I DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

”-ED VSRWAMEEMI D!;n!ngsa% 2_’.6 _____ -_Primary Registration District No. 4#_8_0.3.91:"“ s No. / _é________.._-

60—-0138

STATE FILE NUMBER

DOCUMENT

BY AFFIDAVIT OF

1. PLACE OF DEATH L 2. USUAL RESIDENCE (thrc decensed lived. [f institution: Residence before
a. COUNTY ™ Schuyler a. 5TATE  Dip b. COUNTY Schuyler‘ admission)
b. (:W':f (If ouvtside corporate limits, give TOWNSHIP only} Length of stay in 1b €. COI;Y Inside Limits
wwn  Greentop ko rowy Lancaster Mo Ycaﬁ No O
<. FULL NAME OF {If NOT in hospital, give location} Inside Limits d. STREET {1f outside, give location) Reside on Farm
HOSFPITAL O ADDRESS
INSTITUTION. Greentop Nursing Home an‘ No ] Yes [J Noﬂ
3. NAME OF DECEASED Fj » Mi . 4 4. DATE Month D. ¥
{Type o print) idm ‘ Wl-’jz Watk lYi s gt ay ™
/ . . DEATH 3 I 9&
5. SEX 7. Married Never Married [] IF_UNDER 1 YEAR _IF UNDER 24 HR

6. COL(?.I} OR RACE
’ ‘rl

M

Widowed

Divorced [J

S PETE 2]

%E (Ialghgﬁ\davl

Months

Pays-

Hewrs Min,

10a. USUAL OCCUPATION {Give kind of work done
during most of warking life, aven if retired)
armer

10b. KIND OF BUSINESS OR INDUSTRY
Farmer ’

,

1. BIRTH LACE (,iry cnd smu or ¢country)

l2.lj:ﬂ
L]

é;r-l % WHAT COUNTRY
L ]

13a. FATHER'S NAME

Gonrpe W Hatkins

13b. MOTHER'S MAIDEN NAME

Tabitha Sear(:?'

ix. ‘NAME GF F

USBAND OR W|FE

Mary K. ‘WELKIAS

15. WAS DECEASED EVER IN U.S. ARMED FORCES?

16, SOCIAL SECURITY NO,

INFORMANT

Address

{Yes, no, or unknown)] (If yes, give war or dates of service) 1\10 ‘Ill son Tfat klns Lanc ast er Mo
18. CAVUSE OF DEATH (Enter only ane cause per line fofr (8}, {b), and (c}. ’ INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: OgET AND DEATH
IMMEDIATE CAUSE (a} b 7o .
" -
Conditions, if any, DUE TO (b} JM“ A 3 ml

which gave rise 1o
sbove cause (a),
stating the under-
lying cause last.

DUE TO {c)

/M

3;%4.

PART 1. dOTHER SIGNIE

T 1 (a)

NT CONDITIONS CONTRIBUTING TO DEATH but not related fo the rerminal

PART Iil. If

deceased way¥ female

Wy

there & pregnancy in [sst 90 days.

IDY:: I 0O Ne

I O Unknown

MEDICAL CERTIFICATION

WHILE AT WORK []
NOT WHILE AT WORK []

farm, Icclory, streed, of!ica bldg., etc.)

£

/I

19. WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18,)
PERFORMED? 0 m} O
YES{O NOJ
20c. TIME OF Hou Month, Day, Year
INJURY am.
p.m.
20d, INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

7/15'/-5'_}‘

?Ql[

21. | artended the deceased from

Death occurred  at.

nd la3t saw i alwe on ?/J ’/‘_ﬂ_

5— ["P m on the date stated sbove, and to the best o%ny knowledge, from the causes stated.

-

I

A,

22

DRESS

oz

-

by Ao,

W feo

-éa BURIAL, OREMATION, | 23b. DATE Z3c. NAME OF CEME'I’ERY OR CREMATORYT 23d. -Locmloullc;:f town, or county} (Stale)
REMOVAL (Specify) ~
Juri i 2 /91-’0 Glenwood I,0.G.0. Glenwood Mo
24. FUNERAL DIRECTOR DRESS 25. DATE RECD. BY LOCAL REG.
orman Lancas er Lo

Y 21940

[Licensed Embaimer’s Sf‘emem an RmtEJe]

:ZISTRAR S SIGNATURE 2 é ;




4 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- Student Embalmer No.

. working under my personal supervision.

Student_. Signe
Signature of Student Embalmer

M . -Note: The above MUST BE SIGNED BY -THE I.ICENSED EMBALMER in his OWN HANDWRITING. (Failure to com
’ 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.

4




