URI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

FILED V§

E‘lyi:lr-ra%m]l-huitg 9 __‘Z__é__o_---_-.._.l’nmary Registration District No. %.---_Regnmar s No. ..Z ____________

=60—-023629

STATE FILE NUMBER

ENDED
: 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. 1f institution: Residence before
a. COUNTY JEFFERSON 2. sTATE IO b. county JEFF admisslon)
b. C‘IJI"ZY (if ournside corporate limirs, give TOWNSHIP anly} Length of stay in Tb e, CCI)'I"IY Inside Limits
owv RURAL JOACHIM own  CRYSTAL CITY Yes 3 No O
€. LUOLéPPI‘TAATEO?F (If NOT in hospital, give locaticn) Inside Limits d. :;55?55 (If cutside, give location) Reside on Farm
Neriution JEFF. CO. HOSPITAL  |veo nofd jo6 6th. STR. Yo O No D
3. (I_I!AME OF DE,CEASED First Middle Last 4, D(J;FTE Month Day Year
¥ype or print .
A §RELTA MARY JONES oeam 6=l =60
5. $EX 6. COLOR OR RACE 7. Married BF  Never Married [ [8. DATE OF BIRTH | 9 AGE (laat birthday) [ IF UNDER 1 YEAR iF UNDER 24 HR
FEMALE WHITE Widowed [J Divarced [ 1_17_05 55 Months | Days Hours Min.
1Ga. USUAL OCCUPATION (Give kind of work done | 10b, KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (City and stata or cowntry) | 12, CITIZEN OF WHAT COUNTYRY
dugj o rking life, even if retired)
H“GBSE “WokR OWN HOME OLD MINES, MO, USA
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF RUSBAND OR WIFE i
BENJAMIN BOYER ALICE M, PORTELL WILLIAM N.
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, no, or unknawn) | {If yes, give war or dates of service) . N- JONES CHYS TAL CITY, MO.
[ 18. CAUSE OF DEATH {Enter only one cause per lina for {a), (b), and (c}. INTERVAL BETWEEN
uZ_' PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
z IMMEDIATE CAUSE (2] a’r-o&ru £ v ,}»M'n o%éﬂ,ﬁ ®
S \g/lu)mlv aéd_h.( —7
=] Conditions, if any,]  DUE 7O (b} %}40 ‘?/\EL/ as :
wbl':::h gave riu[ r)o
sbove cause (a),
ey e ey Wwwéa,[,w Lere e so
I'y?nl:g cauesuunl:s’;. DUE TO (g} -
z PART OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bur not related to the rerminal PART 1, If deceased was female was
g disesse condition given in PART I (s} & b there a pregnancy in last 90 days.
§ L.} /i dej)’ 6“6 IEIYeu | O Ne l 0O Unknown
:-: 19. WAS AUTOPSY 20s. ACUDENT  SUICIDE  HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART |l of item 18.)
& PERFORMED? | [} ] g
u YES] NO [ZA
& | 20c. TiME OF  Hool  Month, Day, Year |
= INJURY a.m.
] p.m.
+20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20i. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [3 farm, factory, street, office bldg., etc.}
NOT WHILE AT WORK [ P
{
1. 1 atended the deceased from w 7 /fr? ,q%ﬂdg_ébnd last sawLalsw on }'4/".{ gf{ b/)
Death occurred at. d 4 —*0 ﬁ- on the date stated above, and to the beat of my l\nﬁdge, from the tavses stated.
% 772 SIGNATURE n rao or fitle 22b. ADDRESS dl Tac. DATE,SIGNED
= WI )}D %
] z 232. BURIAL, CREMATION, T DATE Z3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, Town, or county) (State}
2| 5 SHTAER™™ |6 6 0
z| B =-27=60 CATHOLIC CEMETERY STAY CITY, MO,
< | DIRECTOR - ADDRESS 25. DAJE RECD, BY LQEAL REG. | 26, JRGISTRAR'S &I
0 .
5 [PENTRY R, POLITTE CRYSTAL CITY, MOy~ /' U5 X .
7/

(Licensed Embalmer’s Statement on Reverse Side)



Po -
Vpp

. STATEMENT BY LICENSED EMBALMER

.

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

+

Student Embalmer No.

or by
working under my personal supervision,

Student Signed/: L
Signature of Student Embalmer
-

. . Licensed :@I'mer No.
oo P. 0. Ad

« Note: The above MUST BE SIGNED BY THE I.ICENSED EMBALMER in his OWN HANDWRINING. (Failure to
with the above constitutes grounds for revocation of license). ~
L embalmed by a STUDENT, he also shall sign in his OWN handwmmg
" If this body is not embalmed, fact should be so staled abave.




