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N. B.—Every item of information should be carefully snpplied. AGE should be stated EXACTLY. PHYSICIANS should

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.
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BusmavormeCemts g~ 7 STANDARD CERTIFICATE OF DEATH
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State File No,
Registration District Nc.&% Primary Registration District Nom Registrar’s No.
1. PLACE OF xﬁxmz 2. USUAL RESIDENCE OF DECEASED:
(a) County ontgomery .
(5) Chy™ 6T Eowa rie Tow

{If outsida city or town limits, writs “RURAL’ and noma of toweakip)
{¢} Name of hospitat or fnstitution: )

(If Dot lo hospital or [nstitation, write street ntixober o bocation) 4
(d) Length of stay: In hospitalor institution

{Specify whather
Inthis anity.
yenrs, months ar dayn)

L
(@ Stata__Mi'__ ® Coum&lém-la‘(

(:_)J’Clty ot tow n

I
{d) Street No /P

outsids city or tawn limits, writs “RURAL®)

o ©

(11 rurn), give locotion)

{¢) If foreignborn, how long in U. 8. A.T. years,

s @peint  Bertha Bell Cochran 96

8. (b) If veteran, 8. (¢) Social Security
name war. No
6. Colepor , 6. {a) Single, widgwed, married,
4. Sex Female racaw;ll te dlvurcodmﬁgfzz}ﬁf

K. (b) Nameof husbandorwite & () Age of husband or wife If
lexander Cochran

alive. X .yeazrs

MEDT

CAL CERTIFICATION

20. DATE OF DEATH;: Month._.......%,..ﬂ!a__..._duy 10 /TA
¥

yea.r...é ,...y...a.m...haur..,.../...m.a

M“m!nute_"..._ﬁ.mn{.
3

21. I hereby Kertify that I attended the deceased fro

1979, totae 20 , 19.513;
thatIlastsaw hi2a... aliveon... Zn_en 30 : e 1980
and that death occurred on the date and htfr stated above. Duratio
. uration

Immediate causg of dea

7. Birth date of decensed SEPLe 28, 18993 . aad
(Month) (Day) (Ysar)
B. AGE: Years Months Days II lesa than one day Due to. % M.‘L“ : EWM y J.'-.h‘.:'_
.46 8 2 ' hr. min -
. b ._W o ! ;
9. Blrthplace Rockport, Ill. J e to—= i
(City, town, oz eounty) (Btate or forelgn country)
10. Usuat occapation..iOUBEWiIfe at home £1_[| Other condition
il {Inctuds preguancy within 3 months of death)

11. Indux.t,ry or businesa
12. Name HENXY Vonvain r
18, Binhplace S Lo LOuis County, Mo,

{Cizy, town, or (State or forelgn coantry)
{ 14. Maiden name Wyble

15, Bintbplace . BIANA , Missouri

(City, to cotaty) (State coantry)
16. {a) Informanta own l&mth:%mﬁ-v
) adaren_ Middletown, ‘Misgoufi

17. {a} Burial (4) Date theuul_séﬂﬁ_é_g_...
{Buorial, cremation, or removal) . {(Month) (Day) (Year)
st Prairle apel

{¢) Place: barial or crematio:
18. {a) Signaturs of funeral director.

. (aﬁa% ® W
(Date recaivell local registrar) (Registrar’s sigunture)

MOTHER FATHER

PHYSICIAN

u ya
M dings: . E —
2o E&nmﬁnm f\ T)
v . d i Underline
the cause to
wliﬂdlld b]l
shou e
Of autopsy. ]ehmed e
tistically.
22, If d ezth wans due to external cavses, fili in the following:
Ju) Accldent, suicide, or homicide (specify)
() Date of occurrence.
(¢) Where did {njury occur?
{City or tawn) County) (Su;:z‘
{d) Did injury occur in or about home, on farm, in Iad place, In public place?
&
3" {Bpecity type of place)
‘While !z work?, (¢} Means of mjury__._m__,;___
28. Signatar - (Meror other). D). 0

Ad

Date sieued oy 3/

(Liconsed Embalmer's Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER ° '

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

‘... Registered ApprenticB-Nn

working under my personal supervision. ) .

Signed...... 7 S0

L Licensed Embalme
P. O, Address... At
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wit

the above constitutes grounds for revocation of license.)

\A If this body is not embalmed, above space should be left blank.
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