[

LOCAL FILE NO.

U.S. STANDARD CERTIFICATE OF LIVE BIRTH

BIRTH NUMBER:

c H

M”“W %a. MOTHER'S CURRENT LEGAL NAME (Firs, Middie, La, Sufi)

8c. MOTHER'S NAME PRIOR TO FIRST MARRIAGE (First, Middle, Last, SquTx) .

|

1. CHILD'S NAME (First, Middle, Last, Suﬂix)

2. TIME OF BIRTH

3.5EX |4 DATEOF BIRTH (MolDaler)
24 hn)

5 FAGILITY NANIE (f not matiaton, g o0 and rumber)

8. CITY, TOWN, OR LOCATION OF BIRTH'

7. COUNTY OF BIRTH

8b. DATE OF BIRTH (Mo/Day/vr)

Tea. BIRTHPLACE (State, Termitory, or Foraign Country)

Ba. RESIDENCE OF MOTHER-STATE

Sb. COUNTY

gc. CITY, TOWN, OR LOCATION

9d. STREET AND NUMBER

- © ] 9e. APT.NO.

sf. 21P CODE LIMITS?

o Yes O No

FATHER:

108, FATHER'S CURRENT LEGAL NAME (First, Middle, Last, Suffix) - -

] 10b. DATE OF BIRTH (Mc/Day/vn

T 70c. BIRTAPLACE (Siats, Tamtory, or Foreign Gouniry)

S &

CERTIFIER

11. CERTIFIER'S NAME:

0 OTHER (Specify),

12; DATE CERTIFIED
TITLE:o MD' o DO o HOSPITAL ADMIN. oCNM/CM o QOTHER MIDWIFE D

13. DATE FILED BY REGISTRAR " .
7 - / ! .

MM

mmmnmmmmmm

aln]

YYvy MM DD

- Lt

MOTHER

14. MOTHER'S MAILNG ADDRESS:
Streat & Number: - . B

9 Same as residence, or:

State:

Bt | L

City, Town, or Location: -

Apartment No.: Zip Code:

Mother's Name

REV. 11/2003

15. MOTHERMARRIED? (At birth, cunceplinn or any time betwean)
IF NO, HAS PATERNITY ACKNOWLEDGEMENT BEEN SIGNED IN THE HOSPITAL? o Yes uNo

OYes g No.

16. SOCIALSECURITY NUMBER REQUESTED

17. FACILITY ID. (NPI)
.o Yes o No

18. IMOTHER'S SOCIAL SECURITY NUMBER:

- . 19. FATHER' S SOCIAL SECURITY NUMBER_

Mother’s Medical Record

No.

i 23, FATHER'S EDUCATION {Check the

- 20. MOTHERS EDUCATION (Check the
buxjhat best dascribes the highast
dagree rlevsI of school completed at
Cth me of delivery)

o B‘h"l grade or Iess

a 9111 ﬂZIh grade no diploma

o High $chool graduate or GED
cornpla

o Some coDege cradit but no degree
o Assqglaie degrea (e.0., AA, AS)
o Bachglars degree (e.g., BA, AB, BS)

fu} Mastnradegnse . MA, MS,
MEng, MEd, MéV\? MBA)

o Dectorate (s.9., PhD, EdD) or
Professional degree (e.g., MD, DDS,
DVM, LLB, JD)

21, MOTI-IER OF HISPANIC ORIGIN? (Check

the box that best describes whether the -
motheris SpanishMHispanic/atina. Check the
- “No" hoxi‘f motheris not SpanlsthlspanIclLaﬁna)

No, not Spanishli-ﬂspamdLaIina )

Yes, Mexican, Mexican American, Chicana
Yes, Puigrto Rican

Yes, Cuban

Yes, othar Spanish/HispaniciLatina

(Specify)___.___- s

oo o o o

22 MOTHERS RACE (Chack one or more racas to indicate
what the mother considers herself to be)
o White +
o Black or Afrlcan Amerk:an
o Amarfc.an indian or, AIaska Nativs
(Name of tha efrolied or principal tribe)
.0 Asian Indian
O Chinese
o Filipino
O Japanese
o Koféan
o Vietnamese
O Other Aslan (Spacify),
D' Native Hawallai
O Guamanian or Chamorro
O Samoan
O Other Pacific Istand.
o Other (Specify)_-

(Speqify)

box that best describes the highest
degree or level of school completed at
the time of dalivery)
o 8th grade or less
o 8th - 12th grade, no diploma
o High school graduate orf GED
completed

o Some collage credit but no degree
O Associdte degrae (e.g., AA, AS)
D Bachelor's degree (a.u BA, AB, BS)

o Mastersde MS,
MEng, MEd, Msglvg M

ja] Doctmate (&g PhD EdD) or

Idagme (e.g., MD, DDS,
DVM I’.LB JD)

24, FATHER OF HISPANIC ORIGIN? (Check

the box that best describes whether the
father Is Spanish/Hispanic/Latino, Check the
“No” box it father is not Spanish/Hispanic/Latino)

g No, nutSpanIsIVHlspanldLaﬁﬁo

a Yes, Mexican, Maxican Amsriun, Chicano
O Yes, Puerto Rican

O Yes, Cuban

O Yes, other Spanish/Hispanic/Latino

(Specify)

25, FATHER'S RACE (Check one or mora races {o indicate
what the father considers himself to be)

o White

DO Black or African American

0 American Indian or Alaska Native
{Nama of the enrolled or principal tribs)

O Asjzn Indian

D Chinese’

o Fiipino

O Japanese

o Korean

0 Vietnamese

o OrherAsian (Spedify).

O Nativa Hawalian

o Guamanian'of Chamormo

o Semoan

O Other Pacifict

o Other ($padfy)_

(Specity),

268. PLACE WHERE BIRTH OCCURRED (Check one)
O Hospital

o Frsestanding bIrII'ung center

o Home Birth: Planned to deliver at home? 9 Yes 9 No
[n] CBanDodnrs ‘office

0O Other (Spedfy)

27. ATTENDANT'S NAME, TITLE, AND NPI

NAME: NP

o OTHER (Specify)

TITLE: o MD o DO o CNMICM o OTHER MIDWIFE

28. MOTHER TRANSFERRED FOR MATERNAL
MEDICAL OR FETAL INDICATIONS FOR
DELIVERY? 0 Yes o0 No : '

IF YES, ENTER NAME OF FACILITY MOTHER
TRANSFERRED FROM:




4

i MEDICAL
AND
HEALTH

NETH MOTHER'S HEIGHT

29a. DATE OF FIRST PRENATAL CARE VISIT
I ) O No Prenatal Care
YYYY

7 28b. DATE OF LAST PRENATAL CARE VISIT 130. TOTAL NUMBER OF PRENATAL VISITS FOR THIS PREGNANCY
/ !/ .

