Rl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DED

FILED VS AUG 31 195

Registration District No.

o)

Primary Registration District No. ____3_9__ _;_9.-Regisfnr'l No. ---&-é_{*. ______

59-031146

STATE FILE NUMBER

DOCUMENT

BY AFFIDAVIT OF

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [f institution: Residence before
a. COUNTY Salin a. STATE b. COUNTY . admission)
e Misgouri Saline
b. c{l)IRY (If outside corporate limits, give TOWNSHIP only} Length of stay in 1b [ CO”RY ¥ Inside Limits
"~
TOWN 1rarshall 3 days TOWN 1aprshall Yo O N
<. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET (If outside, give location) Reside on Farm
INSTTUTION Yes[} NoO) ADDRESS U E 17 Yergl No O
es o
Fitzgibbon Hosp. e arshall gl N
3. NAME OF DECEASED Firss Middle Last 4. DATE Month Day Year
{Type or print} . . DgAFTH
VARGUERITE KEEHART DESIIOND August 22, 1959
5. SEX 6. COLOR OR RACE 7. Merried [ Nover Married [ [8. DATE OF BIRTH | 9- AGE (last birthday) | IF U’:'hDER 1DYEAR IF UNDER 24 HR
. Widowed Divorced [} Months aYs Hours Min.,
Female White 2=5=-1899
10a. 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
mo:! of warbfnélufe, aven if retired)
Home Saline Co,. llo. USA

(Yes, no, or unknawn)

13a. FATHER 5 NAME

Henry Kecehart

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

0

(if yes, give war or dates of service)

Nao

MEDICAL CERTIFICATION

PART 1.

Conditions, if any,
which gave rise to
sbove cause (a),
stating the under-
lying cause

18. CAUSE OF DEATH (Enter only one cause per |ine for (a

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

last.

DUE TO (b}

ot 101, M ,m/

(b

E3b. MOTHER'S MALDEN NAME

Caroline VW
16, SOCIAL SECURITY NO.

497-42-5507

B, and ().

USBAND OR WIFE

14. NAME OF H

Deceaged
17. INFORMANT Address
Dennis L, Desmond 14 llarshall

INTERVAL BETWEEN

ONSET_AND :DEATZ
rg

PART Ik

20a. ACCIDENT
]

ICIDE

HOMICIDE

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the te
easa :onditic‘:n given in PART | (a)

LY ll#] " e L
20 DESCRIBE HOW TJTRY OCCURRED AR el ol

PART 11l If deceased was female was
there s pregnancy in last 90 days.

7 [D Yes No O Unknown
in PART | or PART M of item 18.)

21,

| attended the deceased fro

Death occurred at.

- AT

P

Ly

pA -~

——
20c. TIME OF _Houl ~ Month, Day, Year |

INJURY a.m, S

B

20d. INJURY OCCURRED 00, PLACE OF INJURY (2.9, in or abou! homa, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT WORK farm, factary, street, office bidg., eic.)

I~ [ E——— e
NOT WHILE AT WORK e ————" —
—= -

and last saw L‘kliu o

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

5

Sweeney-neser Funeral Home liarshall

<

222, 51 ?UR / :;ee -] 22b, ADDRESS 22c. DATE SIGNED
(.‘” v 4 4 larshall, lissouri Y 41777754
235, BURIALY 23b, DA 23c, NEME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Statey’ 7
REMOVALLSpacify) . e .
burial 8-24-1959 Ridge Park Cemetery arshall, liiagouri
24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

= 2,4 59

26. REGISTRAR'S S%&AF?E S
ﬁ . D

{Licensed Embalmer’s Statement on Reverse Side)




8
By ¢ 03g

STATEMENT BY LICENSED EMBALMER

! hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by

Student Embalmer No.

or by

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No.

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to cti

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.

LIS X Y




