RI DIVISION OF HEALTH ~ STANDARD CERTIFICATE OF DEATH Z60-002193
F “—ED VS«EEﬁn I?izicrsso.__.-_.l.!s.-_é-_-_)’flmary Registration District No, _is..?..zaegimar'l Neo. ___--.fl__‘_'é_-___ STATE FILE NUMBER

DED

2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before

" a COUNTY ’J’H S /& £ ,e —_ > SATE 550 L@ b CONTY ﬁ | S PLFE wiminsion)

b. CITY (If outside corporate limits, give TOWNSHIP anly) Length of stay in 1b <. CITY Inside Limits

TOWN . B 00S5 . TOWN (/0 /OL/ /l/ Yes [ No DO

c. FULL NAME OV in hespital, give location, ,' Inside Limits d. STREET {If outside, give lotation) Reside on Farm
HOSPITAL OR ADDRESS

INSTITUTION/ o2 Pt X , Yes [ No| /S 2 Z 0/5"/'0 Yes [1 No [R

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year

(Type or print) EA . (pé, SO Ve ng Wgﬂ/ <5 e ?é Fj

9. AGE (last birthday) |IF UNDER 1 YEAR | iF UNDER 24 HR
Months | Days Hours I Min,

5. SEX 6, COLOR OR RACE 7. Married [] Naver Married [1 [8. DATE OF BIRTH

E EWIQ L= M‘# /- '_r£-‘ Widowed KT Divorced [ ;W/£7z g‘?

10a. USUAL CCCUPATION {Give kind of work done [ 10b. KIND OF BUSINESS OR INDUSTRY|[ 11. BIRTHPLACE (City and 1tate or country) | 12, CITIZEN OF WHAT COUNTRY
IEEIE R ST K A\ Dpmss T LA WRENC E BN 2 S, A,

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

W FVANS NEL N E SCHOCKLEY |18 A FeRAesor pecenses)

15, WAS DECEASED EVER IN U.5, ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address

(Yes, nex opgrggronm |7 swa give war ox dates of servien RS, GEORGE MIALER, ToPLiN, /1,

18. CAUSE OF DEATH (Enter only one cause per lime for (e}, (b}, and lc), INTERVAL BETWEEN
PART {. DRATH WAS CAUSED B {OINSET AND DEATH

IMMEDIATE CAUSE ) Circulatory Failure 1l Davy

ey

~DOCUMENT

Conditions, iFany, mEeTo® JInanition and Debilitation 5 Months
welkich gave rime o
ahowve cauie (3},

i th nder- . »
T e ]  Duetot Arteriosclerosis Unknown

FRAT 1. OTHER' SIGRIFICATE CONDITIONS CONTRIBUTING T3 DEATH but not related fo the fermina¥l | PARL GF. B decessed was  femals  wm |,

disease conditian givan in PART |. (a) ; there a pregnancy in last 90 days. |

None ‘ FEF Yes l 3 Mo l O Unknown

19. WAS AUTOPSY | 20a. ACCIDENYT SUICIDE  HOMICIDE 20b. DESCRIBE: HOW INJURY OCCURRED. (Enter nature-of tnjury in PART | or PARE It of item 18.)
PERFORMED? 0: (i ([l .

YES (0 NO&i None None

20c. TIME OF Hiner Month, Day;, Yaar: i

INJURY [T, 8 b

Fm-_ None ! ;

20d. INJURY OCCURRED 20e. PLACE:CF INJURY {eiq;, in or about heme,, [;20F. CITY,. TOWM, OR LOCATION COUNTY STATE H

WHILE AT WORK ] farm;, fictory, strest, office bldg., eic.) i
NOT WHILE:AT. WORK (]

21, | ottended the i d from__ 8"19"59 to. 1] -H=59 and last uwﬁ&alivﬂ-nn 11-5"59

7 — '
3 / /5 j P m on the date-stated above, and to the best of my knowledge, from the causes stated. i

" MEDICAL CERTIFICATION

! Desth octurred! =t
3

. SIGNAT! {Degres: or title} - 22b:. ADDRESS
2.3 e Cﬂ/ 211 West 20th St.,
; D.0. Joplin, Missouri. 1-27-60
} "7, BURIAL”}’&TION 23b. DAAE 23: NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) (Srun)

ia
25 Tan /P weBs8 CrTy eem, | HMLEBE LTy

B/
e ADDRESS 75. DATE RECD. BY LOCAL REG. |26, REGISTRAR'S sscuarunz }
Din d:,mé ;9 ,

%54 FUNERAL DIRECTOR
icensed Embalmer’s Statemant.on Reverse Side)

2¢. DATE SIGNED *

OF
—

B AFEDAVIT




STATEMENT BY LICENSED EMBALMER

i
I
l
i

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

ot by Student Embalmer No._____ |

working under my personal supervision. [é&t
Student Signed ) ';) %

Signature of Student Embalmer

Licensed Embalmer No. é_ —
. P. 0. Address chﬂ&t
V4

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDW@. (Failure to cor
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.




