. THE DIVISION OF HEAL TH OF MISSUURIE
h, HIED FEB © 1957 STANDARD CERTIFICATE OF DEATH e .

fare
ic Registration District No.. g?& ....... Primary Registration District No. . 4/%3& ....... Registrar's No. ....[d

icw
1. PLACE OF DEATH Hl 22 USUAL RESIDENCE [Whers decaased lived. if institution: Rg;id.n:;_b.!_orn.)
a COUNTY Pulaskl o STATE Missourl b county Pulasléf ="
Q \ b. CI"r!Y (lf outside corporate limits, give TOWNSHIP only) | Inside Limits c. CITY Inside Limits
6 ok Crocker, Missourl Yes X Moo 2k, Crocksr, Mo, 6O T YarX now
€. Egls_é_nﬂmggF {If N%‘g;;;splml, give location) Lnngﬁl{ff‘s:y inlb 4. STREET N {If outside, give {%cg"gn) Reside on Form
s INSTITUTION . . ADDRESS one. YosO NoX
"
3 3. ::gu oF Firat Middle Last 4. DATE Month Day Year
o EASED OF
= (Type or print) Mae L. Vaughan DEATH 1 - 22-1987
§ 5. SEX 6. COLOR OR RACE 7. | B. DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR |IF UNDER 14 HRS.
5 l W mnflm [X never marries [ Da o8. 190 | rgf birthday) [Howihs | Days | Hours | Min.

a Female hite wiooweo [ pivorcep [ C. 20, 3 ]

; “Fda. gSUiAL occuPi}Tlordt(Gwle}:ind o[u?rk!dor;.)e 106. KIND OF BUSINESS OR INDUSTRY [ 11, BIRTHPLACE (City and atate or country) - a 12, CITIZEN OF WHAT COUNFRY?

3y uring most of working life, even if refire . -

M= Housewife, None, Crocker, Missourf UsSA

5 = 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME

L]

+ § Willigm David Tomlinson Lucinda Roberason,...

Q

o w IS!; WAS DECnEkASED [VE? IN U.S. ARME? Fon}:zsv 16. SOCIAL SECURITY No. 17, mronm.\n;r Address

- (¥Yea, no. or unknownd {1f pea, oive war or doles of service) -

>w Non I 92-05=286"7| Omer ¥3 Vaughan Crocker, Missour{

".? x 18, CAUSE OF DEATH [Enler only one catise per line for (a), (b) and (¢ INTERVAL BETWEEN

voE PART 1. DEATH WAS CAUSED BY: /' %‘d : ONSET AND DEATH

s W IMMEDIATE CAUSE (1) /27 £2u’s <3

g = : >

3 od P

. Z Conditions, if any, | bue To (8 i g A f

e 8 g{')hich pare tis n{n z — r . ”

S 2 ove cquse (0) 2 - -

P tating th der- ’ - & T

Sz |, Tying® cause tagt. | DUE TO { é/z’d/z-d e Wasi ARSI i a2 //J =L, |47

. g =} PART I, OTHER SIGNIWW THE TERMINAL DI CONDITION GIVEN IN PART ((m) [N x}i;g;@;ﬁ\f

- b= - v H 2

g x 5 / 74 )( ves[) wo

?_, ; "‘-'—_‘ 20z, ACCIDENT SUICIDE HOMICIOE | 20b. DESCRIBE HOW IMJURY OCCURRED, (Enfet noture of injury in Part For Port H ofitem 18.) ©

. U & O a d

= < [=]

g E!’ . ;(‘ 20¢. Timg oF  Hour - Morth, Day, Year

a o INJURY q, m. P

b : E p.m.

3 g Z | 20d. INJURY OCCURRED 20¢, PLACE OF INJURY (¢, ¢., in or ahoul home, | 20f. CITY, TOWN, OR LOCATION COUNTY __STATE

. o WHILE AT NOT WHILE [ Jarm, factory, street, office bldyg., etc.) e J— -

é w WORK AT WORK o s o)L : 4 o

=2 “7 “ -

- 2. ] attendsd the deceased from ﬂ . A &r : )hd Fst saw :‘: alive on W
; ".'-5 Daa!h occurred at m on thedate stated above; and to the best of my knowledge, Ir the causes stdted.
O 2. 'run: or title} \b 22b. ADDRESS 22¢, QATE SIGHED
 © ' -
;= W Crocker, Missour!i 1/23/57
5" E 23a. BURIAL. cnzuunn\ 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 2. LOCATION (City, toirn. or county) { State)

- REMOVAL (Specify - :
;3 Buriad™ |1/25/57 Crocker Memorial Cemdét, Cyrocker, Missouri

2. W" MW 25. DATE RECD. BY LOCAL REG. | 25, SEGISTRAR'S nunz K
Hedges #uneral HomerCrocker, Mo |/- 74 - 57 77

{Licensod Embalmer’s Statement on Reverse Side)
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m.n"-.:’.t. F ___/__: 4 .‘k
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' - STATEMENT BY LICENSED EMBALMER

. by me, or i)y

working under my personal supervision

, Student Embalmer No

. Note:

: : P.O. A
AR comply with the aboverconstitutes grounds for revocation of licénse).

If embalmed by a"STUDENT, he also shall sign in his OWN handwriting.
if thls body is5- ‘not embalmed fact should-be so stated above.

e5\: \

1 hereby certify that the body whose name is recorded on the reverse side of this certificate

Towd-f -
The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING

was €

........
.

{




