VISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

RI DI -6 |

FILED VS FEB 2 1960

—60-004309

—_— - STATE FILE NUMBER
DED Registration District No. / ‘}-L ,/ Primary Registration District No. __Q_Q_aé___kegimnr‘: No. ___Z_.-_S._____-___

1. PLACE OF DEATHM 2. USUAL RESIDENCE (Where deceased lived. | institution: Residence before
o, COUNTY a. STATE . COUNTY admission)
HOWET T, MT SSOURT HOVIET.T,

b. CCI)TRY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CCI>TRY inside Limits
TOWN TOWN Y N
WEST DL ATHS 30 vrs,, WEST PLATIS aQ N
c. FULL NAME OF {If NOT in Rospital,/give location) =T intide Limits? d. STREET TIF cutsids, give location} Reside on Farm
HOSSP;TA}LOOR v No O3 ADDRESS v N
INSTITUTION
X X M S+ SUBURBS =0 g
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print} OF
HARVEY HARDEN BELL., DEATH

DOCUMENT

BY AFFIDAVIT OF

1-13-60

during most of working life, even if retired)

retired farmer x

donglas ¢

MO o

5. SEX 6. COLOR OR RACE 7. Married [1 Never Married [ |B. DATE OF BIRTH | - AGE {ast birthday) | IF UNDER | YEAR _IF UNDER 24 HR
w WEdnw«E}? Divorced (O 1 2_1 ,% 1881 77 Months Days Hours Min.
T0a. USUAL OCCUPATION (Giva kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stafo of country) | 12. CITIZEN OF WHAT COUNTRY

A

13a, FATHER'S NAME

T k=]

X
13b. MOTHER'S MAIDEN NAME

14 NAME OF HUSBAND OR WIFE

ANCOET TN «TAD'FT‘I\T h'd
WAY DECEASED EVER IN U.5. ARMED FORCES? 16. SCUIAL SECORTIY " INFORMANT il Address il
(Yes, no, or unknown}{ (If yes, give v;arr or dates of service) Y—ES ARTHT}R :QELL , PIEST PLAI 1;:—S . {0

PART ). DEATH WAS CAUSED B

IMMEDIATE CAUSE {a)

Conditions, if any, DUE TO (b}

h'd
18, “CAUSE OF DEATH (Entsr only bne cause per line for {a), (b), and {c).

.
1S

o Liver

INTERVAL BETWEEN

ONSET AND DE.‘\'I'EE

which gave rize to
abave cause {a),
atating the under-

lying cayse last. DUE TO k)

PART II.

O Hr7e

AR 7E 870 SCleedts;

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal

disessq condition gjven in PART J (a)
cR /oSt/lAaS‘/: @

PART Wi, If

deceased was
there 3 pregnancy in last 90 days.

fernale  was

19. WAS AUTOPSY 5UICIDE
PERFORMED?

YEST1 NOO

20a. ACCIDENT

HOMICIDE
a

20b. DESCRIBE HOW INJURY OCCURRED. (Enter natule of injury

’?Yes | O No

I O Unknown

T 1 or PART It of irem 18.)

20c. TIME OF
INJURY

Month, Day, Year

PR

Heul
a.m.
p.m.

MEDICAL CERTIFICATION

INJURY OCCURRED
WHILE AT WORK [
NOT WHILE AT WORK []

20d.

20e. PLACE OF INJURY (e.g., in or about home,
farm, factory, street, office bldg., etc.}

————

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

| attended the deceased fram

21

lO 00 PIV’

Death occurred at

A Il D,

EMATION, [23b. DATE ¥

1-16=-60

Eac!NA/KE OF
OQAK T, ALY

}E. ACJORESS

Z3

M _A_Mnd last sow m’l‘hw o“—#’&éa——

m on the date stated above, &nd 1o the best 3f my knowledge, from the causes stated.

s

ERY OR CREMATORY

24. FOLRRAL DIRECTOR ADDRESS

25. DATE RECD, BY LOCAL REG.

/-

246 . 4o

23d, LOCATION'(

ity, tofvn, or county)

22c. DATE SIGNED

/—

[State}

1 -u-
GNMBRE
% éoa %

RO'RF’R‘T‘.QOPT.Q7 VEST PIATVE

10

{Licenzed Embalmer's Statement on Reverse Side}



S . - v s

STATEMENT BY LICENSED EMBALMER

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

or by O
4 Y, . * . .la . . .

. P
working under my personal supervision.

Student
Signature of Student Embalmer
-
. N Licensed Embalmgr No.;—
-, - ) oo ., . 8- v oa P. O. Address d‘— S
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to cd

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.




