. ATl moamt g

Rl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -60-014124
FILED VS maY 9 1%6 15 3004 55 STATE FILE NUMBER

DED Registration District e mmammm e ——mmmee_Primary Registration District No. _____S MW= Registrar’s NO. aoeeeemee

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Reiidence hefore
a. COUNTY a. STATE b, COUNTY admision)
Barton Mo Barton
b. C(IDTY (If outside corporate Jimits, give TOWNSHIP only) Lengih of stey in 1b [ %EY 1nside Limits
R
Y N
TOWN | amar Mo 16 days TOWN  nolden City Mo esfd NeD
¢. FULL NAME OF {If NOT in hospital, give location} Inside Limits d. STREET {If cutside, give location) Reside on Farm
i, g g || v &
: . 3 o .
Gilbreath Nursing Home “Q@ "0 Golden City «D Mg
3. NAME OF DECEASED First Middle Last 4, Dé\TE Maonth Day Year
{Type or print) . F .
Maude H Coiner CEATH  April 28 1960
5. SEX 4. COLOR OR RACE 7. Married [J Never Married [ |8, DATE OF BIRTH | ¥- AGE (last birthday) | IF UNhDER | YEAR IF UNDER 24 HR
. N od Di d A Mogths ] Hours Min.
Female White Widowsd {3 weced O |Nov 8 1874 87 HEE
102, USUAL OCCUPATION {Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stae or country) | 2. CITIZEN OF WHAT COUNTRY
during mast of waerking life, even if retired)
House Wife Farmer Dade Co
13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF RUSBAND OR WIFE
Robert McClu%}c Sarah Harwel James Coiner
15. waAS DECEASED EVER IN LS. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, no, or unknown}{ (If yes, give war ¢r dates of service)
no none Jemes. I, Coiner Overlsand Park Kans
= 18. CAUSE OF DEATH (Enier only one cause per line for (a), nd (c}. INTERVAL BETWEEN
E PART I. DEATH WAS CAUSED BY f %ET AND DEA:E
g IMMEDIATE CAUSE (a) o
g d
o .
Q Conditions, if any, DUE TO (b)
which gave rise to *
above cause (a},
wtating the under-
lying cause last. DUE TO (c)
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 111, If decessed was female was
g disease condition given in PART | (a) there o pregnancy in last 90 days.
§ ID Yes | KNO | [ Unknown
E 19. WAS AUTOPSY 208, ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1) of item 18.}
& PERFORMED? [m] ] ]
¥ YES [J NO ’
- .
& "20c. TME OF  Houl  Month, Day, Year
a INJURY a.m.
H pm
20d. INJURY QCCURRED 20=. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, fectory, street, office bldg., etc.)
NOT WHILE AT WORK [J v l )
| Fi r | " —
=z o
. 25, | attended the deceared fro nd last sa ive o
Death occurred ,. ¢n’the datestated abovu, and to the bes: »f my knowledde, from iMe couses stated.
o 22a. 51GN egree ¢ 22h. ADDRE - 22c DATE SIENED
- D— amar’ (2o L)
3 Z3s, BURIAL, CREMA‘I’IO 230, DATE Z3c. NAME OF CEMETERY OR CREMATORY 73d. LOCATION [City, town, or county) {State)
fa] REMOVAL (Specify)
r i April 30 1950 Pippenger ade Co Mo,
< 24. FUN RECTOR - ADDRESS i 25. DATE RECD. BY LOCAL REG. v ISTRAR™S SIGNATURE
> . 4 ~'e0
= A1lison Funers]l Home Greenfield Mo. MAY

{Licenzed Embalmer’s Sht:mcm on Reverse Side)




STATEMENT BY l!C.ENSED EMBALMER

i 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 SignedAMQ%ﬁ____
Signature of Student Embalmer
Licensed Embalmer NO.M

A, .- . W P. O. Addres

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (
v L with the above constitutes grounds for revocation of license). L,
’ 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,




