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one) [J HEALTH OFFICER On the basis of examination and/or investigation, in my opinion, death occurred at the time, date. and place, and due to the cause(s) as stated

——— e T e

[J CORONER On the basis of examination and/or investigation, in my opinion, death occurred at the time, data. and place, and due to the cause(s) and rnﬂnnur as stated

29b. SIGNATUHE AND TITLE DFZIE?TIFE R ¥, ) 29c. MEDICAL LICENSE NO 29d DATE SIGNED (Month, Day Year)

~p) DI635 2+ RTLY

30 NAME AN ADDFI S5 OF PERSON WHO COMPLETED CAUSE OF DEATH (TEM 26) (Type/Prind 7 / ¢ ‘/ 7 _7‘ . 7{ X2 el

e has ke B 7 g leden D _ Ay Salhis ' s Bl

" . i
[ 31 HEALTH OFFICE SN TRl e . d 32/5 SATE FILED (Month Dﬂy Year)

\/) 2 2l LA _ /70?

33. MANNER OF DEATH . 34e DATE OF INJURY 34b. 34c INJURY AT WORK? 34d DESCRIBE HOW INJURY OCCUR 3fD
(Month, Day. Year) INJURY (Yes or no)

0J Naturel ] Pending
Investigation

[J Accident ' 23 S s e e e B T MR =
34e. PLACE OF INJURY —At home, farm, street, factory. office 34t LOCATION (Street and Number or Rural Route Number, Cﬂy or Town, State)

O suicide [J Could not be building. etc (Specify)
Determined

l:. Homicide

34g DATE PRONOUNCED DEAD (Month, Day, Year) 34h. MOTOR VEHICLE ACCIDENT? (Yes or no) If yes specify driver, passenger. pedestrian, etc

B 2917 20

SBH06-004 State Form 10110 (R2/3-89) DEA, CERT/PD |






