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THE DIVISION OF HEALTH OF MISSOURIL

STANDARD CERTIFICATE OF DEATH

__.B58-035566_

STATE FILE NUMBER
l:” Fn N DV 1 n 1q5 glshchon Dlurlct No. 42 Primary Reg'islruliﬂrpish'ic! NO-.___....l....QQ..Q. ________ -Regislrur's No..__ ___.-._Ll_@_s/
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residance bejfre
o COUNTYBuchanan o STATE figsouri * C““TYBychan®¥*S
b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
rom St.Joseph Yes g No (] 785N St.Joseph Yes[® No (]
c. FgLL NAME OF (It NOT in hospital, give location) | Length of stay in 1b Ollf s {If autside, give location) Reside on Form
O L o®o529 South 15th 2 years 4 ADDRES 2517 South 15th Yes [J NeK]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) oP
SARAH LUCILVIA QUICK peath Oct, 27, 1958
5. SEX 6. COLOR OR RACE 7‘MARmED[:|NEVER marrIED[] 8. DATE OF BIRTH 9. AGE {In yaors IF UNDER i YEAR] IF UNDER 24 HRS.
Female / White wiooweof ). pivorceo[] Aug, 10 , 1880 17 loat biethdoy) [Months [ Deys | “Faurs [ Min.

10a. USUAL OCCUPATION (Give kind of work done

duri st of working life, sven if ratired)
Housewlite™ ™

10b. KIND OF BUSINESS OR

B

USTRY

ome

11. BIRTHPLACE (City and stote or country)

Holt County,Missouri

a

12. CITIZEN OF WHAT COUNTRY?

U.5,.4,

13a, FATHER'S NAME

William Raines

13b. MOTHER"S MAIDEN NAME

Unknown

14. NAME OF HUSBAND OR WIFE

Samuel J,Tilden guiek

15. WAS DECEASED EYER IN U. 5. ARMED FORCES?
(Yes, no, or unknawn)| {1F yes, give war or dates of service}

16, SOCIAL SECURITY HO.| 17. INFORMANT

none

3

Address

¥rs,Clarence Hart,2519 sou

t.Joseph, Mo
th 15th,

DEATH WAS CAUSED B
IMMEDIATE CAUSE (a)

PART I.

18. CAUSE OF DEATHAEMM only one cnusn per lina for (a), (b), and (¢).)
" scute Heart Failure

INTERVAL BETWEEN
ONSET AND DEATH

Few minutes

6180 s 4/9/58

Sub-capital fracture to rt hip 4/9/58
Conditions, if any, »  DUE TO (b) Cardiac asthms i d
e ave rize to .

sbove "covne o } Chronic bronchitis ?
z lying “caves. lear. ?  DUE TO (c) re o
E PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissass candition given in PART | {a) 1%. g’ég;ggggg;
5 NioxF YES{ NOEJ\
Bl 200. ACCIDENT SUWCIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART ) or PART Il of item 18.)
© X = O Pt. fell when starting to sit on chair
g Ae. TIME OF Howr  Month, Day, Year
£

20d. INJURY OCCURRED

20e. PLACE OF INJURY {e.g., in or about home,

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

LE AT ‘NOT WHILE § ctogy, , office bldyg., ate.)
work - O A7 hoRx P HGHE " ") | 3¢, Joseph Buchanan, Missouri
21. | ottended the daceasad from 8/ 7797 ., to l;!d E: i / :!B and lost 3aw t::‘ alive ¢n QIZQ_/"-\R

Ceath occurred ot 2:10 A m on the date stated above; and to the best of my knowledge, from the causes stated.

J2a ATHEE (Degree or title) Q 22b. ADDRESS 22¢. DATE SIGNED
310 NO.lO‘th,St.JOSEph,HO. 10/28/58
Z3a. BURIAL, CREMATION, 23%. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)
MOV if

BaridY™ | 10/29/58 Oregon Oregon,Missouri

24. FUNERAL DIRECTOR ADDRESS 2% DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE
- Oregon, Lol Mmw— 3 ¢¥ 220, Clnot ol
{Li d Embolmes's § on Reverse Side)



STATEMENT BY LICENSED EMBALMER

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

DY MG, OF BY ittt i et s , Student Embalmer No. ..................e

working under my personal supervision.

Student oo e peeeen
- Signature of Student Embalmer
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). . - r

If embalmed by 4 STUDENT, he also shall sign in his OWN handwntmg
If this body is not embalmed, fact should be so stated above.




