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STANDARD CERTIFICATE OF DEATH

_,______58_.-_-__013.3 _____________

STATE FILE NUMBER

1. PLACE OF DEATH

a. COUNTY

a. ST

2. USUAL RESIDENCE (W'hera doceased lived. If institution: Resldence;!;f(g;a
bh. COUNT odmissi

Ray anrd
b. ClJRY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. C!JTRY d ' 4 4 Insids Limits
o Richmend T W /P Yos Log Mo tom_Norborne, 4 Yes[g Ne[]
FULL NAME OF (if NOT in hespnoi give lo:unon) Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
HOSPITAL O ADDRESS Yes[] M
INSTITUTION : | 1 Dgy N Duncan s o
3. NAME OF DECEASED First Middle Lost 4. DATE Month Day Year
{Type or print) OF
Bertie Lea Buckner DEATH Kay 1B 1958

5 SEX
Female

. COLOR OR RACE

é
> Col.

7.

MARRIED[ ] NEVER MARRIE
wiooweo[] [} pivorceo[]

ﬂ 8 DATE OF BIRTH

3=-1-1962

FUNDER | YEAR)
Meonths | Days

IF UNDER 24 HRS.
Hawrs [ Min.

8. AGE {Ip years

100. USUAL OCCUPATION {Give kind of wark done

HEHEE %8

'é’;'ié aven if retired)

10b. KIND OF BUSINESS OR

K% fome,

11. BIRTHPLACE {City and state or country}

Norborne,

angr}lday)
12. CITIZEN OF WHAT COUNTRY?

Mo » 0 US.A.

132, FATHER'S NAME

13k. MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

Phillip Buckner Fannie Jiles None
I 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.{ 17. INFORMANT Address
{Yes, no, or unkngwn)| (I yes, give wat or dotes of service) None Ruth El lpn HOlly NOI"bO me MO o

18. CAUSE OF DEATH (Enter only one cavse p

line for (o), (b), ond (c).)

/%A;f'/ 9569

220. SIGNATURBD

Death occurrod af e Py :
--.l‘.._

INTERYAL BETHEEN
PART 1. DEATH WAS CAUSED BY. 77,/€ ONS yAN ATH
IMMEDIATE CAUSE ( o N Z7CS !
7 >
Conditlons, if any, DUE TO (b) L 1 7!
which gave rise o }
above cause ({a),
tating th der-
z Iying cause laat, ) DUE TO (c) 434}
= PART H. OTHER SIGHIFICANT CONDITIONS CONTRIBUTING TO DEATH but niet related to the terminal dissese condition givan ln PART | (o} 19, WAS AUTOPSY
& PERFORMED?
i YES[] NO
£ 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {(Enter nature of injury in PART | or PART [l of item 1B.)
']
3] O O e —
4 =
V| 20¢. TIME OF .Howr Month, Doy, Year —_—
a INJURY  am
k3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {0.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATF G farm, factory, street, office bldg., etc.)
WORK AT WORK p— . . - -
e -
2). | attended the deceasad from g }'"' alive on < —/ X S Y/"

m on the date stated above; and 1o the best of my knowieaqle}?m the causes stated.

22b. ADDRE

'
Tie BURIAL, CRENESION,
REMOYAL {Specify)

24. FUNERAL DIRECTOR

ADODRESS

23¢c. NAME OF CEMETER‘I’ OR CREMATORY

0

73d. LOCATION (Ciry, tawn, or co

Noj

homme

25. DATE RECD, BY LOCAL REG.

eitch Funeral Home Norborne, Nods_24_ /94 ¢

26. REGISTRAR'S SIGNATURE

{Licensed Embalmes's Statement on Reverse Side]



rady, - -
Sar o oW AT

STATEMENT BY LICENSED EMBALMER

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

Student Embalmer No. ...........oceeuns

by me, or by PP ,

working under my personal supervision.

Student oo
Signature of Student Embalmer

- N o 3 'Licensed Em?ﬁr No;yé

P 0, Addres

-

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

-
*
L




