JRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH b

59-027923

DVSAUG 5 195 STATE FILE NUMBER
NDED F”'E Registration District No. ____3__________-.._Prirn|ry Registration District No. __------__622599imn’l No. _____.122-_--___
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceased lived. If institution: Residence before
a. COUNTY a. STATE b. COUNTY admission)
Vernon Missouri Vernon '
b. C(I]TRY {If autside corporate limits, give TOWNSHIP only) Langth of stay in 1b <. CITY Inside Limits
OR
_LWaahinggmn_nghin 1 yr.hj dayq] ™ Bronaugh Yesg] NoD)
c. FULL NAME OF (If NOT in hespital, give location) inside Limits d. STREET M cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION G4 a4e Hospital # 3 Yes {1 No X none Yes [T NoX)
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type ar print) OF
Sallie U, Doores DEATH July 28, 1959
5. SEX 6. COLOR OR RACE 7. Married [I  Never Married i [9. DATE OF BIRTH | 9 AGE {lest birthday) ] IF U':'hDER | YEAR IF UNDER 24 HR
N i H Min,
lea White Widowed (J Divorced [ 1—21-1873 % years qu s ?Yl ours i
[L+:8 USUAL OCCUPATION (Give kind of work done { 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12, CITIZEN OF WHAT COUNTRY
Q mmt of wo mg life, aven if retired}
“Hous none Kentucky 4 U.S.A,
13k, MOTHER'S MAIDEN NAME 14. NAME COF HUSBAND OR WIFE

DOCUMENT

BY AFFIDAVIT OF

13a. FATHER'S NAME

Robert Allen Deores

louise Ferguson

Single

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
{Yes, no, or unknown}] {If yes, give war or dates of service)

16. SOCIAL SECURITY NO.

INFORMANT Address

Adm, papers, State Hospital

17.

# 3,Nevaga

nona
18- CAUSE OF DEATH (Enter only one cause per tine for (a), {k), and (c). INTERVAL BETWEEr
PART ). DEATH WAS CAUSED BY ONSET AND DEATH
IMMEDIATE CAUSE (a) Coronary Vessel Disease Irse
Conditions, If any,}  DUE 1O (b) Atheromatous Sclerosis Trs,
which gave rise 1o
above cause (a),
stating the under-
lying cause lasi. DUE 10 (<)
g PART |I. OTHER SIGNIFICANT COND!T_}ONS CONTRIBUTING TO DEATH but not related to the terminal PART 111, l;‘ deceased was ':emalgeo dwas
= disease condmon guven in PART | (e} there a pregnancy in last ays.
— o
L)
gle ¢ Brain Assoclated With Disturbance of mm&oi.ic [5G ver | O oo | O unkoown
E ™8 Y 20a. ACCIDENT  SUICIDE HONE]CIDE 20bh. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART I or PART I of item 18.)
R ? 0 0
=] YEs ] NO R}
| 20c. TIME OF  Houf Month, Day, Veer |
= INJURY  am.
2 p.m.

20d. INJURY OCCURRED
WHILE AT WORK []
NOT WHILE AT WORK O

20e. PLACE OF INJURY {e.g., in or about home,
farm, factory, street, office bidg., ete.)

20f, CITY, TOWN, OR LOCATION COUNTY

STATE

Death occurred at.

h .
21. | attended the deceased frnm__nh_zh’_ms_L _J;I_ﬂ‘_mszmad last saw hhwe on_l[uJLZL_]&L_

m on the date stated above, and to the best »f my knowledge, from the causes stated.

22b. ADDRESS

State Hospital # 3,Nevada,

'I 22¢, DATE SIGNED

7-28-59

23a. BURIAL, CREMATI £
REMOVAL {Specify)
burial
24, FUNERAL DIRECTOR

Missoird

ale OF ShMETERY OR CREMATORY

Bro

23d. LOCATION (City, town, or caunty)

{5tate)

navgh, Missouri
. IHTRAR'S SIGNATUR

S A

Ferry Funeral Home, Nevada,

—
(Licensed Embalmer’s Statement on Reverse Sid




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by 1

or by — ' _ i i Student Embalmer No.

working under my personal supervision.
Student Signed__ 2 9/@%
Signature of Student Embalmer

Licensed Embalmer No

: ’ ) ) Address_,M,_

¢ .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to corm
+ with the above constitutes grounds for revocation of license). '

If embalmed by a STUDENT, he also shall sign in his @WWN handwriting. .

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




