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'LED JU L 1 8 195'gggistra|ior[ District MNo. rimary Reg-isrrrnrinn Dislri_:l NO-.__l_m_.3 ________ Reqistrar'_s Nn.__ﬁ&??r__
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befpfe
a. COUNTY a. STATE Mo b. COUNTY odmission
b. CgR\’ (If outside corporate limits, give TOWNSHIP only) Inside Limits [= ClDTRY Inside Limits
TOWN ST bowis-/Mo Yes (A 7Ne [ o S7. Aearss Yos[BFo [}
1 e Egls.}_l:'_ NAMEOROF {If NOT jn ho_s;:i!ul, give location) | Length of stay in 1b d. STRERE'I;S (If cutside, give location) Reside on Farm
ITAL 1 bD a
&/ InNsTITUTION 4 Folsom Ay 3 ,YEAR.( AW IE £0/6 “FolL.som AyL | Yes[ N[
3. NAME OF DECEASED-. First Middle Last 4. DATE Month Doy Yoor
{Type or print} g e OF
o PATRICK  FA«4rT eATH 7 -~ B- /958

5. SEX & COLOR OR R»:CE ?.MA“IEDDNEVER marrIED[] 8. DATE OF BIRTH 9. AIGE1 E‘"c:;:;«; ﬁf..’.'ﬁ“ l!);{:AR IZ::DER z;t“rlns.
a8 1 .

NMALE | WHITE | woows[] Jovorceols) F~5~ /886 | FH™ =0 |™= | "=
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIMD OF BUSINESS OR 11. BIRTHPLACE (City and state or country) l 12. CITIZEN OF WHAT COUNTRY?

ring mast of wrkinglﬂc. aven if retired)

13a. FATHER'S NAME

MATTHEW T Aanl

INDUSTRY

- NVESTEFN anto

FoRT SmiTH, ARK

U.s.

13b. MOTHER*S MAIDEN NAME

14. "NAME OF HUSBAND OR WIFE

HNA Yo

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yas, no, or unknawn)| {if yes, give wer or dates of service)

PIARY AATHERIE CoNLEMN

16, SOCIAL SECURITY NO.

HFO- 4/ 34 €

17. INFORMANT

P RS SARAH SAUER

Address

SI/E [fFoASom AVE

18. CAUSE OF DEATH (Enter ¢nly one cause per Jine for (a), (b} and (c).} INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: . ONSET AND DEATH
IMMEDIATE CAUSE (a) 4 .
Conditions, if any,  DUE TO (b) AARAS ‘
which gave risete | ; 7 7
abave cadse  (a).” . / [ }n 0
stating the* under- - ﬁq 0 g’
é lying couse last. DUE TO {c} —
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the 1erminal disease condition given in PART | (a) 19. WAS AYTOPSY
by PERFLRMED?
i / YES NO[]
£l 20a. ACCgNT SUICIDE HOMICIDE 20b. SCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART [l of item 18.}
& ~
o
" [ U ‘L‘ﬂd ey .{,a_d 1&0—0—«4_ M %M/
G| 20c. TIME OF .Hour Month, Day, Year | *
5 INJQRY  a.m. < g é 7
w ’,
kS « p-m. '7 ! M / -w
20d. INJURY OCCURRED 20s. PLAPE OF INJRY (s.g., inorabe h!;me. 208, cn;yz OR LOGATION &0/, Y sTETE
WHILE AT NOT WHILE rm, focto, reet, office bldg., ff1c. J
WORK 3 AT work U /,( J Al
il awr, her
21. | attended the deceased from , to p ond last sow hiem alive on
Death oceyred ot /w’n the date stated above; and 1o the best of my knowledge, from the cavses stated.
2x§y.nuns i (DW‘?_/ 4 J 27b. ADDRESS 2. 77;»@
o Qv:u-»—h st | f3 2 Cran YIA/ K
“BURYAL, CREWATION, | 736, DATE 23¢. NAMEJOF JEMETERY OR CREMATORY 234. LOCATION (City, town, of county} 7 (stafe)
VAL {Specify) —
ioss ) | 211-1988\m 7. QAIVE CEMETERY | S/ fdowrss Coumry, /72
74. FUNERAL DIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REG.  REGISTRAR'S SIGNATUR 7 -

OHARD MICHEL S930 SOTHWEST
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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. ...................

DY MG, OF DY oot ittt s e et ee ettt e et e e aae e e s tee s taae s et eanaeeenaesan '

working under my pgrsonal supervision.

Student ..o
Signature of Student Embalmer

‘I..M

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 handwntmg

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




