JRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

NDED

EILED VML 331980 /7 2 s tessrston i o, 3034 gm0 2

~-60-02366'6

STATE FILE NUMBER

|

t. PLACE OF DEATH
8. COUNTY

Lofayette

] ) .

2. USUAL RESIDENCE (Where detezsed lived.
o STt ssourl ™ “""Lafavette

If institution: Residence befors

admission)

TOWN

insyille

b. COITY {If outside corporate limits, give TOWNSHIP only)

Length of stay in 1b <. CITY

oW Higeinsville

Inside Limits

Yes E Ne [J

c. FULL NAME O
HOSPITAL OR

NOT in hespital, give location)

INSTIUTION 211 . 20th St.

d. STREET
ADDRESS

Inside Limits

Y"E Ne O

311 W,

{If outside, give location)

20th St,

Reside cn Farm

Yes [ No_x_

3. NAME OF DECEASED
(Type or print}

Firss

WILLIAM

Last

RAY

Middle

4. DATE
OF
DEATH

Month

July

Day

Year

19

5, SEX 6. COLOR OR RACE

Male White

7. Marriedm Never Married [

8. DATE OF BIRTH

189

Widowed [J Divoreed

9. AGE (last birthday)

1F UNDER ¥ YEAR

IF UNDER 24 HR

Moniths

Days

Hewrs Min,

10a. USUAL OCCUPATION {Give kind of work done
during most of working life, even if retired)
ctory

t0b. KIND OF BUSINESS OR INDUSTRY

Sh

slc)

13a. FATHER'S NAME

15. WAS DECEASED EVE; IN U.5. ERMED FORCES?

{Yes, no, or unknown} I {If yes, give war or dates of 1ervice)

M
13b. MOEHER‘S %IDEN Nﬁé

PLACE {City and state or country)

6.

9h=01=1}418

AL SECURITY NO.™ | 17. INFORMANT

PART I. DEATH WAS CAUSED

DOCUMENT

Conditiana, if any,
which gave rise to
above cause ([a),
stating the under-
lying cause last.

18. CAUSE OF DEATH (Enter only one cause per line for'la], (b}, and ().

12, CiT

ZEN OF WHAT COUNTRY

o Cor Moy, oraaSehe
v
g A.adl reas

Agnes G, Ray Higginavil]
IMMEDIATE CAUSE (a) $3££ “[gfg/?a /2//((1?6

Ih | ERVAL BETWEEN -

ONSET AND DEATH

A

Zasrtavt

DUE TO (b} g'e gadfgg‘ﬁ 2 demﬂp&‘

DUE TO (c)Q@_ﬁ}/CJ /77e///74.r ¢A¢f7‘f’4’m Sc/efoslS

é - /07»(:

PART IL.

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminat
disease condition given in PART | (a)

PART 1II. If

deceasnd  was
there a pregnancy in last 90 days,

female wa

Iuml

0 No l O Unknown

19. WAS AUTOPSY
PERFORMED

20a. ACCEIJENT
YES [ NO

SUICIDE
O

HOMICIDE
O

20k, DESCRIBE HOW INJURY OCCURRED. (Enter nature of

njury in PART | or PART |l of item 18.}

Hour
am.
XN

20¢. TIME OF Month, Day, Year

INJURY

MEDICAL CERTIFICATION

20d. INJURY OCCURRED
WHILE AT WORK [J
NOT WHILE AT WORK (3

20e. PLACE OF INJURY (e.g., in or about home,
farm, factory, street, office bidyg., etc.)

204, CITY, TOWN, OR LOCATION

COUNTY

STATE

21, 1 attended tha deceased &QMMLM, [

u.&sly_a,’_ﬁéL.nd (a3t saw alive nn_e[a_[y_g_LZéﬂ__

22s. SIGNATURE f:
23a. BURIAL, CRE N,

REMOVAL (Specify)

23b. DATE

BY AFFIDAVIT OF

Tuly 6 ]969 f1gginsville nggtg;2§ H
H 25. DATE RECD. BY LOCAL REG.

22b. ADDRESS

L EIS S ard, /vam./rm//e

Death occurred af___'%&‘iﬂ,L;’_w_d_‘_m on the date stated above, and to the best of my knowledge, from the causes stated.

22c. DATE SIGNED

J/5 /60,

23c. NAME OF CEMETERY OR CREMATORY

7-7-/960

234. LOCATION (City, town, or covhty)

T (Srard]

{Licensed Embalrmer’s Statemant on Reverse Side}




STATEMENT BY LICENSED EMBALMER

1
|
|
|
|

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

Pt

——

Student Embalmer No.
(4

or by
working under my personal supervision.

Student Signed

Signature of Student Embalmer

Licensed Emgbal

P. O.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITINGY (Failure to cor‘
with the above constitutes‘grounds for revocation of license). - " . l
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

{f this body is not embalmed, fact should be so sla'red above. - v . ' ‘ LI 4
14




