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New Jersey State Department of Health 
CERTIFICATE OF DEATH .STATE USE ONLY 

1. NAME OF 0ECEASEO (First) (Middle) (Last) ,_.,.-. 

2. DATE OF DEATH 5c. UNDER 1 DAY 

Months ~ Hours Minutes 

OTHER: 
0 ER/ OUTPATIENT D DOA • D NURSING HOME □ OTHER (Specify) 

1 5. NAME ANO ADDRESS OF LAST EMPLOYER 

16. RACE 20 PUERTO RICAN 
1 Q,WHITE 
2 C:fln..ACK 

30 AMER. INDIAN 
40 OTHER (Specify): 

17. OF HISPANIC O IGINI 
IF YES, SPECIFY: 10 MEXICAN 

30 CUBAN 40 CENT.ISO. AMERICA 
DYES 0 50 OTHER (Specify): 

19. NAME OF FATHER (First) (Middle) (Last) 20. MAIDEN NAME OF MOTHER (First) (Middle) 

- =- b r....-Y A tZ- o... _ <:;. CJo6 - C l{1Lr 
21 a. NAME OF INFORMANT 21b. RELATIONSHIP 22a. DISPOSITION 

✓o tJ Ho/l.lA r .Q--BURIAL D CREMATION 
1J'oTHER (Specify): 

22b. NAME OF CEMETERY OR CREMATORY 22c. CITY OR TOWN 

l/f3tt. SE (!,, Cn 

ty 

Ii HOUR: 
Complete Items 25c-d only hen certifying physi- 25c. TO THE BEST OF MY KNOWLEDGE, rTH OCCURRED AT TIME, DATE, AND PLACE INDICATED. 
cian is not available at time of death to certify SIGNATURE OF PRONOUNCER ( /)/ · 
cause of death. (If different than certifier): • ft .. -,. . I - ,..... # -... J () ."- . _.,,) f:.• Y'-,.. 

26. PART I: IMMEDIATE CAUSE (Enter the diseases, injuries or complicatiOns that caused the death°: Do not enier the mode of dying, such as cardiac or. i 
respiratory arrest, shock. or heart failure. List only one cause on each line.) / · : 

18. DECEDENT'S EDUCATION 
Highest Grade Completed 

/ r__-_e'., 
(Last) 

D ENTOMBMENT 

lfir 
} . 24b. DATE RECEIVED . 

6/26/95 

M 
25d. DATES NED 

b 1? J. C 
INTERVAL BET\yEEN ON
SET AND DEATH . 

IMMEDIATE CAUSE (Final La~·--...L.~:Lll.~2!'&.Zc:!'........!~U,';J.J~;Q!~~Jc.'d~:___.rx:;L~Ll~'L.~_:_ __ -!, ______ _j 
disease or condition result
ing in death). Sequentially 
list conditions, if any, lead- b. 
ing to immediate cause. 1-cDccu:=E-=To=-=-o=-R.,..AS""A.,....,,co""N""s'"'E"'a'"'uE=cN""c""E-=o=-F:-----------------------------t--------,----,-, 
Enter UNDERLYING CAUSE 
(Disease or injury that in- c. 
itiated events resulting in 1-cDccU:=E-=To=-=-o=-R.,..AS""A.,....,,co""N"'s'"'E:=O'"'uE=cN""c""E-=o=-F:-----------------------------t--------:--1 
death) LAST. 

d. 
PART II: Other significant conditions . contributing to death but not related to underlying cause·m PART I. 

\ STATE USE ONLY 
"ll'!_D/ OCC 

· 27. IF FEMALE, WAS SHE PREGNANT AT DEATH. OR ANY TIME 90 DAYS PRIOR.TO DEATH? 28. WAS AUTOPSY PERFORMED/ 

29. DEATH DUE TO: 

D NATURAL ~DING IN-
CAUSE D ACCIDENT VESTIGATION 

.□ SUICIDE D COULD NOT BE 
D HOMICIDE DETERM~NED 

PLACE OF ACC. 30f. LOCATION OF INJUIIY (Number and Street( ~, 
CROSS CLASS. 

DYES ONO 
30a. DATE OF INJURY 30b. TIME OF INJURY 30c. INJURY AT WORK? 

M DYES ONO 
30e. PLACE O HOME O FARM 
□ STREET □ OFFICE BUILDING D FACTORY 
□ OTHER (Specify): 

30g. CITY AND COUNTY 

D YES [),H(f" · 
30d. DESCRIBE HOW INJURY OCCURRED 

30h. STATE 

CJ.eERTIFYING PHYSICIAN 
D MEDICAL EXAMINER 
D PRONOUNCER AND CERTIFIER 

LJs;1G~NA~TU~REi==~2~~~~~:__~~~~d,~~~ij~~=:::~;.+ ...:..---..:_--,--,------,..:_--,~--,--l~~1~~:1:.J OF CERTIFIER · .. 1 
-· -- · .. ~-r-~ 

SPARTA DEPAR™mT CF BFALTH, SPARTA, NEW-~ ·:-: 
H-4298 . 

00 R1.r ACCEPT THIS 'TRANSCRIPT 
m.ES.S '11IE RAISED SFAL CF '11IE 

~ ARTA HEALTH DEPARl.'MffiT 
IS .AFFIXED HERE'CR 

Under my hand and department seal, I certify:-1 • '· 
that this is a true photostatic;;. r~production 
from an image of _the)~iginal i:e~ 

Ral~J&ies . · 
Registrar of Vital 
Statistics 


