URI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH QA 06
FILED.VS.DEC - 2195-91 59—-0395

Registration District No. ______

STATE FILE NUMBER
_a'_:g____.Pr-mary Registratian District No. -:S.Q.g.?l-----kegisrrnf'l No. Qb L

AENDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If iratitution: Rasidence bafore
a. COUNTY Dent I‘Ii gglsuri bi)(éﬂ‘{f‘/ admission}
b. CITY (if outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits
own  Salem years own  Salem Yer CXNe 00
: [ ;{Lg.sLP“I‘\ATEogF (If NOT in hospital, glve location) Inside Limits d. ASI.;EEEEETSS {If cutside, give location) Reside on Farm
msrunion - @t home Yes [X Na (] Bast 3rd Yes 0 NXDOI
' 3. MAME OF DECEASED First Middle Last 4. DATE Month Day Yeaar
{Type or prin Earl - Conaway vtan  Nov 24 1959
. 5. SEX 6. COLOR OR RACE 7. Married [3r Never Married [J 18. DATE OF BIRTH | 9 AGE Uast birthday) [IF UNDER 1 YEAR | IF UNDER 24 HR
é male White . Widowed [] Divorced [ 6 _23 -92 6 7 Months | Days Hours Min,
I 10a. USUAL QCCUPATION (Give kind of waork dene | 10b, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during most qf working lifes, even If retired)

Mechanic Auto Dent Co Mo
13a. FATHER'S NAME 13k, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Dr R H Conawav Sarah Shott Pearl Biggs Conaway
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SCOCIAL SECURITY WNO. 17, INFORMANT Address
(Ya;,--_qo or unknown) I (if yes, give &ar or dates of service) MI_‘S Pearl Cona,wa,v S alem MO
d
g 18 CAUSE OF RE‘T“:H (EEK;H"%\TA;"CB;I‘EEBDH fine for {a). (b}, and (c). ‘Carcinoma of stomach with Metas+ l(:d;gg}h:lhairwsm
g IMMEDIATE CAUSE (atase 8 to liver ,Rt. lung and Rt, Bronchus ﬂ' 2" _7/3(
L]
Q
o Conditions, if any, DUE TO (b)
which gove rise to
above cause (a),}
stating the under-
lying cause 1last. DUE TO (¢}
z PART 1i. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQO DEATH but not related to the terminal PART 111, 1f  deceased was female was
g disease coniifiT given in PART I {&) thore a pregnancy in last 90 days.
g Gastric cer, Chronic Arthritis. [T | O %o | O trkoons
E 19. WAS AUTOPSY a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCUKED. {Enter nature of injury in PART | or PART || of item 18.)
g PERFORMED? [m} [m] O (_7 (%
©]__vesg o [} <L U
& | T20c. VIME OF  Howr  Month, Doy, Yeor [
o INJURY a.m.
w P.m. .
=
20d. INJURY OCCURRED . 20e. PLACE OF INJURY {e.g., in or sbout home, | 20f. CITY, TOWN, QB_’LOCATION U COUNTY STATE
© WHILE AT WORK (3 Jarm, foftory, street, office bidg., etc.)
NOT WHILE AT WORK (J '7 f'gé f ; ; E ; i f : E ;’ ;
- 4 2 21, 1 ded the di d fram / / 7 . to, { i hN and las? saw h.uin- slive on { 7
Death occurred .v 1 Q D m on the date stated aéve, and 1o the best of my knowladge, fram the c(auul stated.
- 1S 72a. SIGN ru or title} Z / ZS 226, ?uss [ / / 22c. DAJE 5IG
: J%f'/ A /,( / odp. //10 (/s
< Z3a. BURYAC, CREMATION, | 23b. DAT 23c. NAME OF CEMETERY OR CREMATCRY 23d. LOCATION ([City, town, or county) (Sme) -
[a} REMOVAL fpmfv) .. . /
z 11-27—59 Stonehill Dent €Co Missorui
< 24, FUNERAL DIRECYOR ADDRESS 25. DATE RECD. BY LOCAL REG. {26, REGISTRAR'S SIGNATURE
: la7 [5sa NN 2k 7505 %
s] Spencer Funeral Home Inc [/RT /S g (L. { /4, N3

(Licansed Embalmer’s Statement on Reverse Sid




STATEMENT BY LICENSED EMBALMER

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

or by Student Embaimer No.

working under my personal supervision. @ . J @
Student Signed AASN_ Q MA.& A

Signature of Student Embalmer
L

Licensed Embalmer Ny. A7)
\ \ Y\
P. O. Address._\ ) ¥ )

h

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



