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1. PLACE OF DEATH 2. USUAL RESIDEMNCE {Where deceased lived. 1§ institution: Residence before
Za. COUNTY , a. STATE b, COUNTY admission)
dasorw | Missoum JASPE®
b. Cg}l;\' (If autside corporate limirs, give TOWNSHIP only) | Inside Limits c. C‘lJ';Y @ Inside Limits
TOWN OmonoGGO Yegpt «Nom I TOWN Ononogo b CA O Yes® NoD
c. :gIS_FI'_I':"AAL*:,‘EOF?F (1 NOT in hospital, givelocation)|Length of stay in 1b 4 STREET (If cutside, give location) Reside on Farm
INSTITUTION 300 GmaANT ST LO Yrs ADCRESS YosO Ned
3 :::‘l‘ ::'n Firet Middle Last 4. DATE Month Day Year
OF
(Type or pria) MARGARET ANN FEmGUSON DEATH 5 J 1957
5. SEX 6. COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE (Fn yeara | IF UNDER | YEAR IF UNDER 24 HRS.
FEVALE / o MarRED (] never marrien [J §-26-1867 I mrdmmdav) Mepiha | Dave | Hours | Min,
A WIBOWED pivorceo [} 9 4 7

-110g. USUAL OCCUPATION {Gice kind of work done

100, KIND OF BUSINESS OR INDUSTRY

1. BIRTHPLACE (City and atate or country}

12. CITIZEN OF WHAT COUNTRY?

4

SR TI ofPpiHipe Tt even i retired) DOMEYSTIG KENTUCKY U.5.A
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
WiLLiaMd JONES ELiza Parxenr
1(5qu-:3 2Eff*ﬁE.2’EVE(?! ::. Umz -:«E:—EBM}:?E!CE:WJ 16. SOCIAL SECURITY NO.{I7. INFORMANT Address
NC I NONE ETHEL Lauma EVANS OmonoGO,Me

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

PART 1. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH [Enter only one cause per I

Jor (a), (b)), and (c) ]
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° PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (%) 13. was AUTCPSY

= PERFORMED? 2

g 4222, [ves[) wol

] 20a. ACCIDE\NT SUICIDE HOMICIDE | 200. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of infury in Part Ior Part 11 of item 18.)

2 O =] o

= [¢. TIME OF  Hour  Month, Day, Year

'] INJURY a.m. [ o

E ) p.m, b N :

X | 204. INJURY OCCURRED 2e. PLACE OF INJURY (e. ¢., in or aboul horme, | 20f. CITY. TOWN. OR LOCATION COUNTY STATE
WHILE AT NOT WHILE g Jfarm, factory, street, office bidg., etc.)

, | worx AT WORK . .

21. J attended the deceased from f B 4 5 : , to

Degth gecugred at

v

— -

and last saw . alive on
M m on the date stated above; and (o the best of my knowledge, from the causes lrltud

- o |

hor

2c. WGRATORE
SN
23a. BuRIAL, CREMATION, | 236, DATE
BIRTALP™ | uav 5, 1957

{ or

o

%é'&b ADDRE
a 1

N R -

22¢, DATE SIGNED

$-4-57

23¢. NXME OF CEME

vJOR CREMATORY
OronNOGO\CEME TE RY

23d. LOCATION (City, towrnNor county)
CrRCNOGO

(State)
Mo

24. FUNERAL DIRECTOR

ADDRESS
HEDGE=-LEw1s FUBERAL HOME ¢prpp CoTv ,Bo

)

25, DATE RECD. BY LOCAL REG.

S~4-57

5

{Licensed Embalmer’s Statement an Raverse Side)

25, REGISTRAR'S SIGNATURE
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l

working under my personal supervision.
Student

Signature of Student Embalmer

Licensed Embalmer Nro7‘7 -
P. O. Address_.,é/\ . %
_ ) 74
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {Fai
to comply with the above constitutes grounds for revocation of license).
1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.
o If this body is not embalmed, fact should, be so stated above. NFALR4
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