THE DIVISION OF HEALTH OF MISSOURI

31280

. Mo.3007 1!y TR )
e - SEP 2 1y STANDARD CERTIFICATE OF DEATH State Fite No..
' BIRTH NO. Res. pist. wo. /L 0 priuary ReG, 0157, Wo. X F 7 Registrars Na......Z..Q.......................
1. PLACE OF DEATH G j & USUAL RES)PENCE (Whers decoased lived. If institution: residecce before
. COUNTY . STATE i 3 adinislon).
5?; 2 co entry . 0. > e ry fslom
b. CITY (H outids corpurats lmits, writs RURAL and give ¢, LENGTH OF c. CITY 11} utllclg carporate limits, write RURAL and give township) Pe
199 StanPerIy wemin| PV covem OF, Stanberry To03
d. FULL NAME OF (If pot In hoapital or inatitution, give strect sddress or loeation) d. rural. give loeat )
Henis S Harmény Hill Rest Haven ABORESY] , AlanthUs “Avenue
3. NAME OF 8, (First) b, (BMiddle) ©. (Last) 4. DATE (Mm N " )
DECEASED
OECEASED  Mrs. Blanche Luoile Benight Lo Sept 38198%"
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE {In yesm| IF UNDER 1 YEAR | Of UNDER u Hps.
female } l -te WIDOWED, DIVORCED (Bp-dllr) F Tast birthday) Monuul Daya | Hourn l Min.
Feb 12 1910 |

G UNFADING BLACK INE—MAKE A PERMANENT REGORD . _*~

.

WRITE PLAINLY-—USIN

10a. USUAL OCCUPATION (GiveXkind of work
done during mos: of working 1ife, even if retited)

10b. KIND OF BUSINESS OR'IN-
DUSTRY

11. BIRTHPLACE (State or foreien country)

12, CITIZENOF WHAT
UNTRY?

housewifs at home Kearney Nebeagka .S,
13a. FATHER'Sﬁmtﬁ . 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE |
089 auer ) '
J P unknown | Ray B t

5. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. iINFORMANT'S SIGNATURE OR NAME ADDRESS

{Yeu. no. or unknown) (If yes, kive war or dates of service) NO.

no sY1-3244/4/ | Mr, Ray B h Stanberr Mo,

18. CAUSE OF DEATH MEDICAL CERTIFICATION 'ONSET AND DEXTH

' Enter only cnecauseper | . DISEASE OR CONDITION . e H

line for (a), (b, and {¢) | DVRECTLY LEADING TO DEATH® (5) /fex S .4??44 +

*This does not mean ANTECEDENT CAUSES

the mode of dying, auch | AMorbid conditions, {f eny, giving DUE TO (b)

a4 heast failure, asthenia, |. rise to the above cause (a) stating ) L L e e e . " -

de. It means the di- | he underlying cauac last. -

cate, injury, or complica- _ DUE TO ) . -

tion which ecaused death. | 15 OTHER SIGNIFICANT CONDITIONS ¥+ ' "~ - e TR T R

" Oonditions contributing to the death but ot
related Lo the disease or condition cousing death. m&

192 DATE OF bp}gl%.c}‘i 13b. MAJOR FINDINGS OF OPERATION' -2t 7 . f.o 7L 00§ ot 2 S T £ ) 20, AUTOPSY?
|22 Zeb._795;. Hodakins  N/Seadse o/ X ves (] wo

21a. ACCIDENT {Specify) ' 21b. PLACEOF INJURY (s.g..lnorabout | 21¢c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE homs, farm, Isctory. strest, offios bldg.. sv0.) : - AR T,
HOMICIDE -, -
‘21d. TIME ! «° (Month) (Day) (Year) m;‘m Z1a. INJURY, OCCURRED | 21f. HOW DID INJURY OCCUR?
hs hi A s WHILEAT "NOT WHILE] e e e s
INJURY WORK AT WORK -t ST

2, I hereby certif; that I altended'the deceased from

/ SepK
19_5}’; and that death occurred at 3 QWG

a’Jc

és S 0o , 1953 that I last saw the deceased
. from the causes and on the dale staled above,

(Licensed Embalmet's Stﬁmﬂn

Rbverse Side)

alive on
“23a. NATURE ‘or titley DRESS 23c. DATE SIGNED
M /z,.,/uw % MM N\ Ryfepd va
TIONBURIMIA Lcnsmh’ z4u D, E 24..- NAME OF cmsrsav gy;asum_. q.ocmou (Oit'y,town or county) (Btate)
Barialy 2— Riverside . Alvany , Oregon :
DATE REC'D BY LO%AgL REGlerﬁ S SIGNATURE | =LA tn | GNRTURE ADDRESS /y d
35" f 3 Ae w,(.ﬁé(,am 3’ %




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,

' 2 e e

oI My PO YO peTVISToE

P —— Agﬁ?;f?//xf

Licensed Embalmer N ....._/r ,?

)

P. 0. Address
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fail
the above constitutes grounds for revocation of license.)

H this body is not embalmed, fact should be so stated above.

to’ comply with




