RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
FILED VS APR 2

§1950 |

Ragistration District

Primary Registration District No. _..-Jp_e_e-_llggisfnr'n No. ___!..o_-_é .......

=60-014031

STATE FILE

NUMBER

DED
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before
8. COUNTY Adair a. STATE Mo’ b. COUNTY Adair admission)
b. CITY (If outside corporate limirs, give TOWNSHIP enly) Length of stay in 1b . CCI)LY Inside Limits
TowN KiI‘KSVille Avra rorn  Kiritaville Yes i No O
c. FULL NAME OF {If NOT in hospital, give location) Yrside Limits d:B%E?EEES (M cutside, give location) Reside on Farm
411 S, Osteopathy [ nO 411 S, Osteopathl | @O Mg
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) QF .
James Williagm Duggins oeaTH 1 21 1940
5. SEX 6. COLOR OR RACE 7. MerriedX]  NeJGERADZEX DT a [») 9. AGE (last birfhday) | IF UNDER | YEAR "IF UNDER 24 HR
- i 11§7‘ ﬁ Months Days Hours Min.
Male White
10a. USUAL OCCUPATION {Give kind of work dene | 10b. KIND OF BUSINESS OR INDUSTRY . BIRTHPLACE (City and siate aor country) | 12. CITIZEN OF WHAT COUNTIRY
during_moast of working Ijfe, even if retired) U S
arm employee arming Knox Co Q
13a. FATHER'S NAME 13b. MOTHER'SMAIDEN NAME T4, NAME O OR W IFE
James R, Duggins Elizsbeth Leach Margaret Hivly
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. | 17. INFORMANT Address
(Yes, no, ﬁ,unknown) {If yes, give wnroor dates of service) Margare t H N Du.ggins , Kirk8v1 lle ’MO .

DOCUMENT

BY AFFIDAVIT QOF

MEDICAL CERTIFICATION G.R-os 5

PART |

DEATH WAS CAUSED B
IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH (Enter only one cause pcr line for (a), {b), end {c}.

Co-wmm@«u,&wvo

INTERVAL BETWEEN

SETY DEATH

OTHER SIGNIFICANT CONDITIONS) CONTRIBUTING TO DEATH but no?! related to the terminal

disease condition given in PART [ {a

Conditions, If any,]  DUE TO (b) CJ-\EMM M M‘-’ Wv
thich gove rise( 1)0

above cauvie a),

siating the under- [Q( ﬁ"%‘) %‘MJA} /

Iying cause last. DUE TO {e} A ;\ 0 4, ’
PART 1) PART IIl. If deceased was Yemale was

there a pregnancy in last 90 days.

WHILE AT WORK (]
NOT WHILE AT WORK [

farm, tactory, street, office bidg., etc.)

} O Yes L 0 No I O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)

PERFORMED?. a m] =)

YES [J NO
20¢. TIME OF Houl Month, Day, Year i

INJURY a.m,

P,

20d. INJURY QCCURRED < 20e. PLACE OF INJURY {e.g., in or about home, | 204. CITY, TOWN, OR LOCATION COUNTY STATE

21,

I attended the decessed fro

S5

—

D- on

Death occurred at

and last saw hlm alive o }7 6 0
e, from the causes stated.

the date stated above, and to the best :f my knowl

22a, SIGN;—I-UREE a £ gEagree or mlc)

23a. BURIAL, CREMATION, | 23b. BATE
REMOVAL (S ify)
Buria A

24. FUNERAL DIRECTO
Foster Memoiial Home

7
2. rfA.ME OF CEMETERY OR C

cust Hi1l11l

22b, ADDRESS
o

ALY

22c. DATE SIGNED

429-4b

N
23d. LOCATIONJ(City, town, or county)

locust Hill, Knox,

(State}

Mo,

JKirksville, Pll

25. DATE RECD. BY LOCAL REG.

Oe j[-—&é?- /969

%REGISTRAR‘SJGNATURE

{Licensed Embalmer's Statement on Reverse Side)




OGL 'ggoejﬁ ‘3 GUVMOH

STATEMENT BY LICENSED EMBALMER

-
-

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

or by Student Embalmer No.

working under my personal supervision.

Student Signed

Signature of Student Embalmer

ova E, Foster
Licensed Embalmer No._ll'_w_z__.

. - P. O. Address_Edirksville; b}

Note: 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 handwrmng
. - If this body is not embalmed, fact should be so stated above.




