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STANDARD CERTIFICATE OF DEATH
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28-010549

STATE FILE

NUMBER

Registration District No.

Primary Registration Disiricfr_-._s_.d_i.&! ____________ Registror'sj&.~~2£ ___________

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

If institution: Residence before

a. COUNTY L&.‘:ﬂ.‘ence o STATEtﬁSEOUI'i b. COUNTL&WTQHC m'“'°" _._S—/
b, CEI'Y (H outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Inslda imits &
R OR )
TOWN _ Ayrora Yes i) Noi] Town  Autrora Yes] Mo [
c. Ejgl—ll;l NAE‘l%OF (If NOT in hespital, give location) | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
SPITA ADDRESS "
INSTITUTION R102 E. Tyndall E 102 E‘JTyndall Yes [J No
| 3. HAME OF DECEASED First Middle Last 4. DATE Manth Day Year
(Type or print) oF -
Sarah  Malinda Welch Baker OEATH Mar,7/58
5. SEX 4. COLOR OR RACE 7‘MARR;ED|:| NEVER MARRIED] 8. DATE OF BIRTH @. AGE ({in years JF UNDER 1 YEAR| IF UNDER 24 HRS.
w . lost birthday) | Months | Days Howrs Min,
Female hite woowen®] A oivorceo[J)| Ayp, 4/186/, 93
100, USUAL OCCUPATION (Give kind of wark dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state &r cauntry) 12, CITIZEN OF WHAT COUNTRY?

duringHvol!uofSwémnfwe-, wven if retired} lhggiff‘f Arka.n sas / USA' -
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Harrington Ryall Rebecca Townsend Deseased
15. WAS DECEASED EVER IN U, 5. ARMED FORCES?‘ 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yas3, nNér unknawn)] {If yus, give wnr-uLd-.m_n of sarvice) Alice Bell 102 E ‘Tyrldall AuI‘OI‘& sIQ .

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a}

18. CAUSE OF DEATH (Enter only ena cause per line for {a), (b}, and (e))

INTERVAL BETWEEN
ONSET AND DEATH

borgteZoe Heart P boete

Conditicons, if any, DUE TO {b) /#;MZW é’ﬁ,«m(%

which gave rise ro } R4

above couse (a),

taring th der- p 4

s e oo ) g 10 1) L Cexiptctaach.

PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat reloted to the terminal diseass condition given in PART  {a) 19. WAS AUTOPSY
PERFORMED?

4y3 X YES[] MO [

MEDICAL CERTIFICATION

Aa. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART [ or PART N of item 18.)
(] [ O )

20c. TIME OF Hour Month, Day, Year

INJURY  am.

p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about homae,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, foctory, street, office bldg., eic.)
WORK AT WORK

21. | ottended the decea from

Death occurred at

)i rgs”7
A, 33‘2‘%44

to 122 aﬂgzé 4 -;'2 and last :uw:;‘;

m on the date stoted above; and 1o the best of my knowledge, from the causes stated.

aliveon -3 "6“ '57

22b. ADDRESS
P u, cﬁc«afaqu V1 0,

22c. DATE SIGNED

F-lo 5V

SlGNATURE (Degrep or title)
PIaLtl G 2
23a. BURIAL. CREMA‘TIOH, 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY
BJPBAT < | Mar.10/1958 Maple Park Cemetery

23d. LOCATION {City, town, or county)

Aurora,Mo.

{State)

24. FUNERAL DIRECTOR

ADDRESS

25. DATE RECD. BY LOCAL REG.

Marsh Funeral Home Aurora,Mo.

3-/0°

LY

{Licensed Embolmer's Stotement on Reverse Sids}

"

26. REGIiTRAR'S SIGNATURE




Sey

STATEMENT BY LICENSED EMBALMER

name is recorded on the reverse side of this certificate was embalmed

I hereby certifyt% the body who
by me, or by /// it bt T USROSt .» Student Embalmer No. .........c.........

working under my personal superviéion.

Student .oeeeriiiiii e e s Signed
Signature of Student Embalmer

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his O¥N 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.




