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— STANDARD CERTIFICATE OF DEATH

—

-60-015076

STATE FILE NUMBER

DOCUMENT

BY AFFIDAVIT OF

Registration District: No, ,‘_.,-.._../___ e _Primary Registration District No, 3__0__:&__5____Regmnr’: No. _____Q__é______-
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceasad lived. If institution: Residence before
. COUNTY . STATE . ssi
: Howell s M1 ggount COUNTY Howell  dmision}
b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. Cé‘l;( Inside Limits
1owN  Weat Plains 17 yesre TOWN West Plaine Yes [0 No[J
c. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location) Resids on Farm
HOSPITAL OR ADDRESS
INSTITUTION Yeaﬁ No 3 1109 Wehaster Yes O No [
a. #AME OF _DE)CEASED First Middle Last 4, DOA‘I'E Month Year
ype or prin
Lewls Emery Bay oea April 13, 1960
5. SEX 6. COLOR OR RACE 7. Married @ Never Married [J |8. DATE OF BIRTH | 9. AGE (last birthday) | If UNDER 1 YEAR | IF UNDER 24 HR
Male White Widewed O Divarced O |4..0-] 875 B85 Months | Days chr-—[ Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12, CiTIZEN OF WHAT COUNTRY
ring it of ork life, aven if retired)
Yokl e Farder Farming Migsouri UsAa
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Willlem Bay Molly Viola Jane Bay
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, no, o unknown) | {If yes, give war or dates of service)
ne None Mrs. Jack Shelton, West Plalns,
INTERVAL BETWEEN

MEDICAL CERTIFICATION

+

18. CAUSE OF DEATH (Enter only one cause per lina for (a), (b}, and (c}.
I. DEATH WAS CAUSED B

IMMEDIATE CAUSE (a)

PART

Conditians, if any,
which gave rise to
above cause (a),
stating the under-
lying cause lasi.

DUE 10 ()

ONSEI AND DEATH

LERAC

PART I1. OTHER

f?

SIGNIF?ANT CONDITPONS CONTRIBU,

o o

PART Il if

deceased  was
there a pregnancy in last 90 days.

female was

O Yes

0O Ne O Unknown

u, ACCBENT SUICEI!DE HOMDICIDE . njury in PART | or PART 1l of item 18.)
. p—
YES O ——]
20c. TIME OF Hour Month, Day, Year
INJURY a.m. e e —————
. p.m.
20d. INJURY OCCURRED <1 20e. PLACE OF INJURY fe.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT WORK ]
NOT WHILE AT WORK [

farm, factory, street, office bidg., etc.}

.

| attended the deceased fro

on the date stated absve and to the

m'\d last saw i allve on—ég / 7’-”
-

of my knowledge, from the causes snted

Cemetery

West Plglnes, Mo,

22:.-?7/?NE[.) I

{Stale}

« 25. DATE RECD. BY LOCAL REG.
M&E )14{-/;(- 7§

6

26. REGISTRAR-

ZIGNAIERE Z

(Licensed Embalmer’s Statement on Reverse Side)
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*._ STATEMENT BY LICENSED EMBALMER 7 "96

-

I hereby’ cerhfy fhaf the body-whoshf nariie is recorded on the reverse side of fhlS cernhcate was embalmed b\

LI v ’O‘i L [

or by > Sfudenf Embalmer No.__

working under my personal supervision. f O
Student Signed M{f‘ ﬂ/‘/&

Signature of $tudent Embalmer

. - - ) B’
~ v NN - - SN . : .! Licensed Embalmer No.__g_{J_/t

Y R .
. ) . PO, Address ’

[N v - - - .

SR - -7 Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in. his OWN HANDWRITING. ({Failure fo c
with the above constitutes grounds for revocation of license).
- tIf embalmed by a STUDENT, he also shall sign in his OWN handwrmng - .=

If this body is not embalmed, fact should be so stated above
- ) tTrasIN - » S " T R




