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THE DIVISION OF HEALTH OF MiSSOUR|

STANDARD CERTIFICATE OF DEATH

Ragistration District No. . einnenr ‘/“"3 ,,,,,,,,,, Primary Registration District Nc-.‘z_

55-004262

STATE FILE NUMBER

Qg_a nnnnn Registrur's_l_*&._.‘.é_.gl_“__

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore deceased lived. |f institution: Residence before
a. COUNTY Barry o STATE 3} o, b. COUNTY Barry admi ssion)
b. CBTY (If outside corporate limirs, give TOWNSHIP only) inside Limits c. CITY Inside Limits
W monett Yes )] No ] o wonett F Y Mad”. Bad™.
e, FULL NAME OF {lf NOT in hospital, give location) | Length of stay in 1b d. STREET (If svtside, give location) " Reside on Farm
NsTTUTion 405 Central 32 yrs, 'PORES 405 Ceptral Yes [J N J
3. NAME OF DECEASED First Middle Lost 4. DATE Month Doy Yeor
{Type or print} OF
Frances Lillian Gramling DEATH  2-25~1968
5. SEX / 5. COLOR OR RACE| 7. WARRIED] NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE En ::nr: FU'::ER i YEAR |E°UNDER 2;"‘"*5'
Female white weskeo @ owonces| 9-4~1880 vl -l > O D
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or couniry) / 12. CITIZEN OF WHAT COUNTRY?
during most of werking life, even |f retired) NDUSTRY
Hou sewire ousevife Harrison, Ark. U.S.

134. FATHER’'S NAME

James liayes

13b. MOTHER'S MAIDEN NAME

Isabelle Drury

14. NAME OF HUSBAND OR WIFE

T.J. Gramling (Decease:

15. WAS DECEASED EVER IN U. 5. ARMED FGRCES?
{Yax,.no, ar unknawn)] {If yes, giverwar or dotes of service)
it v s

16. SOCLAL SECURITY NO.| 17.
Nons

INFORMANT
Frankie Gramling, lonett, ko.

Address

18. CAUSE OF DEATH (Enter only one couse pegdine for (a), (b), and {c).) \
PART |. DEATH WAS CAUSED BY: : ) " ‘2 : Lt z N
IMMEDIATE CAUSE (o) M

INTERVAL BETWEEN
ONSET AND DEATH

(—-?W

- =
L]
Conditions, if any, . DUE TO {b) 4‘”‘/ . G/VéVVW ;W '
which gave rlae 1o } 7 .
chove couse (a),
stating the under-
g tying cause last. DUE TO {c)
- PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relatad to the terminal disaass condition given in PART | {a} 19. \;AS A(l)JTDPS);
< ERFORME
£ [754Y's) YES{ ] NO 2
= | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART i of item 18.)
wr
o i O ]
;J 2c. TIME OF Hour  Month, Day, Year
a INJURY  a.m,
E p.m.
20d. INJURY OCCURRED 200. PLACE OF INJURY (e.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.)
WORK AT WORK o

22 "'J'7,ru

21. | attended the de;-:rsed from t,ﬂ —_—

Death occurred o,

2-"1 5- J_ Vcnd lass 'lo%‘%}uliv-on_a ~ 2 )T — J Y

m on the date stated above; aond to the best of my knowledge, from the covses stated.

zz?m‘r E
S/ .

{Degree or title)

2:55
/
m_{)

22c. PATE SIGNED

-y

23a. BUEIAL, CIIREHATION, 23b. DATE 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cigl town, or caunty) {State)
REMOY AL (Specify} -
Burial 2-28-58 Arnhnart Church Cem. 2arry Countv, Lo,
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

l.ercer Funeral Home, konett, wo.

2-28-S¥

26. REGISTRAR'S SIGNATURE

{Licenssd Embalmer’s Sratement on Raverse Side}




RRY COUNTY HEALTH UNIT
CASSVILLE, MO,

NO. 3858 .47

DATE REC, _.3 - ¥ -58

STATEMENT BY LICENSED EMBALMER

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

[ TS N U UPPUPRN «» Student Embalmer No. ...................

working under my personal supervision.

B 4T (-7 1 Signed .
Signature of Student Embalmer

P. 0. Address Wm ........ |

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