YYvy

{If none, entarAD" )

|32 MOTHER SrPREPREGNANCY W'EIGHT 33. MOTHER'S WEIGHT AT DEL[VERY 34, DID’ MOTHER GET WIC FOOD FOR HERSELF

—— (festiinches) —— (pounds) —— . (paunds) DURING THIS PREGNANCY? 0 Yes o No
35.- NUMBER OF PREVIOUS' © |36. NUMBER OF OTHER ' '[37. CIGARETTE SMOKING BEFORE AND DURING PREGNANCY . PRINCIPAL SOURCE OF -

LIVE BIRTHS (Do not Include PREGNANCY OUTCOMES - For each time period, entar either the number of cigarettes or the PAYMENT FOR THIS

this child) (spontaneous or induced number of packs of cigaraites smoked. |IF NONE, ENTER a0". yDEUVERY

P .. .. | -lossesorectopic pregnancies).| . ’ ' oo *
35a. Now Living | 35b. Now Dead {3Ba. Other Outcomes Average number of cigarettes or packs of cigareties smoked per day. | o Private Insurance
# of cigarettes #ofpacks | o Medicaid
Number Number Number Three Manths Before Pregnancy OR __ O Self-pay
. glratThme Months of Pregnancy e s OR 1a P
econd Three Months of Prannancy o OR ~ Othe

o None o None o None Third Tri of Preg y OR (Specify)

MM YYYY

35c DATE OF LAST LIVE BIRTH 366 DATE OF LAST GTHER |35 DATE LAST NORMAL TENGES BEGAN
! PREGNANCY OUTCOME

P S—
MM YYYY

MM DD YYYY

41 RISK FACTORS IN THIS PREGNANCY
i (Check all that apply) -
Diabates
o Pnspnagnancy (Dlagnosis prior ta this pmgnancy)
[ O Gestational  (Diagnesls in this pregnancy)

’ INFOR MAT|ON Hyperlansion

.

s ] Prepragnancy LChrnnlc) .
o Gest ’-rial (PIH, preeclampsia)
[a] Edampala

0 Pravious preterm birth

1o Otherpravluus poor pragnancy outcome’ (lndudas

perinatal death, small-fur—gesiaunnal age/intratterine
growth restﬂcted birth)

o Pregnancy resulted from infertility treatment-If yes,
" check all that apply: -
a Fanﬂlty—enhandng drugs, Arﬂﬂdal lnsemlnahon or
Intrauterine insemination
0 Assistad reproductive tachnology (e.g., in vitro
fertilization (IVF), gamete intrafallopian
ﬁransfsr {GIFT)

O Mather had a pravious cesarsan dalivery
i yes how many

o_None of the above

40. MOTHER‘S MEDICAL RECORD NUMBER

43 TOBSTETRIC PROCEDURES (Check allthal apply)

o Cervical cerclage - - -
o Tocolysis . .

External caphalic version:
o Successful
O Failed

o None of the above

44 ONSET OF LABOR (Check all that apply)
‘ o Premature Rupturs of the Mernbranes (pmlonged 312 hrs )
[a] Preapltoue Labnr (<3 hrs)
o Pmlongeq Labor (320 hrs.) "

& Nonaof the above

- {45, CHARAGTERISTICS OF LABOR AND DELIVERY

(Check all that apply)

Induction of labor

Augmentation of labor

Non-vertex presemaﬂun

Staroids (glucucorﬂculds) for fetal lung maturation

onoo

42. INFECTIONS PRESENT AND/OR TREATED :
DURING THIS PREGNANCY (Check all that apply)

Gonorhea
Syphills
Chiamydia
Hepatitis B
Hepatitis C

None of the above

ocooopoao

received by the mothar prior to delivery

o Antibiotics receivsd by the mother during labor

o Clinical chorioamnionitis dlagnoaed during labor or
matemal temperature >38°C (1 00.4°F)

0 Moderate/heavy meconium atalnlng of the amninucﬂuld

o Fetalintolerance of Jabor such that one or more of the
following actions was taken: in-utero resuscitative
measures, further fetal assessment, or operative delivery

o Epidural or spinal anesthasla during labor

o None of the above

76, METHOD OF DELIVERY

A. Was delivery with fnrueps atiempled but
- unsiiccessful?
o Yes o No

B. Was delivery with vacuum extraction attempted
. but unsuccessful?
p Yes o No

C. Fetal prasentatlonatbirth
o TCaphalic
o Bresch

o Other 4

'| B. Final rotts and method of delivery (Check ane)

o VaqlnalISpomanaous

o \laglnallForceps

a VaglnaWao.uurn N

o Cusaraan ' '
It cesaruan was a trial of labor attemp!ed?
O 'Yes’
o Nu .

47 MATERNAL MORBIDITY (Check all that apply)
(Complicatiohs associated with labor and
dehvery)
Malernal transfuslon
Third orfourih depree perineal laceration
yRiiptired uterus
Unplanned hysterectomy
Admission to intensive care unit
Uripiainéd operating room procedura
following delivery
Nona'of the above

ocooooao

o

NEWBORN INFORMATION

which requi; Intervention)

Ut A ﬂ4a NEWBORN WEDICAL RECORD NUMBER 54,
i NEWB O R
' ‘38, BIRTHWEIGHT (gmms prufemad specify unit)
o
~Sgmms 9z
50, GBSTETRIC ESTIMATE OF GESTATION:
(completed weeks) o
. o -, - . U
51. APGAR SCORE:
Score at § minutes;
If 5 iliiits score is less than 6, o
Score at 10 mii :
. : a
52. PLURALITY - Single, Twin, 1riplet, etc. o
| (specity)
53. IF NOT SINGLE BIRTH - Bomn First, Second,
Third, etc. (Specify)

Mother's Name

Mother's Medical Record .

No.

