: THE DIVISION OF HEALTH OF
 Mo.300 ﬂLED NUV 8 - r ST y | 84754
pesll I 1954 ANDARD CERTIFICATE OF DEATH Stoe Fite NS
0 BIRTH NO. _ REG. DIST, NO. -26 fz PRIMARY REG. DIST. no.é?_é.z. Repistrar's m.._.:'.-'?_l_ mmmmmm .
g i. PLACE OF DEATH 2. USUAL RESIDENCE (Where decesssd lived. 1t ILostitation: residence befors
. COUNTY . . : .
A\ i Oregan : - - * STATE Miggouri b COUNY Oregon ™™
b. CITY (if oustaide limits, write RURAL snd rive LENGTH OF . CITY " .
OR R T A tawmabic) & STAY figsht sars * "oR D B e Y
TOWN Thavyer KA A 1 towN  Thayer | EETR o
d. FULL NAME OF (s in heepltal or institution, add ! . STREET. N
MESR aat pltal or it Eive streot ress or location) ADDRESS (If rural. give location) .0 7 ‘S @o
INSTITUTION
3 NAME oF & (First) b. (Middie) ¢ (Last) 4 DATE (Month)  (Day)  (¥ear)
{Type or Print) EUNICE HAYS DEATH Oot. 22, 1954
5. SEX " '/l 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, / 8. DATE OF BIRTH 9, AGE ({Io years| ¥ DR | YEAR | & UMDER 24 soms,
. . WIDOWED, DIVORCED (8pacify, laat birtbday) |Mostka| Dave | Hours | Min.
femsale white marridd Aug, 18, 1¥lu 44 | _ , |
m:;n?su,ql. g&pgp'xnou (e kind of work 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (i1 s Suase o Foreign Gountrrigy | 12 cmzsrg’orwun
housewife Couch, Mo. -Oe A,
!Iaa. FATHER' S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND’OR Wi FE .
: leander Martin Dora Strai Arlie Hays
' I15. WAS DECEASED EVER IN U.S. ARMED FORCES? TY | 17. INFOR
Yos, no, or unknown) | (If yes, give war or dates of service) gﬁﬂﬂ-ﬂﬂlo 7 ORMANT"S SIGNATURE OR NAME ADDRESS
no Arlie Havs Thayer, Mo,
18. CAUSE OF DEATH ’ MEDIGA.I. CERTIFICATION lmﬁg%in
 Enter only onsceuseper | I, DISEASE OR CONDITION ‘ M‘Q/W \E * !
Jine for (a), (b), axd (¢) DIRECTLY LEADING TO DEATH-(,) F)
*This does not meen | ANVECEDENT CAUSES Q 0
the mode of dying, ruch | Morbid conditions, if any, giving PUE TO ( "W\H ”5 Aot
as beart fellure, asthenia, rize to the abope couse (o) Hating
; the underlying couse last. . . R , ) N T e N

de. It means the dis- .
casc, infury, or compii DUE TO {c}
tion wheh caused death. | 11. OTHER SIGNIFICANT CONDITIONS .
S ) Conditions m:ribu:ma o the deaih but 7 13:@ o - .

or .

) reloted to the di
19a. DATE OF OP_FI%AN- 19, MAJOR FINDINGS OF OPERATION , . . 20. AUTOPSY?
/fa x YES D NO D
21a. ACCIDENT {Bowcify) 21b. PLACE OF INJURY (e.s..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COLUNTY) (STATE)
SUICIDE home, farm, factory, street, office bldg.,et0.)
HOMICIDE el R . . - . s
21d. TIME (Mooth) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
. IN - o, LT WHILE AT NOT WHILE
- INJURY. - : : o | WORK AT WORK

2. I hereby cexfify thal I gliended the deceased from 19_‘t lo M‘L&{ 18_2) Y'that 7 last saip the deceased

" alive ME.L&ILL 19_)_ and that death o ed at =1V 11’00 B., from the causes and on the date stated above.

Za. SIGNATURE .  (Degree¥dr m{bq 23b. ADDRESS 7 . Zi. DATE SIGNED
- @l)'@mc\ ' J/La—c v(r”’r}'w .

WRITE PLAINLY-~-USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

%ﬂag ER MmL. CREMA. | 24b. DATE \l T, MLME OF CEMETERY OR CREMATORY ATION (Ony.éoi.wn,er ) N (sme)
Buria "] 10-24-54 Pleasant Hill Cemetery T ayer egon Lo., Mo.
DATE REC'D BY LOCAL | REGISTRAR'S NATURE 25, FUNERAL DI n:cron 3 S| GMATURE ADDRESS
REG Qi %’
ll1-/-5%y ,

mer’s Statement on Reverse Side)

(Licensed




STATEMENT BY LICENSED EMBALMER

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

by M, OF By ..ot iciiiitciirirraraar e err vttt aa s nneanna femneran . Studet.lt Embalmer No..-.-..
working under my peraonal supervision..
Student.....cconi i iisa st Signed...oocnn it nra e taa e
Signature of Student Embalmer
Licensed Embalmer No......
P, O. Address..................

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.

to comply with the above constitutes grounds for revocation of license).
If embal.med by a STUDENT, he also shall sign in his OWN handwnting.
T this body is not embalmed, fact should be 80 stated above.

------



