JRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

FILED VS, MAY. . 4.1960

210

~60-018137

Primary Registration District No, .&?_g'.é._ -~=-Registrar's No. --_.\3_4_______

STATE FILE NUMBER

INDED
— 1. PLACE OF DEATH — 2, USUAL RESIDENCE (Where deceased lived. |f institution: Residence before
s COUNTY M VA/E o STNIE  f)gp b COUNTY m !/ /Vf- admission)
b. CITY [If eutside corpatate limits, give TOWNSHIP only) Length of stay in 1b <. C|TY Inside Limits
Sl FD PATTERSH | o Suf £D __Pprrersod|mo wk
c. FULL NAME OF {If NOT in hospital, give locaticon) thside Limits d. STREET {If cutside, give locstion) Reside on Farm
HOSPITAL OR ADDRE,
. INSTITUTION ‘,/" Yes 3 No d(\ i’Fb pﬁ rrf&f»o M "‘B% No 0
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print} / OF l
Aura  ETr&E AZDAMS | o AiPhyia, A7 /o
5. SEX 4. COLOR OR RACE 7. Married YW MNever Married [ 8. DATE OF BirTH | 9. AGE (last birthday¥ | IF UNhDER !DYEAR EUNDER 24 HR
i i Months t] ours Min.
FZ‘MHLE MI TE Widawed [J Divarced J 3 25 /ﬁb g oy ul in
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
duri; mo:t of warking life, evep if retired) (
ZIEE HloméE AADISoN (o, Mo. e SA.
13a, FATHER" 5 NAME 13h. MOTHER'S MAIDEN NAME M 14. NAME OF HUSBAND OR WIFE
[LL STEIHEWS | matds Bugniey | KAymoyn AOAMS
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 6.7 SOCIAL SECURITY NO. INF Address
(Yes, no, ar unkn ) (If yes, give r cates of service} p
M L~ fﬂum oD FDAMS  PATT £RS: W, tiw
- 18. CAUSE OF DEATH (Enter only one cavse per line fgff {a}, (k), and [c). INTERVAL BETWEEN
E ART |. DEATH WAS CAUSED B j ONSET AND DEATH
§ IMMEDIATE CAUSE (s} .
3 ~
o Conditions, if any, DUE TO (b} ",
which gave rise to
above cause (a).l
stating the under-
lying cause last. DUE TO {¢}

25,

‘Desth occurred at

I attended the decessed fro

and last saw m.nlwe o

z PART 1l. OTHER SIGNIFECANT COMNDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 11l. 1¥ deceased was femsle was
g dizease ¢endition given in PART | {a) there & pregnancy in last 90 days.
;j E_D Yes I &_Ho I 0O Unknown
E 19. WAS AUTOPSY [ 208, ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART !i of item 18.)
5 sngomhsgv - 8 O 0
s 0 No g ‘
& ] 20c. TIME OF Hout  Month, Day, Year
& INJURY am.
g p.m.
20d. INJUR"( OCCURRED 208. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
HILE AT WORK [ farm, factary, sireet, office bldg., etc,)
NOT WHILE AT WORK [J
)

’K 30 }? m on the date stated above, and to the best of my knowledge, from the causes ststed.

223. SIGNATURE

—

T o g e

226 RESS

slle

o

R1AL, CREMATION,
MOVAL (Specify}

w2 al

23a.

8-/~ /%o

23b. DATE

23 E OF CEMETERY OR CREMATORY
P 7T ER S0 n7

23d.

ATION {City, town, or

W?Zﬂsa

ounty )

-]

>

{Statef

/e

24. FUNERAL DIRECTOR

BY AFFIDAVIT OF

GISH FUNERAL How

ADDRESS

25. DATE RECD.

BY LOCAL REG.

ﬁla« 2./9¢to

»ﬁlsm 3 SIGNAIURE
»2/{ m/‘_{/é

GREENVILLE, mo

d E

hal

t on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

or by 7@ Student Embalmer No.__ |

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer M

P. O. Address

Note: The above MUST BE S|GNED 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 handwriting.

If this body is not embalmed, fact should be so stated above.




