JRI DIVISION 'OF"HE%EEH—STANDARD CERTIFICATE OF DEATH ZE 0—012’73'7

FILED VS MAR 1 7 2 27?8 STATE FILE NUMBER
NDED Registration District Now e oo imicmmee__ Primary Registration District No. ___________...__ Reglstrar's A% S LY
|
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before
8. COUNTY a. STATE Missou:rib'. COUNTY Dent admission)
b. Cé'l"aY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b [ CCI;EI' Inside Limits
TowN 5%, Louis, Mo, TOWN Salen Yes [ No fg
c. FULL NAME OF {If NOT In hospital, give lecation) Inside Limits d. STREET {If cutside, give location) Reside on Farm
HOSPITAL OR . R ADDRESS
InsTTuTioN Migsouri Baptist Hospital YTk NeD ———— Yo Ne [
3. NAME OF DECEASED First Middle Last 4. DATE Menth Day Year
{Type or print) OF
Oweda Pansey Houserman OEAM  March 7, 1960
5. SEX 6. COLOR OR RACE 7. Morried Mever Marriad [] |8. DATE OF BIRTH | 7- AGE (last birthday) | IF UNhDER 1 YEAR :: UNDER 24 HR
Wid Di d Months | Days ours I Min.
Female White Idow woreed 018 /23 /1913 | 16 |
1Qa. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY|[ 1%. BIRTHPLACE (City and state or country] | 12. CITIZEN OF WHAT COUNTRY
during tof working life, even If retired)
Houséwife At Home Lawrence Co. Kentucky U.S.A.
13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Thomas_Spears Delores Huﬁhg 5 Raymond
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NQ. |17, INFORMANT d Address
{Yes, no, gf unknown) | {If iva war or dates of service)
Rgurom O REY, 299-10-75L5 |Raymond Houserman, Salem, Missouri.
= 18. CAUSE OF DEATH (Enter only one cause per line for'{a), {b), and.{c INTERVAL BETWEEN
z PART I. DEATH WAS CAUSED ‘malnutyition ONSET AND DEATH
-
g IMMEDIATE CAUSE :-)
g 2 arcinoma arising from colon <3’ 1:@'
[ Conditions, if any, DUE 1O (b} LWM & "W-/n ml. g
wbP::h gave riu(ti: C,M
above cause (a), —
siating the undar- / 53 g
lying ceusa last. DUE TO {c)
z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related 1o the terminal PART 11t If decesssd was female was
8 disease condition given in PART | {a) there s pregnancy in last 90 days.
;’ l O Yes l B no I O Unknown
E 19. WAS AUTOPSY [ 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Ul of item 18.)
[+ PERFORMED? ] [m] O
o YEST] NOX
& | 70c. TIME OF  Hour  Month, Day, Year
a INJURY s.m.
g p-m.
20d. \NJURY CCCURRED 2Ce, PLACE OF INJURY (e.g., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J furm factory, strael, office bldg., etc.}
NOT WHILE AT WORK [J ) 2
21. | attended the d d ‘rnMM / 4 5 ‘! M_M_Lu_ﬁnplnf saw :I-e':‘alivu an /" i L'TJZ’ / g //" o
Death oc/ud')n’ B 3 30 PM m en the date stated sbove, and to the best of my knowledge, from 1he cavies srated.
. 272, SIGNAT oe or title) 22b. ADDRESS 22c. DATE SIGNED
e " rt. ho MsD. i . 44
= e, -2 . 2 4.
i Z3a. BUEIAL,'eﬁEMATlON’ Zib. DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, of county} (State}
fa] EMOVAL ify)
z emova 3-8—60 Local Salem, Missouri,
< | 74 FONERAL DIRECTOR ADDRESS 25, ﬁﬁﬁscg oY lﬁgﬁEG. 2. %WW ,7
> .
@ | Albert H. Hoppe Inc.,4700 Washington, Bljd. 2.
(Licensed Embalmer's Statement on Reverse Side) : ;’ N \ﬁ_j .
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STATEMENT BY LICENSED EMBALMER

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

or by

wy
N

Student Embalmer No.

working under my personal supervision.

Student Signed_.___~

-r

. Mna

Signature of Student Embalmer

‘Nofe:
with, the above constitutes grounds for revocation of I:cense)
*-If embalmed by "a STUDENT, he also shail sagn in his OQWN handwrmng
If this body is not embglu_’ned fact should be so stated above. \
- ! : » - c‘ - . . t -

The above” MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.

~

W
Licensed Embalmer No, I 7(7/2

P. Q. Address&&/‘ﬁ_"-—'

{Failure to co

- T




