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menclature 1n item [B. No symptoms will be listed.

All diseases in Part | must be causally related.
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1. PLACE OF DEATH 2. USUAL RESIDENCE {Where dacensed lived. [f institution: Resjdence befora
a. COUNTY G a. STAT Em b. COUNTY 6\ admizsion
YeanNe, LS<cauy YCeN &
b, CBTY (M outside corporate limits, give TOWNSHIP only) Inside Limits c C|TY Inside Limits
R * .
TOWN n o |4 YesD NoD TOWNSPI”N G-FJG’J Y,,D Noﬁ
¢. FULL NAME OF {If NOT in haspital, give location} | Length of stay in 1b 039 . s-IIE}RDiEEES 1;! {1} outslds} give location) Resida on Farm
HOSPITAL OR \ QA
INSTITUTION d emavrin| Hesp 2,dpY< 5 Yes [K] No[J
3 ?ITAME OF DE)CEASED First Middle Last 4, Da;E Month ~*—._ Day Yeer
ype or print . .
Elizabeth Emshne Foss oeath (Dot, 7 /958
5. SEX 6. COLOR OR RACE} 7. 8. DATE OF BIRTH 9. AGE (In FUNDER 1 YEAR]IF UNDER 24 HRS.
MARRIED[ | NEVER MARRIED[ ] GE (Mr: v;:;; e l .
Female / luthde mooweo® 7 oworceoD\Np y, 27 /BES ,

100. USUAL QCCUPATIOR (Give kind of work done
duting most of working life, aven if ratired}

10 = i
139.-EATHER'S NAME

INDUSTRY
et

105. KIND GF BUSINESS OR

1. BIRTHPLECE (City and state or country]

L{)ebs{ef QO m’S.Sdu i

o

12. CITIZEN OF WHAT COUNTRY?

Q.S A

13b. MOTHER'S MAIDEN NRAME

(Y)ur.al-\v

14. NAME OF HUSBAND OR WHE

Dece gsed .

OS&.P}) HI.C,KC

15. WAS DECEASED EVER IN U. S. ARMED FORCES?
{Yes, unkmwn)l (If yeu, give waog or dates of varvice)
No Nn

ON B

16, SOCIAL SECURITY HO. "

INFORMANT

Addr

PART L.

Conditions, if any,
which gove rlse 15
gbove couse (a),
atating the under-
lying couse Jlost.

DUE TO (b} M W

18. CAUSE OF DEATH (Enter only one covse p
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE ()

DUE TO {¢)

line for {a), (b), and (c).}

My, m})\/ Qleﬁh.rgj_z_l

GSS

NTERVAL BETWEEN
ONSET AND DEATH

26O X

PART [l. OTHER SIGRIFICANT CONDITIONS CONTRIBUTING TO DEATH but net relsted to the terminal dissase condition given In PART | {a)

19, WAS AUTDPSYC)
PERFORMED?

z
=]
=
)
fr YES{] NO[]
E 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter aature of injury in PART | or PART Il of item 18.)
57 o ‘o o
S| 20c. TIMEOF .Hour Month, Day, Year
Q INJURY  a.m.
% p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, street, offica bldg., eic.) -
WORK AT WORK .,

Death occurred at

21t a_!_‘lmd.d the deceaied from

Z
(gz;"g 5 F

39 A

Lo ///.7/5./

and lost savfh" alive on ///?/5,'

m on’ the d{o stated abovs; and to the bnr of my knowledge, £ irof the cavses stated.

GNATURE {Degrew or title) 226, A.DD/RESS 22c. DAJE SIGNED
A, Hrr—tr>y /7742_ 71 S 5F
230 BPRIAL, CREMATION, | 23b. DATE | 23c. NAME OF CEMETERY OR county) 7 (srbre)
EMQVAL (Specify) -
Boviol (Ded. Ci 1958 [Poalmettn Comelexy Gevauclle Lhvpl Missouv
24. FUNERAL DIREETOR ADDRESS 25. DATE RECD, HY LOCAL REG. —

Y ¢ Wy W WA A

7/

4 cracillle e _

n -/o

VALY

26. RRGETRAR'S SIG

N@IURE 4
STl

on Reverss Side}

T4



8564 72 AON
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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

bY M, OF DY i it i i e s es e re s ereasn e enenaren s baa s a s ar e b i s na s ., Student Embalmer No. .........c..ueuee.

working under my personal supervision.

Student ..o s e
Signature of Student Embalmer

Licensed Embalmer No....L.. /.0 Y. .....

P. O. Address /ﬁaummﬂ@. 7.%

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 handwriting.

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