9 None of the above

ABNORMAL CONDITIONS OF THE NEWBORN 55. CONGENITALANOMALIES OF THE NEWBORN
(Check all that epply) {Check all that apply)
" ) o Anencephaly
Assisted ventilation required immadiately O Meningomyelocele/Spina bifida
following delivery O’ Cyanotic congenital hearf dissase
o Congenital diaphragmaétic hernia
T&smvenﬁlaﬁon required for more than o Omphalocale
o Gastrnsdﬁsis
NICU admission o Limb raduction defsct (excluding congenital
j amputation and dwarfing syndmmss) :
Newbam given surfactant replacement o Cleft Lip with or wuhnut Cleft Palate
therapy ’ o Cleft Palate alone
o Down Syndrome
Antiblotics recaived by the newbiomm for o Karyotype confimed
suspscted neonata) sepsis o Karyotype pending
. L L o Suspectad chromosomal disorder
Seizure orsedous nsurulonic dysfunction o Karyoty'pe conﬁrmed
Significant birth injury (skelstal fracture(s), peripheral o :yp'::ga?a’: pendlng
nerve injury, and/or soft tissue/solid organ hemon-hage O None of the anomafies listed above

58. WAS INFANT TRANSFERRED WITHIN 24 HOURS OF DELIVERY? 9 Yes 9 No |57. IS INFANT LIVING AT TIME OF REPORT? 58. IS THE INFANT BEING
o Yes o No 0O Infant transferred, status unknown| BREASTFED AT DISCHARGE?

IF YES, NAME OF FACILITY INFANT TRANSFERRED
TO:,

, o Yes o No
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DEPARTMENT OF HEALTH N
VERMONT CERTIFICATE OF LIVE BIRTH

R e R e Pl
' i 22, DATE OF BIRTH. GUBNTI, DAY, YEAR)

&.1FNOT SINGLEBIRTH. "~ -~ . Sa, PLACE OF BIRTH
BORN FIRST, SECOND, - R
EIC. (SPECFY)

Hospital

k., EWZORTDWO?BIRTLH S ] Sc. FACILITY NAME - IF NOT ® FACIITY, GIVE STREET ADDRESS ANDNIEGBER]
ijxtt]eboro Brattleboro Memorial Hospital

AT

26 »‘w}m %4

&mnmmmmt a‘i."??ﬁusmw

.

1102 RESIDENCE OF MOTHER - STREET AND NUMBER -
W - I

{11 FATHERS NAME - (FRST, MOOLE, LAST, SUFFo0)

7/

13. FATHER'S BIRTHPLACE - (STATE OR FOREIGN COUNTRY)

s
Bnttany Parent

152. ATTENDANTS NANE - (F OTHER THAM CERTIFER)
iLost Trezxse P

~ ' s -'%

172 TRUE COFY - CLERK SIGNATURE

BRAmEaﬁﬁo\

Photacopy frem of ginai made
by Court siafi
Ve

FILE IN TH!S OFFICE.

DATE ISSUED \ DEC 2 4 2012
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' VERMONT. DEPARTMENT OF HEALTH
_j CERTIFICATE ‘OF: LIVE BIRTH,
¢ FOR A FOREIGN BORN CHILD

¥y, | 40 STATE R PROVIHCE




"~ 173

<)
VDH-PHS-BTP-2011 VERMONT DEPARTMENT OF HEALTH Permit No.
BURIAL-TRANSIT PERMIT
; - Permit for Removal, Dlsinterment and Remtermsapt 7 -
1. Decedent's Name i o ‘ / [2 Sex 3. Date of Death
- — - ) i A A N i
4. City/Yown of Death 5. Date of Bt 6/Piate df Hirth
- - c -\)-\ / L o ~"’r. |- -
( , 7. Name'and Address of Funeral Director [ 1\ V /1
’ PERMISSION REQUESTED FOR. (Check only one box anh complete the appmante Tocon) ,
[3 Temporary Storage or Donation (Sect«on A) ‘ | [ Buriat or Entombment (Section D)

L__| Removal From Temporary Storage/Place of Donation or Dismlen'nenl (Section B) ] Rempg;\{at From State ;Seqﬁon E)

SECTION A: F TEMPORARY STORAGE OR DONATION INVERMONT I
Name of Cemetery/Place or Donation Facility {City/Town ' " Date )
o L : L ~
‘ PERMISSION GIVEN TO DIS'POSvE OF SAID BODY AS STATED ABOVE {Title 18, V. S PL 5201) ]
Signature of Clerk/Deputy or Funeral Director City/Town Date
| Signéturé of Sexton/Cemetery Of,f'i'cial'or Representative of Organization Receiving Doﬁa’tion " |Date

 SECTION B: IF REMOVAL FROM TEMPORARY STORAGE/PLACE OF DONATION OR DISINTER
Name of Cemetery/Place or Facility from which body is being removed| City/Town Date

PERMISSION GIVEN TO DISPOSE CF SAID BODY AS STATED ABOVE (Tille 18, V.5.A. 5201)
Signature of Clerk/Deputy or Funera! Director City/Town Date

Signalure of Sexton/Gemetery Official - o — . Date

| SECTION C: IF CREMATION IN VERMONT

Name of Crematotium '  |citymown o Date

Mount Anthony Cremation Scrvices, Inc. Benningmn Junc 20, 2016
PERMISSION GIVEN TO DISPOSE OF SAID BODY AS STATED ABOVE (Title 18, V.S.A. 5201)

Slgnaturs of Clerk/Deputy or Fi HWM City/Town Date
/7'@& : // Bowmmarar) | Juwe 44 02

Srgnature -of Crematorium Ofﬁmal ingr Number Date
I SECTION D: IF BURIAL OR ENTOMBMENT IN VERMONT
( Name of Cemetery ' City/Town
PERMISSION GIVEN TO DISPOSE OF SAID BODY AS STATED ABOVE {Title 18, VEA 5201) _
Signature of Clerk/Deputy or Funeral Director City/T own ‘ |Date
Bodywas: [ Buried O Entombed Date
(* " |Section Lot Number Grave Number Slgnature of Sexton/Cemetery Ofﬁctal

| SECTION E: IF REMOVAL FROM STATE'

Name of Cemetery or Place to where body is being taken |City/Town, State or Country

PERMISSION GIVEN TO DISPOSE OF SAID BODY AS STATED ABOVE (Title 18, V.S.A. 5201)_ ,
Signature of Clerk/Deputy or Funeral Direclor City/Town Date

This permit is to be filed with the City/Town Clerk by the 10th day of the month following disposition. (Title 18 V.S.A. 5215)




VERMONT DEPARTMENT OF HEALTH

BTP-FET-48 BURIAL - TRANSIT - DISPOSITION PERMIT FOH FETAL REMAINS
. S . Atk -'--I."‘ -5'“ - ,' ,," -
FETUS-NAME FIST{H given)  MIDOLE {d givan) LASS : HOUR

CITY, TOWN OF DELIVERY ' HOSPITAL -NAME {If not In Foppital, giva sima! ara number)

2. o ) 2d. . )

[sEx: : THIS DELIVERY: i BIRTH WEIGH T WHEN 00 FETUS DIET _
O maLe . Crwin CIFIRST . [JsEFORE LABOR
Droms  |cowce Ommer | som { DeEcaw By eon
3 unknOWN | I DO I CIUNKROWN

ls. e ) ) 5 . |8

_ PARENTS RNEE ; .-
7a. MOTHER'S NAME (Flrst, Middle, Last} 7b. MAIDEN SURNAME 8. DATE 'OF BIRTH (Month, Day, Year) -
9a: RESIDENCE-STATE 8. CITY OR TOWN 10. BIRTHPLACE (State or Foreign Couniryj

" {11. MOTHER'S MAILING ADDRESS (Sireut and Numbar or Rural Route Number, City o Town, State, Zip Code)

12. FATHER'S NAME (First. Middle, Last) 13. DATE OF 8IRTH {Montt, Day, Year) 14, BIRTHPLACE (State or Foreign Country)

AUTHORITY FOR DISPOSITION:

This permit, when completed and bearing the name of a certi-
fying physician, constitutes authority for final disposition
of the fetal remains identified above. (Title 18, 5224 (a),
V. B.74.)

