty

| DATE OF BURIAL

‘Lﬁ.{B_LER_'Z_;m-_"




