RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

IDED

DOCUMENT

BY AFFIDAVIT OF

FILED VS APR

Registration District

R2

1980

e Primary Registration District No. ______________Registrar”

. =60~-01744%7
3_ _ _399_5___ STATE FILE NUMBER

No

(Yes, no, or unknown) [{}{ yes, give war or dotes of service)

3L 8-22-6691

1. PLACE OF DEATH 2. USUAL RESIDENCE (Wheft decessed lived. If instintion: Residence before
a. COUNTY a. STATE . COUNTY admission]
T1linois Wayne !
b. CCI;;Y (If outside corporate limits, give TOWNSHIP only) Length of stay in Ib . COFEY Inside Limits
TOWN TOWN . ¥ N
ST. LOUTS, MISSOURT Fairfield =¥ NoO
<. :'l%SLP‘;!I?QTEOOF (i NOT in hbspizal, give location} Insicle Limits d'f&%iserss {If cutside, give location) Reside on Farm
nernonBARNES HOSPITAL Yes O Ne (] Yo I No¥
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print} D?:TH
GRACE L WALKER . 8 1960
5. SEX 6. COLOR OR RACE 7. Married (I Never Merried [0 [8. DATE OF BIRTH | 9- AGE {last birthday) ':‘:‘N:ER ‘D\'EAR ::UNDER i':.“'!
Widowed [] Divorced [~ ths ays lours l in.
Female White h/17/1895 6h
10a. USUAL OCCUPATION [Glve kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE [City and stete or country) | 12. CITIZEN OF WHAT COUNTRY
uri ng moyt of working lite, even if retired)
S Eien Grocery Norrig City, Illinois, U.S.hi.
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME T4. NAME OF HUSBAND OR WIFE
Wellington Lasater Susan McKenzie William M. Walker
15, WAS DECEASED EVER [N U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address

PART

Conditions, if eny,
which gava rise to
above caute
stating tha under-
lying cause

18. CAUSE OF DEATH (Enfer only ene caue per line for (a), {b), and (c).
I. DEATH WAS CAUSED BY:

IMMEDIATE cause oy  ACUTE RENAL FATLURE

Qliam. L. ker, N IIEVAC BTN

ONSET AND DEATH

oue 70 () LOWER NEPHRON NEPHROSIS

10 DAYS

{a),

last.

oue 10 () GASTRIC INCERS, MINTIPLE

50,0

2-3 YEARS

PART 1.

OTHER SIGNIFICANT CONDITIONS) CONTRIBUTING TO DEATH but not related to the terminal
(

disease condition given in PART [ (a

PART 111, If decensed weas femalo was
there a pregnancy in last 9O daya.

Il:] Yes l 3 Neo | [ Unknown

MEDICAL CERTIFICATION

19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | o PART 1} of item 18.}
PERFORMED? a m] [m]
YES@ NOO
20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m,

20d. INJURY OCCURRED
WHILE AT WORK O
» NOT WHILE AT WORK [J

-

20e. PLACE OF INJURY {e.g., in or sbout home,
farm, factory, strest, office bidg., etc.)

20f. CITY, TOWN, OR LOCATION

COUNTY STATE

2.
Desth occurred ot

| attendad the deceased fra

!u_mnl_a.’_l.g.&_and last saw :fr;' alive on APRTI. 8'

m on the

9:25 A.M.
LY

1960

dete stated above, and 1o the best of my knowledge, from the causes stated.

> o 7 ~
22a. W (Degree or tif] )
( - % !

M, D,

> BARNES HUSFULAL

22, DATE SIGNED

4/8/60

23a. BURIAL, CREMATION,
REMOVAL (Specify}

Removal

23b. DATE

60

24, FUNERAL DIRECTOR

ADDRESS

Albert H. Hoppe,Inc., L700 Washington B)]

23: NAME OF CEMETERY OR CR

Maple Hill

wde,

MATORY

Cemhgr}
25. )

5. DATE RECD. BY LOCAL REG.

23d. LOCATION (City, town, or county)

" (State)

Fai

H-g-bo

{Licensed Embalmer”s Staternant on Reverss Side)




" A TIREE T AL £ T

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 persona! supervision.

Student Signed
Signature of Student Ernbalmer

Licensed Embalmar Ng.

Uaddeaist Soimbias
Nofe: The above MUST BE SIGNED BY  THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to cof
with the above constitutes grounds for revocation of Ilcense)

. T embq[med ‘by .a STUDENT, he also-shall sign.in his OWN handwriting. b . I .-
I this body is not embalmed, fact should be so stated above.
. Lo SRR RO A . LT 0 : .
t* ¢ - e LI