CEMETERY SEXTON OR COMMERCIAL CREMATORY:

-Complete the bottom line, and deliver to the Town or City
Clerk on a monthly basis with other burial-transit permits.
(Title 18, 5224 (b), V. S. A.)

L CERTIFIER _
Name of Certifying Physician : S Date Completed

-y

| i5a, i S kY . s - _
CERTIFIER-MAILING ADCRESS {Streel of R.F.D. No., Cily o« Town, Siate, Zip) MEDIGAL EXAMINER (WHEN UNIDENTIFIED FETUS
B ) iS FOL Eﬁm . i
f1sd, . - : ) -

~ DISPDSITION OF REMAINS

CBURIAL CICREMATION |NAME OF CEMETERY. CREMATORY OR HOSBITAL LOCATION {CITY OF TOWN}
DlxosPiTAL DISPOSTION EJOTHER MAKING OI1SPOSAL i -

Hira 17 - - o ’ 17e,

|RAME OF FUNERAL DIRECTOR, IF ANY - — . |ADDRESS -
174, - ’ : 17e.

DATE OFf BURIAL OR DISPOSITION SECTION & LOT NO. {if applicable) {SIGNATURE OF SEXTON OR OTHER AUTHORITY FOR DIBPOSITIO}

dems e e mbme e et




A STATE OF VERMONT ~ AGENCY OF HUMAN SERVICES ~ DEPARTMENT OF HEALTH
. OFFICE OF THE CHIEF MEDICAL EXAMINER
MEDICAL EXAMINER’S PERMIT TQ CREMATE A DEAD HUMAN BODY

PERMIT NO. 2022¢ - 0006

Bl rame of decedent

Decedents address:

"Date of death Decenber 25,2003 | Towm of death: Sf. Albans City

Cause of deaih ceried by. Donald K. Duck, MD.

"Permission 1o cremate the body of thss decedent at
Vennont Cfenntory
)

East Montpelier, VT
Vias been requested by Jos Funeral Director
Ve

Funeral Director License Number, 022-01234

Being suﬂiuenﬂy informed as to the causes and circumstances of the death of the above described
decedent, permission is hereby granted to cremate the body as requested per 18 VSA Sect. 5201 {b).

Date: December 29, 2022

Signed: {Via the Vermont Electronic Death Registration System)

Shapiro Sigraricre Fage

Sleven L. Shapire, MP
Chief Medical Examiner

Office of the Chief Medicat Examiner
111 Colchester Ave. , Baird 1
Burlington, VT 05401



ThlS 15 to certlfy that the body of - S ' -
Name L :
- Iate.()f - ~
;";-;"”whe ched at T, X . ~.19'n»?". ‘ ' — P

-

onL e andmcontamermlmber T

v <

G)p, atorm Chare'f reen Moumam Crematory o ‘ RV

C The crema’aon burlal transn permit medwal exammer s certlﬁcate and a: SIgned crematmn :

: authorxzatxon form all prerequlslte to- the crematlon. of aald body, accompamed the. same,

VYoo
.

Dlspasﬂ:wn af Cremams

-3' ears of age was cremated at Green Mounfam'Crema‘tery, Northﬁ'*ld *V ermont. .

- Cremains were:-

" soattered, buried etc..

| él_t : Y"LI

- et .. Town _ w
cemeteryorother locanon ' / ’ : g /

.'Sjcafe . \/ { L __ signed

This cerﬁ'ﬁcation.ma)} be'filed with the ;I‘own Cletk in the Tovn where the disposition took place.

-sexton or person making dispesition .

W1



U.S. STANDARD CERTIFICATE OF DEATH

SEX

STATE FILE NO.
3, SOCIAL SECURITY NUMBER

« LOCAL FILE NO.
1. DECEDENT'S LEGAL NAME {include AKA's i any) {First, Middie, Last) 2.

4a. AGE-Last Bithday
{Years)

4b. UNDER 1 YEAR
Months lDays

4c. UNDER 1 DAY F DATE OF BIRTH (Mo/Day/Yr)|8. BIRTHPLACE (City and State or Foreign Country)
Hours JMinutes l
7b. COUNTY

7a. RESIDENCE-STATI 7e. CiTY OR TOWN

7d. STREET AND NUMBER 7t ZIP CODE

7g. INSIDE CITY LIMITS? DO Yes O No

10, SURVIVING SPOUSE'S NAME (If Wife, give name prior o first marmage)

OYes 0No 0 Married 0 Married, but separated 0 Widowed
O Divorced 01 Never Married 01 Unknown

11. FATHER'S NAME (First, Middle, Last)

12. MOTHER'S NAME PRIOR TO FIRST MARRIAGE (First, Middle, Last)

13a. INFORMANT'S NAME 13b. RELATIONSHIP TO DECEDENT 13c. MAILING ADDRESS (Street and Number, City, State, Zip Code)

14. PLACE OF DEATH (Check anly one: see instructions)
IF DEATH OCCURRED SOMEWHERE OTHER THAN A HOSPITAL:

© Hospice facility 0 Nursing home/l.ong term care facility 3 Decedent's home [ Other (Specif
16. CITY OR TOWN , STATE, AND ZIF CODE

IF DEATH OCCURRED IN A HOSPITAL:
0O Inpatient O Emergency Room/Outpatient T Dead on Armival
15. FACILITY NAME (If not institution, give street & number)

To Be Completed! Verified By:
FUNERAL DIRECTOR:

