THE DIVISION OF HEAL TH OF MISSOURI
STANDARD CERTIFICATE OF DEATH 58"01 1.020

;’-.IT.." 7 1958 STATE,FILE N
|b;‘i¢ F“_En APR Registration District No, . 2 7 g .- Primary Registration District No. 3. 0 &-% Registrar's No. 5&

| n \ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. I institution: Residencs bafore
094\ | o oinry PIKE * STATEMTSSOURL _ * “N™ PIKE. O#24
0506 O b. CITY {If cutside corporate limits, give TOWNSHIP only) | Inside Limits c. CITY Inside Li ‘{u"
- OR
3 L % LOUTSTANA veg Moo 9% GURRYVILLE vero JueX
e sgls_rl;l_’r’l:tdEogF {If NOT in hospital, givelocotion}|Length of stay in 1b 4 STREET {1f autside, give tocation) Reside on Form
5 wstitution PIKE CO,HOSPITAL 1 Wk, ADDRESs 7MY ,SE Curryvillel Yesox noo
o o
2 3. NAME OF Firat Middle Lagt 4. DATE Month Day Year i
3 SELCIASED : oF |
3 Type or print) KATE WILLISON HOUSE DEATH MARCH 21 1958
2 5. SEX 6. COLOR OR RACE 7. marmiep [J never marmigp [JJ] 8- DATE OF BIRTH 9. AGE (Jn years | IF UNDER | YEAR |IF UNDER 24 KRS,
g \ 0 tast birthdat) [afonths | Dave | Hours | Min.
2 FEMALE WHITE wivowe (8 _7-—oivonceo [ ]
: "] 10a. USUAL OCCUPATION (Give kind of work done |100. KIND OF BUSIKESS OR INDUSTRY | 1), BIRTHPLACE (City and miato or country) 12. CITIZEN OF WHAT COUNTRY?
% w during most of working life, even if retired) 0
s HOME CLINTON, MISSOURI U.S.A
S = 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
LY}
£
. & TIMOTHY D, CONNELLY JULIA WOODARD
o w 15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO,[17. INFORMANMT Address
Lo — (Yer, no, or unknown} J (If yes. pive war or dales of aervice)
= NO NONE MRS .SAM CHAMBERL&IH&CHBRIMILLEErMﬂ,_
E = 18. CAUSE OF DEATH [Enier only one catse per line for {a), (b). and (ek]. ~ar - INTERYAL WEEN
v o= PART |. DEATH WAS CAUSED BY: U . ONSET AND DEATH
5 o IMMEDIATE CAUSE (a) remia 1 weeks
E »
8 =
z Conditions, if any, DUE TO ()
s O which pave Fiee to
5 g a.:'.'mu c;uu {a), : q040
-t slating the under- .
S = z lying eause lgat. DUE TO (¢) A,
o =] PART 1. OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i{a) 15 WAS AUTOPSY
o © E . PERFORMED? 1
3 x 3 Fractured Hip ves O wo X
- ; E 20a. ACCIDENT SUICIDE HOMICIDE | 200. DESCRIBE HOW INJURY OCCURRED. (Enter nofure of injury én Part I or Part 1T of item 18.)
= [+
>9 |8 3 o O Fell in home
- 2 [ TIME OF  Hour "Month, Day, Year
8 o INJURY  g.m.
ERa - p.m 3/15/58 DIA
¥ % E | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e. ¢., inb‘:rd ahout J)home. 20/, CITY, TOWN. OR LOCATION COUNTY STATE
- WHILE AT NOT WHILE farm, factory, str e bidg., elc.
5w WHALEAT [ NOT WHl Hols Curryville Pike lgo .
£ D + 4 5374 T -
- 21. { attended the deceased from 3/15/SU . to B4 5_8 and last saw frj::; alive on 2/ e/
"5' Pl m on the date stated above; and to the best of my knowledge, rom the causes stated.
o ( Degree of tirie) g 22h, ADDRESS . 22¢, DATE SIGNED
c P
= M.D. Louisiane, Missouri 3/28/58
E . NAME OF CEMETERY OR CREMATORY Z3. LOCATION {City, torcn, or county) {State)
H
=

2o "yl caps

1O VAT,
24, FUNERAL DIRECTOR ADDRESS E RECDBY LOCAL REG,
JOHN W. BUTLER BOWLING GREEN, MOW

BOWLING CEREEN CEMETERY BOWLING GREEN, MO,

™
N
S

{Licensed Embalmer's Stathment on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was en
by mMe, OF By Lo it eatmea e e P , Student Embalmer No..-......

" working under my personal supervision..

Student ..o crima e sez e naanaa S1gn&glfé‘:“ 7 // &(Z\ CW

Signsture of Student Embalmer =00 T A TUoTiTITTIRTITTOAsmEmmmmmmmmommmmmmmmmmmmmmrrmmmmesees
Licensed Embalmer No.. hl].l,]

) - BOWLING GREEN, MISSC
. Address . _. . . . ... .......

. -
-

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ({
to comply with the above constitutes grounds for revocation of lmense). N " - - |
If embalmed by a STUDENT, he also shall sign in his OWN: handwntmg. .

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




