RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 59-038'7'79
F”'FD Mﬁnr” a:\é lr §NL959_________‘_ -__.Prlmary Registration District No. _2_0_29_-__Reglsrrar ‘s No. --.3.-.3__7_____ STATE FILE NUMBER

NDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residencs before
a. COUNTY ADATR a. STAY: TOWA b. COUNTY JEFFERSON admission)
. b. C(;TRY (1 outside corporate limits, give TOWNSHIP only) Length of stay in 1b 3 C‘;';Y Inside Limits
‘ TOWN K TRKSVILLE rown FAIRFIELD Yes G fo O
€. FULL NAME OF {If NOT in hosplital, give lecation) Inside Limits d. STREET {If cytside, give location) Reside on Farm
HOSPITAL O ADDRESS
INsTITUTIoN LAUGHLIN HOSPITATL & CLINIC|ved1 NoDd Yes O No B
3. NAME OF DECEASED First Middla Last 4. DATE Cay Yaar
.‘ (Type or print) MA.E B. MORRISON DEATH NOVE}&BER 12’, 1959
5. SEX 6. COLOR OR RACE 7. Married é._ Never Married [ |8. DATE OF BIRTH 9. AGE (last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
FEMALE WHITE Widowed [J Divorced (] 1} f 70 Months |  Days Howrs Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or ¢ountry) | 12. CITIZEN OF WHAT COUNTRY
MiB LG PuRbry o n 1 e "MISSOURT U.S.A.
t3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
BEN TRON MINNIE BELL JONES BERT W, MORRISON
I.':_. WAS DECEASED EVER IN U.5, ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
(Y:s,ﬁbor unknown)l {If yes, give war or dates of sarvice) BERT W. MORRISON
[ . 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (c). INTERVAL BETWEEN
E PART I. DEATH WAS CAUSED BY: !/ % N — # OMNSET AND DEATH
2t | IMMEDIATE CAUSE (2) / A trorr Ao .06' Brh A tro~r -—_
g (UinzsPRaao  Metsststie 40ldsr
Q Conditions, if any, DUE TO {b) NZ s A0 44 S [ EEL™ {4 /
which gove rise to
above r.l:l.rle d(a), ; a)
stating the wunder-
Iyinlg cnumu {ast. DUE TQ (c)cy_s 440&# %4’KCI 24 WA &= 00 /2'7 A‘y /qS—
r4 PART (1. OTHER SIGNIFICANT COND"IONS CONTRIBUTING TO DEATH but not related to the ferminal PART 1. If deceased was female was
g disease conditian given in PART | {a} there a pregnancy in last 90 days.
«; ID Yes i 0O Ne I O Unknown
E 19. WAS AUTCPSY 20a. ACCIDENT  SVICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item I8.)
] PERFORME a O O
U YES [0 NG
S 20c¢, TIME OF Hou Month, Day, Year |
a INJURY . am.
g p.m. _
20d. INJURY OCCURRED 20e, PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, sireet, office bidg., e1c.)
. NOT WHILE AT WORK ]
21. | attended the deceased irom_z_wo fﬂu_%[ last sawm slive OM
w occurred at [4 \9. (QS‘ A m on the date ’nated sbove, and to the best >f my knowledge, from the cauvses stated.
e 772, JENATURE {Dparee or ] 225, JADDRESS Zic. DATE SIGNED
2 4% ~
| AAyut Na /" IF/z-5
2 238, BURTAL,"CREMATION, | 23b, DATE a ;a’ {NAME OF CEMETERY OR CREMATORY 23d. LOCATION {Cit§? town, or county) (State)
a VAL [Specify)
2| REMSVAE™ g-19¢] q: ‘] FELL CEMETERY LIBERTYVILLE, IOWA
< | i FonERAL DIREGIOR 3 25. DATE RECD. BY LOCAL REG. ™\ REGISTRAR'S SIGNATURE
>
@ W-t1R-195F

Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

o Xe ‘3(\"#/“(#07}97 -rae/j

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

or by , Student Embalmer No.________

working under my personal supervision. %/8 Zp
Student Signed W

Signature of Student Embalmer

Licensed Embalmer No. 2— /

P. O. Addre 4

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure 1o com
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

I°this body is not embalmed, fact should be so stated above. | . .

.

’