18. METHOD OF DISPOSITION: 0 Burial 0 Cremation
0 Donation ©3 Entembment 01 Removal from State

18. PLACE OF DISPOSITION (Name of cematery, crematory, other place)

For use by physician or institution

NAME OF DECEDENT

TOWN, AND STATE NAME AND COMPLETE ADDRESS OF FUNERAL FACILITY

22. SIGNATURE OF FUNERAL SERVICE LICENSEE OR OTHER AGENT

23. LICENSE NUMBER (Of Licensee)

ITEMS 24-28 MUST BE COMPLETED BY PERSON
WHO PRONOUNCES OR CERTIFIES DEATH

24, DATE PRONGUNCED DEAD (Mo/Day/Yr)

25. TIME PRONOUNCED DEAD

26. SIGNATURE OF PERSON PRONOUNCING DEATH (Only when applicable} 27. LICENSE NUMBER 28. DATE SIGNED (Mo/Day/Yr)

31. WAS MEDICAL EXAMINER OR
CORONER CONTACTED? O Yes ONo

28. ACTUAL OR PRESUMED DATE OF DEATH 30. ACTUAL OR PRESUMED TIME OF DEATH

{Mo/Day/¥r} {Spell Menth)

CAUSE OF DEATH (See instructions and examples Approximate
32. PART |. Enter the chain of events-dit injuries, or licati that directly caused the death. DO NOT enter terminal events such as cardiac g:::;“:b death

arrest, respiratory arrest, or ventricular fibrillation without showing the etiology. DO NOT ABBREVIATE. Enter only one cause on a fine. Add additional
fines if necessary.

IMMEDIATE CAUSE (Final
disease or condition ~~—w> a,
resulting in death)

Due to {or as a consequence of).

list b.
ifany, leading to the cause
listed on ine a. Enter the
UNDERLYING CAUSE c.
(disease or injury that
initiated the events resulting
in death) LAST

Due to (or as & consequence of):

Due to {or as a consequence of).

33. WAS AN AUTOPSY PERFORMED?

OYes ONo
34. WERE AUTOPSY FINDINGS AVAILABLE TO
COMPLETE THE CAUSE OF DEATH? [ Yes 0 No
37. MANNER OF DEATH

|PART I, Enter other significant conditions contributing to death but not resulting in the underlying cause given in PART |

DID TOBACCO US|
TO DEATH?

ITE |36, IF FEMALE:
0 Not pregnant within past year

o Natural 1 Homicide

O YesO Probably 0 Pregnant at time of death

o Actident £ Pending Investigation

o No 0 Unknown O Not pregnant, but pregnant within 42 days of death

o1 Suicide 1 Could not be determined

© Not pregnant, but pragnant 43 days to 1 year befare death

To Be Completed By:
MEDICAL CERTIFIER

o _Unknown if pregnant within the past year

38. DATE OF INJURY 38, TIME OF INJURY 40. PLACE OF INJURY (e.g., Decedent's home; canstruction site; restaurant, wooded area) 41, INJURY AT WORK?
{Mo/Day/¥r) (Spell Month) o Yes o No
42. LOCATION OF iNJURY: State: City or Town.
Street & Number: artment N 2Zip Code:
43, DESCRIBE HOW INJURY OCCURRED: 44. IF TRANSPORTATION INJURY, SPECIFY:
3 Driver/Operator
{1 Passenger
O Pedestrian
O Cther {Specify)

45. CERTIFIER (Check only one):
01 Certifying -To the best of my death occurred due to the cause(s) and manner stated.
oFf & Certifying -To the best of my knowledge, death occurred at the time, date, and place, and due to the cause{s) and manner stated.
1 Medical Examiner/Coraner-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) and manner stated.

of certifier,

48. NAME, ADDRESS, AND ZIP CODE OF PERSON COMPLETING CAUSE OF DEATH (item 32)

47. TITLE OF CERTIFIER  |48. LICENSE NUMBER 50. FOR REGISTRAR ONLY- DATE FILED (Mo/Day/Yr)

49. DATE CERTIFIED (Mo/Day/Yr)

157 DECEDENT'S EDUCATION-Check the box_ |52, 53,

that best describes the highest degree or level of
school completed at the time of death.

DECEDENT OF HISPANIC ORIGIN? Check the box
that best describes whether the decedent Is
Spanish/Hispanic/Latino. Check the “No® box if

is not ispanic/latino,

DECEDENT'S RACE (Check one or more races to indicate what the
decedent considerad himself or herself to be}

White

Black or African American

American Indian or Alaska Native
XNama of the enralled or principal tribe)
sian Indian

Chinese

Filipino

Japanese

O 8th grade or less

@ Sth-12th grade; no diploma No, nat Spanish/Hispanic/Latino

© High school graduate or GED completed

(=]

O Yes, Mexican, Mexican American, Chicano
© Some college credit, but no degree
o

(Specify)

0 ooooooo0oooo oogg
o

58
26
3 " Korean

E o Associate degree (e.g., AA, AS) Yes, Puerto Rican Vietnamese

= Other Asian {Specify),

O Bachelor's degree (e.g., BA, AB, BS) o Yes, Cuban Native Hawaiian

83 Master's d (69, MA, MS, MEn Guamanian or Chamorro

w [O Master's degree (e.g., , MEng, i amoan
53 g MEd, MSW, MBA} D Yes, other Spanish/HispaniciLatino Other Pacific Istander (Specify)
f-3

Other (Specify),

a Doctorate (e.g., PhD, EdD) or
Professional degree {e.g., MD, DDS,
VM, JD]

54. DECEDENT'S USUAL OCCUPATION (Indicate type of work done during most of working ifs. DO NOT USE RETIRED).

55. KIND OF BUSINESS/INDUSTRY

REV. 1172003
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VERMONT CERTIFICATE OF DEATF
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Famer‘s[Pare_pt's Blnh Name.

Race White
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Place of Final Dispositlon; .-~

Cauya of Death and lntewal (Onset tO'Death)
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Name Known to Physician:

Date of Death:

DH-PHS-PROD-2012

STATE OF VERMONT
DEPARTMENT OF HEALTH

Preliminary Report of Death —

Type or Printin Black Ink

1 1a. DECEDENT'S LEGAL NAME (First, Middle, Last, Suffix)

Demographic Information

i 1b. ALIASES (Any other names the decedent used or was known as)

1c. DECEDENT'S LAST NAME AT BIRTH

2 sEx: 3. SOCIAL SECURITY NUMBER

(Years)
O male [ Female

4a. AGE-LAST BIRTHDAY

4b. [F UNDER 1 YEAR 4c. IF UNDER 1 DAY

Months Days Hours Minutes

i 5. DATE OF BIRTH (Month, Day, Year)

6. BIRTHPLACE (City and State or Foreign Country - include Province if Canada)

|
+ 7Ta. RESIDENCE STREET AND NUMBER (Inciude Apartment Number)

