THE DIVISION OF HEALTH OF MiSSOURI 59“008231

Health,
. Wellare STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER.
ublic 4 é
Service 'Fn AR 4 1q%ﬁ:’ﬂi="ﬂ"°“. District No. _____ 5 ________________ Primary Registration District No. No.. &-7 ¥ Ragistrar’sNo. 2B _____________
6 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. |f institution: Residen:a;!}ée
a. COUNTY 2 . a. STATE b. COUNTY admissio
30 Worth Céunty Missourd Missouri Viorth
57 “ b. CBTRY (I[f ourside corporate limits, give TOWNSHIP only) Inside Limits c. CITY I } 3n Inside Limits
. . N £ ;
ov Union_ Towvmship Yes Ll Mo g rowm Tsadora Missouri Yeslg Neld
c. FgL[h NAI)_HIEJOF (1f NOT in hospital, give location) | Length of stay in 1b d. SBRERETS (If outside, give location) Reside on Farm
HOSPITAL OR - ADDRES
INSTITUTION _1§_mD1;nth o Yes [] NofF]
3. :'{TAME OF DE;:EASED First Middle Last 4. DATE Month Day Yeor
ype or print . OF
Abbie E.. Goff DEATH February— —I9 59
5. SEX i 6. COLOR OR RACE| 7. mARR:ED@ nfsven maRRIED[ ] 8. DATE OF BIRTH 9. AGE (In years JF UNDER 1 YEAR| IF UNDER 24 HRS:
. last bir ths [TL‘ Hours Win.
female white wooweo[]  oivorceo()| June~29&I875 831y l !
10a. WSUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS CR 11. BIRTHPLACE (City and state ar country) f 12. CITIZEN QF WHAT COUNTRY?
duripg mest of working Life, even if retired) INDUSTRY L. s
Housewife housewife Lawrence County Ohio U,.S.A,
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. HAME OF HUSBAND OR WIFE
N Burl Brumfield Margaret Massey 8,C,. Goff
; 15 WAS DECEASED EVER IN L), 5, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
= a3, no, ar unknqwn)| {If yes, give war ar dotes of servics) -
z| ko " 8hE S.C.0off Grant City Missouri
o 18. CAUSE OF DEATH (Emm only one cause per line for {a}, (b}, and {¢).) INTERYAL BETWEEN
33 PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
s IMMEDIATE CAUSE (o) ﬁQéLLLAi?L,EL_K el Py AP LA
@
= . -
w Condirions, if any, . DUE TO (8) . /= P& 24 Euﬁ:é;m_z:ﬁéﬁdﬂﬁéj&_z&%
- which gave rise to
- above cavse {o), }
4 i h der- . - -
A B Iving cavee test. 3 DUE TQ () 7, Z L8 .y ELAPE
- 2] = PART !l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terming] diseass condition given In PART | {0} = 19. WAS AUTOPSY
L b 33 PERFORMED? _
I S <X ves{] NO[N I
E. x 21 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1) of item 18.}
3 <I° d O d
5 Z4<
v j U] 2c¢. TIME OF How Month, Day, Year
2 m a INJURY  am.
‘:..“ : E3 p.m.
€ % 20d. INJURY OCCURRED 2e. PLACE OF INJURY {e.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY " STATE
T ow WHILE ATD NOT WHILE O farm, factory, street, office bldg., etc.)
2 g WORK AT WORK
E 21. | artended the deceased fromt 22%’&@& 2: /&54 to A4S /2 %" 27 57 and last luw: alive on [EEQ.ZS :2 pir ir’ <>
H Death occurred ot L7 3 2« monthe d_a!e stated above; and to the best of my knowledge, from the causes stafed.
§ 22e. SIGNATURE ﬁw tithe) 22b. ADDRESS - 22¢c. DATE SIGNED
Q9 v &\
- - - Y d
< 91.// A b 6%-';’#/& Al C A o /Mz) 2 o=, b?f/-
23a. BURIAL, C{EMATION 35 DATE 23¢. NAKE OF CEMETERY OR CREMATORY 23d. LOGATION (City, town, or courty) {State)

RE AL {Specify}

I

= Loney Crove Cemeteryllinrth County Missourd

24, F ER DIRECTO ADDRESS 25. DATE RECD, BY LOCAT. REG. 25. R TRAR'S SIGR'ATURE
, Fad 26 1959 m’

(Ll:mgdﬁﬁclw'u‘%!u!mm on Reverss Side)

N




STATEMENT BY LICENSED EMBALMER

I hereby certify-shat.the body whose name is recotrded on the reverse side of this certificate was embalmed

by me, or by ........... O T UU ORI ., Student Embalmer No..............cceeus

: A -
working under my Personal supervision.

StUdENE «eeveiniiirr et crrn e rrn e esananes Signed ........
Signature of Student Embalmer

Licensed Embaime No%&z//
P. O. Address)%—fmz:.. AN

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.




