JRI. N OF HEALTH — STANDARD CERTIFICATE OF DEATH -0

1007 STATE FILE NUMBER
NDED Registration District No. _______Z_____________Primary Regittration District No, .22 2 T b . _Registrar’s No, =ML 0
1 7. PLACE OF DEATH Z. USUAL RESIDENCE [Where deceased lived, If insfitution: Residepte before
| a. county Buichanan o. STATEM ] 9 gourds couny DeKaldb /émanion)
b. Cél;f (If outside corporate limits, givea TOWNSHIF only} Length of stay in 1b <. C(}.LY Inside Limits
wwn3St,Josenh lday own  Maysville Yas 0 No K
¢, FULL NAME OF (1f NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
wstiution Mo ,Meth ,Hosp, Yes [X No J Yes [ No O
kR (FTIAME OF DE)CEASED First Middle Last 4, DOAFTE Month Day Yaar
Ype or print, i
LAWRENCE RAY COFFEY peath Sept, 28, 1959
5. SEX 6. COLOR OR RACE 7. Married [J  Mever Married JXl 18. DATE OF BIRTH | 9- AGE (last birthday) } IF UNDER | YEAR IF UNDER 24 HR
. I i Months Days Hours Min.
male Whlte Widowed [J Divarced [ 10/15/1 9259 19
10a. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT CQUNTRY
duri 1 of king life, if retired z
uri gmosmoeiv.ur ing life, even if retired) faI‘m S&V&nnah,MlSSO'llri U.S .A .
13a. FATHER'S NAME 13b. MOTHER'S M:\lDEN NAME 14, NAME OF HUSBAND OR WIFE
Austin Coffey Mar Jorie Brunk ———
15, WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO, 17. INFORMANT Address
: {Yes, noﬁ:rounknown)l {1f ves, give war or dates of service) known Austin Coff ey, M:aySVille y Mo .
Y- 4 18. CAUSE OF DEATH (Enter only one cause per line for {a}, (b}, and (c). INTERVAL BETWEEN
E‘ PART 1. DEATH WAS CALSED BY: Cr io cer ebral tra a severe OIS Té.‘\ND DEATH
4 IMMEDIATE CAUSE (a] anio- uma-~ J
U~
|2 Conditions, if any, DUE TO (b}
k which gave rise 1o
h above cause (a),
stating the under-
lying cause last. DUE TO (e}
z PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 111, If deceased was female was
g disease condition given in PART I {a) there s pregnancy in last 90 days.
§ ll:] Yes I ] Ne I O Unknown
:5 19. WAS AUTOPSY 208. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
o= PERFORMED? a a 0 .
% yesO Nog Auto accident
| % 20c. TIME OF Hou Month, Day, Year
| =" |NJURY a.m.
| »m 9_27-185 0344
: 20d. INJURY OCCURREDD 20e. ?lACE{OF INJURY (U.gf:f" in :I:iabouf l;ome, 204. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK ar actory, sireet, office 9., et s r -
ﬁ NOT WHILE AT WORK 2 Hi é’hway 3 mi,VW,laysville DMNeKald Lo,
+ O O30y 20 0
10 8/27/09 J7 28709 = 978709
o) 21, | attended the deceased from. ~ 45 to and last saw i alive on
i-q Death occurred at 12 - & m on the date stated above, and to the best f my knowledge, from the causes stated.
B m 22 NATURE {Degree oy title} 22b. ADDRESS 22c. DATE SIGNED
ele g ‘ 902 Edmond,St.Joseph,lio, ]9/28/59
z 23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} (State)
fa] REMOVAL (Specify) - re -
T remova 9/28/1959 Laysville Missouri
< 1124. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE
- - 1 -
5| “eaton-Bowman St.Joseph, 0l DA § /559 | PttaCleto o

{Licensed Embalmar’s Staternent on Reverse Side)




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by |
Student Embalmer No.

or by
working under my personal supervision.
.
Student Signed
Signature of Student Embalmer
Licensed Embalmer No._ € 2§

p. O. Address.

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

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 sc stated above.