; 8a. EVER IN U.S. ARMED FORCES? 8b. VETERAN OF ANY WAR?
Oves O No Oves O No

8c. IF SO, WHAT

-2 MARITAL STATUS AT TIME OF DEATH: [ Maried I Married, but separated
O civilunion O widowed [ Divorced O Givil Union dissolution
[7J Never Married or in Civit Union [ Unknown

7b. CITY OR TOWN OF RESIDENCE 7c. STATE OR FOREIGN COUNTRY
WAR(S)?
10a. BIRTH NAME OF SURVIVING SPOUSE / CIVIL UNION PARTNER 10b. SEX OF SURVIVING
SPOUSE/PARTNER
CImate O Femate
[ unknown

11. FATHER'S OR PARENT'S BIRTH NAME (First, Middle, Last)

12, MOTHER'S OR PARENT'S BIRTH NAME (First, Middle, Last)

13a. INFORMANT'S NAME (First, Middle, Last)

13b. RELATIONSHIP TO DECEDENT

. 13c. INFORMANT'S MAILING ADDRESS (Street and Number, City or Town, State, Zip Code)

14. DECEDENT'S EDUCATION LEVEL.: (Check the box that best describes the highest degree or
level of school completed at the time of death.)

15. DECEDENT OF HISPANIC ORIGIN? (Check the box that best desc}rbes whether
the decedent is Spanish/Hispanic/Latino. Check the “No” box if decedent is not

Spanish/Hispanic/Latino.)
o gt grade or less O Associate degree (e.g., AA, AS) o
No, not Spanish/Hi: ic/Latino/Lati
[0 9™- 12" grade; no diploma 00 Bachelor's degree (e.g., BA, AB, BS) o o, not Spanish/Hispanic/Latino/Latina
’ es, Mexican, Mexican American, Chicano/Chicana
1 High school graduate [0 Master's degree Y oan, Nexica riean, Liic ca
or GED completed (e.g., MA, MS, MEng, MEd, MSW, MBA) O Yes, Puerto Rican
[0 Some college credit, O Doctorate (e.g., PhD, EdD) or [ Yes, Cuban
but no degre Professional d .g., MD, DDS, DVM, LLB, JD; .
nok egree rofessional degree (2.9 ) 3 Yes, other Spanish/Hispanic/Latino/Latina (Specify)
16.

DECEDENT'S RACE: {Check one or more races to indicate what the decedent considered himself or herself to be.)

0O white O  Asian Indian 0 Korean [1 Native Hawaiian
[0 Black or African American 0O Chinese O Vietnamese O Guamanian or Chamorro
[1 American Indian or Alaska Native O Filipino 0 Oiher Asian (Specify) [J Samoan
_(Name of the enrolled or pri[\l;ipa! tribe) O Japanese O Other Pacific Islander (Specify)
‘ : ‘ ] O Other {Specify)
17. DECEDENT'S USUAL CCCUPATION (Indicate type of work done during most 18. KIND OF BUSINESS/INDUSTRY 19. DID DECEDENT RECEIVE HOSPICE CARE?
of working life. DO NOT USE RETIRED) (In past 30 days)

Cves ONo Ounknown

20, PLACE OF DEATH -
(Indicate only one)

Jf death occurred in a hospital:

O inpatient [J intensive Care Unit T Nursing

() Emergency Room/Outpatient [ bead on Arrival

To Be Completed/Verified By: FUNERAL DIRECTOR OR PERSON ACTING AS SUCH

0 Other (specify)

If death occurred somewhere other than a hospital:

Home / Long Term Care Facility O Hospice Facility [0 Decedent's Home

21a. FACILITY NAME (If not institution, give street and number)

21b. CITY OR TOWN 21c. STATE

22a. METHOD OF DISPOSITION: [J Temporary Storage [ Buriat [ Cremation [ Danation [ Entombment [ Removal from State [ Other (specity)

. 22b. PLACE OF TEMPORARY STORAGE (Name of cemetery, other place)

22c. LOCATION OF TEMPORARY STORAGE (City or Town, State)

:‘ 22d. PLACE OF FINAL DISPOSITION (Name of cemetery, crematory, other place)

22e. LOCATION OF FINAL DISPOSITION (City or Town, State)

: 23a. NAME OF FUNERAL FACILITY OR AUTHORIZED PERSON

23b. ADDRESS OF FUNERAL FACILITY OR AUTHORIZED PERSON (Street and Number, City, State, Zip Code)

24, SIGNATURE OF FUNERAL SERVICE LICENSEE OR AUTHORIZED PERSON

25. VERMONT LICENSE NUMBER | 26. DATE OF DISPOSITION (Month, Day, Year)

If attached to a completed Preliminary Report of Death — Medical Certification, this document shall be acceptable for issuance

of burial transit and removal permits. This is not a permanent reco

rd. A town clerk may not issue certified copies of this record.




Name Known to Physician: Date of Death:

MEDICAL CERTIFIER

STATE OF VERMONT
DEPAHTMENT OF HEALTH

Preliminary Report of Death — Medical Certification

Type or Print in Black Ink

19. DID DECEDENT RECEIVE HOSPICE CARE? (In past 30 days) [ Yes [ No [ Unknown

20. PLACE OF DEATH If death occurred in a hospital: : If death occurred somewhere other than a hospital:
(Indicate only ons) O Inpatient [ intensive Care Unit : 0 Nursing Home / Long Term Care Fagcility (W] Hospice Facility [ pecedant's Home
(] Emergency Room/Outpatient [ pead on Arrival : O other (spedty)
'
21a. FACILITY NAME (If nat institution, give street and number) 21b. CITY OR TOWN 21¢c. STATE
27. MANNER OF DEATH: Note: All deaths that ars not “Natural® should be referred to a Medical Examiner. Call 1-§88-552-2952.
O Naturat O Accident O suldde O Homicide O Pending Investigation 1 Could Not Be Determined

28. CAUSE PART L. Enter the chain of events - diseases, injuries, or complications — that directly caused the death. DO NOT enter terminal evenis such as
cardiac arrest, respiratory arrest, or ventricular fibrillation without showing the etiology. DO NOT ABBREVIATE.
Enter only ane cause on a line. Add additional lines if necessary.

