' THE DiVISION OF HEALTH _Fﬂm——o
{aalth, e o T M PG T2 K oY
Walfore STANDARD CERTIFICATE OF DEATH 555%5 FICE NU§460
*ublic
S ervice l“_E[] MAY ]_ 5 1958!_qgishqﬁon_ Bistrict No, ¢ 7 Primary Registration D Dlsmr.r Neo. .__é.‘gg....é..7..____....__ Registrar's No.___ /Q__g _______
1. PLACE OF DEATH / 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before”
300 a. COUNTY callaway o, STATi[ ’ b. COUNTY : admission}
1-57 b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits . CITY 0/4 Inside Limits
*0 TSE'N Aux‘asse Yes [ No D TOWN AUXV&BBB 5 Ynai‘ NOD
\ c. sz’L_' NAME OF (If NOT in hospital, give locatien} | Length of stay in 1k d. STREREES (i outside, give location) Reside on Form
SPITAL OR ADDRE
INSTITUTION Residence 5 yrs, Yes [] No[X
3. MAME OF DECEASED First Middle Lost 4, DATE Manth Day Y ear
{Type or print) L OF
aura Belle Woolery DEATH Mgy 2,1958
5K [ COLORORRACE uumeo(Jnever mamaieoJ] & OATEOF BRTH 16, AGE oot prunoen Vei i smpeg s
| Female Negro woowen[ X Jowvorceo[)]  Apr.17.1469 dg l I
E 10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE ({City and state or couvntry) ’ 12. CITIZEN OF WHAT COUNTRY?
. mesl of wg*{?h even if retired) IN%US'&I;Y 0
: at home Boone County Mo USA
E 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME ld NAME OF HUSBAND OR WIFE
E Dan Pryor Mandy Crogs 8
15. WAS DECEASED EVER IN U, S, ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17. INFORMANT Address
Yes. no, k Il yeos, gi d { servi :
{Yas, no, or unl RO)l( yas, give war or dates of service)} no Mra Nettie Young BU,ffalO IllinOIS
18. CAUSE OF DEATH (Enter only one cause per line for (a), {h), ond {(c).} INTERYAL BETWEEN

PART t. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE ({q)

*

ONSET AND DEATH
- /Wz.

above couse (a),
stating the under-

Conditians, if any, } DUE TO (b}

.Y /)
which gave rise to M g : ? 2
DUE TO (<) ~ <

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

) — = ‘
" 21. | attended the decoased fr 92' - . o %‘L/;‘ onglas' ow t"; alive on -
Death occurred at 2. * : m on the d.u!yéed abave; and to the best of my knewledge, uses stoted.

220, SIG RE {Degrae or title) } 256, RESS % 22. QATE SIGNED
_‘M&—- M ) o= ae 3=5-3

230. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERT OR CREMATORY 4 234. LOCATION (City, town, or cousty} {Srate)

¥ Y™ B/5/58 Ridge Callaway County Mo.

e el Me Carnmssa WSt s 250

(Licensed Embalmer’s sm.zf' on Reverse Side)

z lying cause lost.

< ,9, PART It. OTHER SIGHNIFICANT CONDITIONS CONTRIBUTING TO DEATH byt nat related to the terming! dissase condition gfven in PART I (a) 19. WAS AUTOPSY-Z_
£ S . PERFORMED?

L1 By YEs[] O
- E1{ 2a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART Il of item 18.)

= w

8 © O J O

3 $120c. TIMEOF Hour  Month, Day, Year

2 a INJURY a.m.

‘g E p.m.

£ 204. INJURY OCCURRED ‘| 20e. PLACE OF INJURY {¢.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

- WHILE ATD NOT WHILE 0 farm, factory, street, office bldg., etc.) )

2 AT WORK
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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 embalmed
+» Student Embalmer No. ........c..covnvens

...........................................................................................

by me, or by

working under my personal supervision. _

........................................................

Student
Signature of Student Embaliner

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
- r- b’

to comply with the above constitutes grounds for revocation of license).
+~ If embaliiéd’by a STUDENT, he also shall sign in-his OWN handwriting. . \ "\
If this body is not embalmed, fact should be so stated above.

~




