JRI DIVISION 0|= HEALTH — STANDARD CERTIFICATE OF DEATH ~60-022115

ILED VS MAY STATE FILE NUMBER
NDED thulr ion D aﬁq ........ 2.6_0 —————Primary Registration District No. __., _ﬁm-_kegmrar‘l No. __98______.._-__
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deccased lived. If institution: Residence before
e, COUNTY a. STATE b, COUNTY admisfon)
Vernon Calilf.
b. Ccl)'l;f {If cutside corporate limits, give TOWNSHIP only} Length of stay in 1b c. Ccl;aY Inside Limits
TowN (legr Creek Twp., TOWN Los Anceles Yo A No O
c. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
rh%%m}e‘rlio?«k Y No [ ADDRESS Y
Route l,rlDorcdo Srpqind M wD N @
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeaor
{Type or print) OF
Stlver Joan,. Patrenas DEATH Ma 13 1860
5. SEX 6. COLOR OR RACE 7. Married £ Never Married [J |8. DATE OF BIRTH | ¥ AGE (laat birthday} | IF UP;DER 1DYEAR IF_UNDER 24 HR
. Widowed Diverced - Months ays Hours Min.
Female White C D) 1-16-41% 48
10a, USUAL DCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {(City and state or country) | 12, CIiTIZEN OF WHAT COUNTRY
; urjng mogt of werking life, even If retired)
| sTTh Presser Fllley, Mlssouri U.S. 4.
13s. FATHER'S NAME 136, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
william T. Read Serenc_Ann Breeze Mincs Patronas
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Addrass
3 .
{Yey, no, or unknown) | {If yes, give war or diates of service) . N
Ve , 513-44~-2291 |Wilma - scumcarner,Konece CLt
- 18. CAUSE OF DEATH (Enter only one cause par line for {a), {B), tnd fe). INTERVAL BETWEEN
uZJ ART ). DEATH WAS CAUSED BY ~ CINSET AND DEAT
‘ = IMMEDTATE CAUSE (a) ANA LML ’ 4 M
RRE m, e [ 1
| Q
: (=] Conditions, 1f any, OUE TO
. which gave rise to’
sbove caure (a8},
stating the under-
[~ lying cause last. DUE TO (c}
! z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralatad to the terminal FART HI. H  decossed was  female wes .
.Q. disease condition given in PART | (a) there a pregnancy in last 90 days.
g . 'DY::IDNnIDUnan'
E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1l of item 18.)
= PERFORME [m| 0 O
8 YES[] NO
l 6 20c. TIME OF Ho Month, Day, Year
| H INJURY a.m.
o pm.
20d. INJURY OCCURRED 20e. PLACE OF INJURY [e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK 3 farm, factory, strest, office bldg., erc.)
NOT WHILE AT WORK (]
21. t attended the d d fram. ,% L&L.B_L_nndlutuww[wnnn S'r/3’60
Death occurred atwm%dﬂﬁ_mm on the date stated above, and 1o the bast of my knowledge, from the causes stated.
B ] i (Degree or title) 22b. AD 22c. DATE SIGNED
- . .
> . VB, Pt Ons e b
< L,C - [ 2l 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {Cit}, town, or county} (State)
o REMOVAL (Specify) .
Z Burial w-16-18¢0 Mound Cemetery Cedar Cc., Kiessouri
g 24. FUNERAL DIRECTCOR ADDRESS 25. DATE RECD. BY LOCAL Rj ﬁISTRAR S SIGNATURE
-
y - —_
ol Golnn-Carotrere,fllnrode Spee. Mo /6’ //F"’ Zf;é r?:;M

(licunnd Embalmer’s Sunmnm on Reversa Side)



MAY 86 1960~

STATEMENT BY LICENSED EMBALMER

_‘ . ™
MaY 36 %
| hereby certify that the body whose name is recorded on the reverse side of this cerfificale was embalmed by |

or by Student ‘Embalmer No.

-

working under my personal supervision.

-
Student Signed
Signature of Student Embalmer

Licensed Embalmer No.

P. O. Addre

P

¢
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to com
with the above constitutes grounds for revocation of license). -
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
N . If this body is not embalmed, fact shotld be so.statec‘i above. -

L n oy

.