APPROXIMATE INTERVAL:
ONSET TO DEATH
IMMEDIATE CAUSE (Final
disease or conditon — a.
resulting in death.) Due to (or as a consequence of):
Sequentially list conditions, b.
if any, leading to the cause Due to (or as a consequence of):
. listed on line a. Enter the

UNDERLYING CAUSE
(disease or infury that
inttiated the events resulting c. . B
indeath) LAST. Due to (or as a consequence of):

d.
29. CAUSE PART Il. Enter other significant conditions contribui o death but not resulting in the underlying cause given in PART L.
30. DID TOBACCO USE CONTRIBUTE TO DEATH? at IFFEMALE: [ Not pregnant within past year O Not pragnant, but pragnant 43 days to 1 year before death

EY“ O Probably O Pregnant at tims of death O unknown if pregnant within the past year
H No O3 Unknown . O Not pregnant, but pragnant within 42 days of death
i 32a. WAS MEDICAL EXAMINER 32b. M.E. CASE NUMBER 33. WAS AN AUTOFSY PERFORMED? 34. WERE FINDINGS OF AUTOPSY AVAILABLE TO
CONTACTED? O COMPLETE CAUSE OF DEATH?
O ves O No . O ves No , D Yes |:| No

35. DATE OF INJURY 36. TIME O 37 PLACE oF lNJUHv 0.9 Decedent‘s home, construction she, restaurant,
" (Month, Day, Year) . - wooded area)

-39. LOCATION OF INJURY (Strest and Number, City or Town, Stats) . -

occurred at the time, date, and place and due to the cause(s) and manner stated.

40. DESCRIBE HOW INJURY OCCURRED 41.'IF TRANSPORTATION INJURY, SPECIFY:
: 0 Driver/Operator 3 Pedestrian
O Passenger O other (specity)
42a. ACTUAL OR PRESUMED DATE OF DEATH 42b. ACTUAL OR PRESUMED TIME OF DEATH | 42c. DATE PRONOUNCED DEAD 42d. TIME PRONOUNCED DEAD
onth, Day, Year) : . lonth, Day, Ye
(Manth, Day, Yeai) OAM OPM (Month, Day, Year) : Om OpM
43a. SIGNATURE OF CERTIFIER - To the best of my knowledge, on the basis of case history, examination, and/or lnvesﬂgaﬁon, death 43b. DATE CERTIFIED (Month, Day,.Year)

43c. NAME OF CERTIFIER (Type or Prinf 43d. LIGENSE NUMBER
3e. ADDRESS OF CERTIFIER (Street and Number, Gty or Town, State, Zip Codg) 4%, CONTACT PHONE NUMBER
45. TITLE OF GERTIFIER:L] Physician I Pathotogist 1 Medical Examinar | 46. NAME OF ATTENDING PHYSICIAN IF OTHER THAN CERTIFIER (Typs or Prinf)

O Physician Assistant [1 Advanced Practice Registered Nursa

If attached to a completed Preliminary Report of Death —~ Demographic Information, this document shall be acceptable for issuance
of burial transit and removal permits. This is nota pennanent record. A town clerk may not issue certified copies of this record.




DEPARTMENT OF HEALTH
VERMONT RECORD OF DIVORCE OR ANNULMENT

|Dept. of Health Use ONLY .

Docket # 45-2-16 Frdm IState File# _
APPLICANTA OHy al] SPOUSE ggg  (Check™dhe
Ia. Name (Flrst, Mlddle, Last) 'b LastName at Birth fe.Sex ]
T , , o | [ Female [ Male
Za,st;t_e of Residence 2b. City 6r Tow of Résidence 13. Dite of Birth (month, day, year)
o L A N
| APPLICANT B 0 HUSBAND EI- WIFE DI SPQUSE (Check one)
4a, Name (F-rsf, Middle; Last) ' b, Last Name at Birth 4c. Sex
| . o . N [ iFemale []Male]
Sa. State of ReS‘ld,eni:e '|5b.City or Town of Residerice 6. Date ofBlrth (month day, year)
MARRIAGE
7a. State 6F foreign eountry 6f this Wariage 7b. City or Town of this fivarriage | 7¢. Date of this marriage
' : , y (month day, yé'ag)
Vermont |St Albans |
{82, Date ro'fP]'E Tast "es‘déd n same hOHsehOId 1 8b. NumBEr of chlldren under |8 in thvs household as of the daEe ih item Ba
{iorith, day, year) -
9a.-Name of Pefitioner’s Attorney * i 9b Attorneys Address (streei:, cn(:yltown, state, zlp)
RINO ATTORNEY

j DECREE

, (month day, year).
|11 722 12016

IO | eettify thac &his deciee became absoluite (final) on

B Typ cree (ch 12. County of decree
1 Dworce 1o ’

|3 Legal grounds for decree (sf)eaﬁr)
Parties have lived séparate in

15. Date signed (month, day, year)

/Z(, /3///5

excess of b consectitive months

9/09 SML

VDH-VR-DIV-9/2009




[ remala L;Malc

3. Date of Blrth (month, day, year)

 of this marriage
| (mionth; Yay, year)

I l. Type of decree (check on e)
Dtvprce : :
El Am’;u j'nant

!2 County of dacreo

T4, Court Manager’s Name

IS TO CERTIFY THATTHIS IS A TRUE AND connecr copY oF THE INFORMATION ON:THE O
ERTIFICATE o | FILE-IN THE VERMONT DEPARTMENT OF HEALTH OR CUSTO lALAGENC




DH-PHS-MARAPP-2012

VERMONT DEPARTMENT OF HEALTH
APPLICATION FOR VERMONT LICENSE OF CIVIL MARRIAGE
FEE FOR CIVIL MARRIAGE LICENSE $45.00

C1BRIDE [IGROOM [ ISPOUSE ({check one)
1a. LEGAL NAME (First, Middle, Last) 1b. LAST NAME AT BIRTH (Maiden Sumame)
2. SEX 3. DATE OF BIRTH (Month, Day, Year) 4. BIRTHPLACE (State or Foreign Country)

5a, RESIDENCE ADDRESS (Number and Street)

5h. CITY OR TOWN OF RESIDENCE

5¢. STATE OF RESIDENCE

5d. COUNTRY OF RESIDENCE

6a, FATHER'S OR PARENT’S NAME (First, Middle, Last Name at Birth)

8b. BIRTHPLACE (State or Foreign Country)

7a. MOTHER'S OR PARENT'S NAME (First, Middle, Last Name at Birth)

7b. BIRTHPLACE (State or Foreign Country)

APPLICANT B CIBRIDE [ IGROOM [ ISPOUSE  {check one)
8a. LEGAL NAME (First, Middle, Last) 8b. LAST NAME AT BIRTt (Maiden Sumame)
9, SEX 10. DATE OF BIRTH (Month, Day, Year) 11. BIRTHPLACE (State or Foreign Country)

12a. RESIDENCE ADDRESS (Number and Street)

