RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

59-028544

.ElLED VS SEP 2 1959 STATE FILE NUMBER
IDED Registration District No. _________ﬂa-____--.Primary Registration District No 3_2:_-5:___Regurrar s No. __-3,3 __________
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where daceased lived. If institution: Residence,before
a. COUNTY a. STATE b. COU admission)
AawWFoRD Nissouri 8 e awrEeen 7
b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY £ In‘ljde Limits
TOWN — g TOWN Y No =
Mo A Y LS . Cay ASHLE =0 Mo
<. FULL NAME OF (1f NOT in hospital, give location) #inside Limits d. STREET {Iif cutside, give location} Reside on Farm
et RS -
ON s Y
2% M. £~ STEGLYeeE,TNoD. ° 1% MY - STEELV)e L&, Mo . | ™ B ™D
3. NMAME OF DECEASED First Middle Last 4. DATE Month Day Year

DOCUMENT

BY AFFIDAVIT OF

(Type or prin)

Dorag

Zsancie LAMBERT

OF
DEATH ﬁué—, ,9 - /95"

?

9. AGE (last birthday} | IF UNDER 1 YEAR

IF UNDER 24 HR

5. SEX 6. COLOR OR RACE 7. Married []  Never Married [#]8. DATE OF BIRTH
Widowed [ Divorced [] - Manths Days Hours Min.
FeEmpte WHITE 2-9-1877| 9o
E0a. 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

during most of working life, aven if ratired)
—_—

———

O&RWFoﬁLDC U. S.A4.

13a. FATHER'S NAME

\) oOMNN €
15. WAS DECEASED EVE
{Yes, no, o, unknown}| (I

MEDICAL CERTIFICATION

13b. MOTHER'S MAIDEN NAME

0O
14 NAME OF HUSBAND OR WIFE

viamepee |Corveun DoBkiNsg —
.5, ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
yes, give war or dates of service) 0
Ll & wiefap.n LamaceT-STeecd e, Y0,
AUSE OF DEATH (Enter only one cause per line for (a), [b), and (c). INTERVAL BETWEEN

PART {. DEATH WAS CAUSED BY:

{MMEDIATE CAUSE (2)

QNSET AND DEATH

DUE TO (b]@ DA Q,

Conditions, if any,

g'l'gm_n.g) - {

h-\

O&QM‘Q_')

which gave rise to
above cause (a),
stating the under-
lying cause last.

DUE TO (¢} M Q—U.& G——Q&Odé;-t

WL gu.m\u:& hs ek

PART tl. QTHER SIGNIFICANT CONDITIONS €
disease condition given in PART 1 (a)

TRIBUTING TO DEATH but not related 1o the terminal

PART 11, 1f  deceased

was  female wax

there a pregnancy in last 90 days.

ID Yes I Ml ] Unkpown

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injufy in PART | or PART Il of item 18.)
PERFORMED? [m] [m] q_ :
YES(D NO _ Q.Q_Q [T LN
20c. TIME OF Hou Month, Day, Year y
INJURY am. -
p-m.

20d. INJURY QCCURRED
WHILE AT WORK []
NOQT WHILE AT WORK [J

20e. PLACE QF INJURY (e.g., in or shout home,

fxm, factary, street, office bidg., etc.)

COUNTY

® nawrgpnd

20f. CITY, TOWN, OR LOCATION

Twag,

STATE
(=)

_M—and last saw hlm alive o

k=

(‘C{%u:trm.o

S‘t’gw Mo

.21, | attended the deceased frol ’\M%Fu-
Death oczurred at. 21'\ £, m,on the date stated above, and to the best 3 my knowledge, Yram the causes stated.
22.,_ NATURE {Degree or tille) 22b. ADDRESS 22¢, DATE SIGNED

§-22-59

73a. BURIAL, CREMATION, [ 235, DATET 23c. NAME OF CEMETERY OR CREMATORY \[ 244 LCCATION (City, town, or county) (State}
REMOVAL (Specify) . @
oane.  18-21-1959 [Dorxins Cemerery AW EeRD ( fn‘ Mo
24, FUMERAL DIRECTOR ADDRESS 25. DATE RECDZBY LOCAL REG." | 26. REGlsmw
Srecoynes Mo | 9/29/57 m,«/

L
[Licersed Embalmer’s Statement on Reverse Side)
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- o YA La . STATEMENT BY LICENSED~-EMBALMER
] - ‘ ﬁ-‘
| hereby certify that fhe body whose name is recorded on the reverse side of this certificate was embalmed by
t or by Ao Student Embalmer No.
working under my personal supervision. - : ’f’f

Student Signedw
Signature of Student Embalmer

¢

_ , i R Licensed Embalmer No..‘.,/'_é_ék_

o -7 © PO Addresséfm_f_ﬁ,l

- o Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Failure to cor
. T with the above constitutes grounds“for-revocation of license). | o o ‘
If embalmed by a STUDENT, he also shall sign in his OWN handwriting. - o

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

LY
S



