alth,
sifare
blie
rvice

X

fﬁ:
RY

AW S FUHIF IS wrrrvv—rrm-—rrrr—,"ﬂr"'——'._
wn e
o~

Coroner cannot certify to a death due to notural causes.
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USE ONLY.‘iBLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
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\F jiseases in Part | must-be casually related.

ALED AUG 13 1957

Ragistration District No. .. ..

THE DIVIMUN OF HEAL 1A UF MIaSUUKI
STANDARD CERTIFICATE OF DEATH

1557

~p1{b

STATE FILE NUMBER

. Primary Reglstrahnn District No. . '2 2 g 3 Registrar's No, . / ‘/ 7

1. PLACE OF DEATH 2, USUAL RESIDENCE {Where deteased lived. If institution: Residence bafore
_ admission)
o COUNTY JASPER o STATE | ceoimy b COUNTY | cpep
b. CITY {If cutside corporate limits, give TOWNSHIP only)] Inside Limits e. CITY A Inside Limits
OR OR d
TOWN  NECK CiTy Yesly Ned TOWN MNECK LITY n.}‘i OYesf NoD
N T -
c. flglgfl;l'?:lf‘% OF (1§ MO T in hospital, givelocation)] Length of stay in 1b 4. STREET (If outside, give location) Reside on Farm
INSTITUTION Nggck CITY 3B YEARS ADDRESS YesO No
3. NAME OF Firgt Middle Lagt 4. DATE Month Day Year
nl:custn_ [s]3
(Type or print) ESTHER HGUDWORTH ADAKS OEATH AuGuSY 7, 1957
S, SEX 6. COLOR OR RACE 7. §. DATE OF BiRTH G. AGE {fn years | IF UNDER 1 YEAR |IF UNDER 24 WRS.
[ MarsieD [ NEVER MARRIED [ | tont birthtiaw) [idomie T Door T Foes T e
FEMALE WHITE wIDO pivorcen [ JULY 1L|.7, 1869 38

“J10a. USUAL QOCCUPATION (Gipe kind of wotk done

during most of working life, cven if refired)

104. KIND OF BUSINESS OR INDUSTRY

11. BIRTHPLACE (City and atate or country)

12. CITIZEN OF WHAT COUNTRY?

MEDICAL CERTIFICATION

IMMEDIATE CAUSE (a}

Conditions, if any, DUE TO (&)
which gave rizg to .
above ~cguse (8), -
tati d

Halfing the tinder DUE TO (&)

HOUSEW IFE FLINT, MICHIGAN U.S.4A,
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
JAMES LOARIS NO DATA
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 6. SOCIAL SECURITY NO.|I17. INFORMANT Address
(¥er, no, or unknown) (If yea, pive war or dales af tervice) . ;
Mo FRaNK, M. NADANS, HAVTHORNE , CALIFOP'\IIA -
18. CAUSE OF DEATH [Enfer only one couae per lineg for {a), (b). and (c).} \ [NTEI;_\‘:_' E;;E_'_E:
PART 1. DEATH WAS CAUSED BY: o :
.n\ w{\Q D)

UX 1

b\

. m& \J\V\,n C‘LRWQ \\/ls

Cm&ﬂu

lying  cause lasi.

Death accwe ag

- Wy i
PART 1l. OTHER SIGRIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a) + - 18 ;VARSF sg:@;f\'
E ?
>
ves [] wo
20q. ACCIDENT SUICIDE HOMICIDE | 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part Ior Paert 1 of item 18) ’
20c. TIME OF, Hour®™ Month, Day, Year
INJURY™S 0. m. T A -z
r.m,
20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e, ¢., in or abow! home, | 20f. CITY. TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE farm, factory, sireet, office bidg., efc.)
WORK AT WORK —
- hd —
21. ] attended rhe deceased rom t and last saw .h alive on +

m on the date stated above; M‘ljﬂ to the bear of my knowledge, from the causes stated.

S/ sl (1) PR

22¢. DATE SIGNED

¥-8-51

230, BURIAL, CREMATION™—T235. DATE 23:. NAME OF CENGIERWOR CREMATORY F23d, LOCATION (City, town. or county) ( State)
REMOVAL (Specify} - .
BumsaL 8-23-1957 D2ARK Weuqmrat JOPLIN MISSOURY

24, FUNERAL DIRECTOR

HEDGE-LEWI1S FunEmAaL Howue

ADDRESS

25. DATE RECD. BY LOCAL REG.

F~9-57

dess Cr1v,¥o,

26. REGISTRAR'S SIGRATURE

V.,

(Licensad Embalmer’s Stotement on Reverse Side)
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.STAT’EMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was en
by me, or by . .

working under my personal supervision..

Student

Signature of Student Embalmer

Signed

P. O. Address &/ & L
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).

Licensed Embalmer No. #ﬁf‘

g

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If tihis body is not| embalmed, fact should be so stated above.
. - Jo - .