12b. CITY OR TOWN OF RESIDENCE

12c. STATE OF RESIDENCE

12d. COUNTRY OF RESIDENCE

13a. FATHER'’S OR PARENT'S NAME (First, Middle, Last Name at Birth)

13b. BIRTHPLACE (State or Foraign Country)

O 14a. MOTHER’S OR PARENT'S NAME (First, Middle, Last Name at Birth)

14b. BIRTHPLACE (State or Foreign Country)

" APPLICANT A

22, TOTAL NO. OF MARRIAGES AND CiviL
UNIONS, INCLUDING THIS ONE

23a. LAST MARRIAGE OR CiVIL. UNION EN: FL: BY (check ons)

Death __ Divorce __ Dissolution __ Annulment ___ Civil union did not end;

THE CONFIDENTIAL INFORMATION BELOW MUST BE COMPLETED. IT WILL NOT APPEAR ON CERTIFIED COPIES OF THE RECORD.

mamying eivil union partner | Month

23b. DATE LAST MARRIAGE OR CIVIL UNION ENDED

Year

APPLICANT B

26, TOTAL NO. OF MARRIAGES AND CIVIL
UNIONS, INCLUDING THIS ONE

28a. LAST MARRIAGE OR CIVIL UNION ENDED BY (check one)
Death __ Divorce __ Dissolution __ Annulment ___ Civil union did not end;

28b. DATE LAST MARRIAGE OR CIVIL UNION ENDED

Year

marying civil union partner | Month

DOES EITHER APPLICANT HAVE A LEGAL GUARDIAN? YES

NO

18 V.S.A. § 5131 (4)(A) provides that "partles to a civil union certified in Vertnont may elect to dissolve their civil union upon marrying one
another but are not required to do so to form a civil marriage.” The option to elect dissolution of the civil union is found in the confidential
section of the marriage license and shall become effective upon solemnization of the marriage.

APPLICANTS

Well hereby certify that the information provided is correct to the best of our/my knowledge and belief and that we are free to marry under the laws of Vermont.

16a. SIGNATURE (Applicant A) 16b. DATE SIGNED

16a. SIGNATURE (Applicant B)

16b. DATE SIGNED

16c. TELEPHONE NUMBER 15d. E-MAIL ADDRESS

18c. TELEPHONE NUMBER

16d. E-MAIL ADDRESS

Planned marriage date

Officiant name and mailing address

Location (City or Town)

Your mailing address after wedding

O Do you want a certified copy of your Civil Marriage Certificate ($10.00) Yes No

Date license issued

Clerk issuing license

THIS WORKSHEET MAY BE DESTROYED AFTER CIVIL MARRIAGE IS REGISTERED




DH-FHS-MARLIC-2012

201600012 DEPARTMENT OF HEALTH

_LOCAL FILE NUMBER VERMONT LiCENSE AND CERT{FICATE OF CIVIL MARR!AGE STATE FILE NUUMBER

APPLICANT A [ TR G R waerg) ; - B

12, LEGAL NAME (Firat, Micdia, Last) 1B, LAST .57 ATBIRT Muwien Smmrwj ]
TR ;

2.§Ex d DATEQFBJRTH (Month, Day, Year) 4. BIRTHPLACE (Gtain or Foreign Country)

5a, RESIDENCE ADDRESS (Nme!andst'ut; Eb.CITYORTD\NNOFRESIDENCE

5, STATE GF RESIDENGE £d. coumwmmm

62, FATHER'S OR PARENTS NAME  (First, Middle, Last Name at Buth)

th, ammu'cs" (6tats or Foreign Courtry)

'"5;. NMOTHER'S OR PARENT'S NAME (ﬁm Middie, Last Name at Birih)

N

7b, BIRTHPLACE (State or Foragn Counry)

”;AP?LECNB " XBRIDE - _]GROOW “[SPOLSE - v -
S LEGALNAME (3t} - Luvi) I - - 8b.(AST NAME AT L5 1. (Madden Sumanmey
Q.SEi . 10. DATEQFBIRTH (Manth, Dsy, Year} 11. BIRTHPLACE (Stats ar ’ﬂfa’hnW

122, RESIDENCE ADDRESS  (Number and Street)
W - i -

12b, CITY OR TOWN OF RESIDENCE

s .
12c. STATE OF RESIDENCE

135, FATHER'S OR PARENTS NAME  (Fist, Middla, Last Name at Bith)

- -

e

I 135, BIRTHPLAGE _ (Siats or Forsign County)

Te - -

14&. NO'I"'!ER’S OR PAREIT‘B WE (Flesl, Middis; Last Nams at Birth}

P O

l 14b. Bnmmce (sm or Forelgn Courtry)

Wall hereby certify that the information provtded Is correct to the best of our/my knowledge. and belief and tt,)at‘we are free fo [marry under the laws of VermonL

15a. slamuyxs (ApicaptAl- 180, DATE BIGNED

Ihembyeeﬂﬂyulattrnlbuwmrrwdpmomm
facis statsxt In the foregoing deciaration of intention of

I }&-\SIGNATURE {AppﬂclmB) | 18b. DATE!IGNED

E s
- - o U e S

(Bee lnﬂructlnm an bm:l:)

Thh Kcanse lumodzu the marrlage IN VERMONT ONLY of the above named parties by any person duly

Town of Bennlngton

and complied with the laws of the Stels of Vermant. . autharized to
17a. DATE ON WHICH LICENSE WAB ISSUED nh, Day, Y T8a. IGERTIFY THAT THE AROVE PERSONS WERE 185, WHERE MARRIED - CITY OR TOWN
. y (Month, Day, Year) VAN ; s AQ( ! eI _
b e ces -t
m ﬂ@% 4 TL 18c, ﬁnm;useor-' PERSON i?ﬁﬁﬂa?s GEREMONY 18d, irLE
17c. T4 OR CITY u-. m (TypolPrht) 181, TELEPHOWE NUMBER

—‘.» PRI . . o,

March 3, 2016 10
DATE

17d. THIS IJI!E.NSE IS VALID FROM
May 2, 2016

GAT

REGISTRATION

el

1%, MA]IJNG NJDRE&S OF PERSON PERFORMING CEREMONY  (Numbec and Btrael, Cty or Town, Stals, 2 Cods)

19a, CL] PH'S SIGNATURE

185, DATE RECEIVED BY LOCAL REGISTRAR

208 TRUE COPY - (Clerk's Signaturs)

’

March 3, 2016
20b, TGWN

20c, DPATE

Town of Bennington

|ATTEST:



	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7
	Page 8
	Page 9
	Page 10
	Page 11
	Page 12
	Page 13
	Page 14
	Page 15
	Page 16
	Page 17
	Page 18

