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STANDARD CERTIFICATE OF DEATH

.Fi;lEﬁ JAN 17 1950

VRl W W I -

State File No. .o siseossn

REG. DIST. NO._lLPRIMMY REG. DIST. NO(M. Registrar's No. -

Hougewor

Hartford rentucky

BIRTH NO. o
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceassd lived, If L - realdence befors
a. COUNTY : a. STATE . b. COUNTY dinimica).
Bates. . Missouri Bates ovTo
b CITY (I qutslde corpurate Limits, -m. RURAL and give ¢. LENGTH OF ¢, CITY (It outaide corporate Hrmdts, write RURAL and give township) - 0
township)| STAY (ln whis place) '
- TOMN Gutler g _TOWNadrian
. FULL NAME QF (if not in hospital or insdsution, give streot address or location) d. STREET (If rarsl, give locatlon}
HOSPITAL OR ADDRESS
NSRRI Butler iemorial Hosp.
SDNEACINEES%IE a. (First) b. (Middle) ¢. (Last) 4. DATE (Month) (D?)w _\(YG&I')
{ Type or Print) Bettie lacy DEATH Jan ,10,3950
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (Io yesra| If UNDER | YEAR | F UNDER u4 Wes,
R WIDOWED, DIVORCED (Bpduily) last birthday) Monn:., Days | Hours | Min.
Female ¥hite Widgwed Dec ,T,1872 77 |
10a. USUAL OCCUPATION (Givekindof work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (3tata or forelgn acuntry) . 12, CITIZEN OF WHAT
dope during most of workjna lifs, even if Tetired) DUSTRY /’ v COUNTRY?

13a. FATHER'S NAME

' Sam Forguer

13b. MOTHER"S MAIDEN

Pettie

14. NAME OF HUSBAND OR WIFE

17. INFORMANT'S SIGNATURE OR NAME

NAME

line for (a), (b), and (¢)

ANTECEDENT CAUSES

Morbid conditions, if any, giving DUE TO (b)
- rige to the above couse (o) stating - _ -
the underlying cause lost.

*This does nol mean
the mode of diing, tuch
“a# heart fallure, asthenia,

ee. It meane the dis-
DUE TO (c)

15, WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY ADDRESS
(Yes, o, or unknown) | (If yes, give war or dates of service) NO.
jofls) Rryvan Tacy adriasn Mo
18. CAUSE OF DEATH ' : : CERTIFICATION ONSET AN DEp
I. DISEASE OR CONDITION TH
- Enter only onecamseper | {4 oS VFADING TO DEATH® (4 / Leoes Z ,

eass, fnjury, or compli

I1. OTHER SIGNIFICANT CONDITIONS

Conditions contribuling to the death bt not
. related to the disesss or condition cousing death.

tion which coused death.

/44X

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION - 20, AUTOPSY?
TION
. . T e L. L . ﬂ:s.Dnom
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (o.5..inorabous | 21c. {CITY, TOWN, OR TOWNSHIP) {COUNTY) - (STATE}
SUICIDE home, farm, factory, sireet. offce bldy.,e10.) toT . -
HOMICIDE ¢
21d, TIME ©  (Month) (Day} (Year) (Hoan) | 2le. INJURY OCCURRED | 21f. HOW DID [NJURY OCCUR?
y - - - -] WHILEAT NOT WHILE . ‘.
INJURY o WORK AT WORK L .
22. ]- hereby ecgriify that I auendéd the deceased fro il , 185°C3 1o - AO , 185 0 , that [ last saw the deceased
alive on £ C' , 195-0, and that death sceurred af _5_,.2_5371 Jrom the causes and on the date stated above.
‘2. SIGNATORE 7, ~ (Degmo orfiitle) | 23b. ADDRESS 23c. DATE SIGNED
- - FA 0?4’;7%4‘ /77 /d ) %J ; ’WO‘ <= /5‘-‘50
24a, BURIAL, CREMA. | 24b, DATE — 24, NME OF CEMETERY OR CREMATORY --| 24d. LOCATION (Oity, town, or-connty) — — -~(Btate) =~ ~
TICN, REMOVAL ¢ [ -
—Burigl —-MI I8¢ 12 5n Grescent i3 cem. I adrian
DATE REC'D BY LOCﬁéL ?mas /7 ziZ:rm. DIRECTOR 1GMATURE YT
WA AIH L. ” ,éﬁ,[/
M —

( :a‘pﬁd Embalmer's ’Staummt on ane Side}




RECEivVeD
District Health Oificer No.

District File Numbor-.ﬁ.’...’f...q..;.’j
Dote Filed Ll

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 e
- 7 . , Student Embalmer No.

working under my personal supervision.
M&

Student coraveccsaansona E.:'.l..'.. sverasamuns Signed
Student balmer .
Licensed Embalmer No -? _{'-‘J [~

P. O. Address ﬂ_aéccam./ )%ﬁ

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply +
the above constitutes grounds for revocation of license,)
If this body is not embalmed, fact should be so stated above. _ ) e A




