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wodier, coroner, €iC. muistl use only standard nomenclature in 1tem

All diseases in Part | must be caurally ralated.
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FILED JAN 14 1958

Registration District Ne.

THE DIYISION OF HEALTH OF MISSOURI

Primar

STANDARD CERTIFICATE OF DEATH

y Registration District No.

S'TME'E FIL&U%gi

30 w4 Regisnur's_f&.___-.,..../w:g..w»—-—

1. PLACE OF DEATH
o COUNTY Saline

2. USUAL RESIDENCE (Where écceaud lived.
a STATE Missouri

If institution: Residence before

b. COUNTY Sg ] i nepdmission}

ClT'l’ (If cutside corporate limits, give TOWNSHIP only) inside Limits c. CIOTRY gnslda Limits
romSlater Yos (X Mo [] romClay Township ) q
¢. FULL NAME OF (If NOT in hospital, give location) [ Length of stoy in Ib d. STREET (g oupaideggive | ion) Reside on Farm
HOSPITAL OR ADDRE miles™y T [0
wsuution 309 E. 60 days 53‘7 liam, Mo Yes X} No [
3. NAME OF DECEASED First Middle Last 4. DATE Maonth Day Year
(Type or print) OF
Laura Jane Hensick ceatnJan, 8, 1958
5. SEX [ 6. COLOR OR RACE T'MARRIEDD NEVER MARRIED ] 8. DATE OF BIRTH 9. AGE {In yeors iF UNDER | YEAR] IF UNDER 24 HRS.
. irthday} [ Menths | Days Howr Min.
Female White wofhed®]  owosceo(]|July 1k, 1866 | 'gymer[mC ']

t0e. USUAL OCCUPATION (Give kind of work dons

10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City and state or country)

D

12. CITIZEN OF WHAT COUNTRY?

uring moxt of wotking lite, aven if ratired) INDUSTRY s
HoGSewite Arrow Rock, Missouri Usa
13a. FATHER'S NAME 13b. MOTHER®S MAICEN NAME 14. NAME OF HUSBAND OR WIFE
John Neff Mary Neff Jesse Hensick

15. WAS DECEASED EVER IN U. S. ARMED FORCES?
(Yes, norfdmknnwn) {If yas, give war or dotws of sarvice)

16. SOCIAL SECURITY NO.

none

17.
Mrs. S. C. Masterson, Slater, Mo.

INFORMANT

Address

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

PART ).

18. CAUSE OF DEATH (Enter only one cause per ling for {a), (b). and {c}.}

(leuite

. y

INTERVAL BETWEEN

O;Tadb DSATHZ l

S0t ctte—

Daath occurred at

e E T

on tha date stoted above; and to the best of my knowledge, from the couses stated.

Conditions, if any, BUE TO {b)
which gave tise to }
above couse {a), .
stating the unders g
é lying couse last. DUE TO (¢) O
E PART H/@THER SIGNIFMANT CONDITIONS CONTRIBUTING TO DEATH butgot féfoled 1o the termingl disease condition given, in PART I (o) 19. \;AS AgTOPSY
~ - ERFORMED?
o
g Mﬁh@o&d&éﬁ HU3 X Yes[J no [
£ | 200. ACCIDENT  SWCIDE IQYDE [ 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART [ or PART II of item 18.)
w
v O O
S[ c. TIMEOF How Month, Doy, Year
a INJURY a.m.
E p.m.
2d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, street, office bldg., etc.)
WORK AT WORK i
21. | attended the deceased from ‘ nd last saw Laiwo on /- 3 hont 5{

2a. s:cuum@ 4:» /77 ”e

j{en or title)

AL,

s

22b. ADTS/ Z Z é
/ -

22c. QATE SIGNED

/- 58

23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State)
REMOYAL (Spscify) .
Buria Jan.10,1958l (Arrow Rock Arrow Rock, Missouri

24. FUNERAL DIRECTOR ADDRESS

W, J, Haines, Jr, Slater, Mo.

o

25 DATE RECD. BY LOCAL REG.

/0 - 55

6. REGISTRAR'S SIGNATURE

@,

(Licensad Embelmer’s Stotement on Raverae Side)




STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY oiieiiiieii et s e ve sttt e anven e s e e rn et st e s asrrntenas s eraran ., Student Embalmer No. ...................

working under my personal supervision.

Student v s e Signed _, ...,
Signature of Student Embalmer

Licensed E
P. O. Address 57 CErx. . Ao

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of l1cense) A

If embatmed by a STUDENT, he also shall sign in his OWN handwriting: '

If this body is not emghalmed, fact should be so stated above.

. ’ . - . .




