JRI DIVISION OF HEALTH - STANDARD CERTIFICATE OF DEATH

Y AJ g T
F”_ D STATE FILE NUMBER
NDED E Rvnélfrﬁignq)imic?N!g_s__o___----_..___-__L..Primarv Registration District No. __39_9__0____,R.gimar'x No. _% Q_\S_.é____-___ .
1. PLACE OF DEATH ] 2. USUAL RESIDENCE {Where decessed lived., If institution: Residence befare
a. COUNTY Adair . STATE Mo. b. county  Adatr admizion}
b. CéTY (If outside corporate limits, give TOWNSHIP only} Length of stay in lb €. CCIJTRY Inside Limits
R *
own Kirksville, Mo, 1 week own KirksvilleMo. RR#L By vo X
c. ti%éP':‘TAME OF (If NOT in hospital, give location) Inside Limits d. SI;EE!EETSS {If cutside, give location) Reside on Farm
AL O Al
INstution. Laughlin Hospital Yes B Mo 3 Yes¥1 No O
3. NAME OF DECEASED First Middle Last 4. DATE - Day Year
{Typa or print) DEAFTH gf /60
Carl William Li :
5. sstal 6. ComfiéACE 7. Married [ Naver Merried [ (8. DATE OF BIRTH | 9- AGE (lest birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
e Widowed [ Divorced [J 8&[9? 63 Months | Days Hours Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY{ 11. BIRTHPLACE {City end state or country} | 12. CITIZEN OF WHAT COUNTRY
d § i 11 i refired) o .
REEIFES Pia Y 21 ¥ rifer Novinger, Adair Mo,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE :
0.R. Linder Nancy P i Leot. 3
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14. SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, no, or unknown)f (If yes, give war or dates of service)
Mrs. Leota JonesLinder—
- 18, CAUSE OF DEATH (Enter only one :ause per line for (a], {b), and (¢). INTERVAL BETWEEN
E ART 1. DEATH WAS CAUSED BY: ONMSET AND DEATH
g IMMEDIATE CAUSE (3 ToXemia 3 days
o
a : Conditions, if .1 DU TO () __Acute nephrosclerosis S days
which gave rise 1o . 5
sbove “causn _(a, Dehyration and hemoconcetration due to
stating tha under- > 22
lying - causa  last, oueto ) _diarrhea and vomiting. 8 _days
= PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not releted 10 the terminal PART III. If deceased was female was
g divease condition given in PART 1 () Auricular £ibr 11 ation and thera a pregnancy in last 90 daya,
Y. N~ u
| st pnienlan oo Baddle mRAS AR SRS TeL diboly LD [ e
= | 19. WAS AU a. ACCIDEN . | IN CUCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
[ PERFORMED? O O ]
1Y) YEsO NOg
S| 20c. TME OF  Houl ~ Menth, Day, Yeer |
3 INJURY a.m. . .
tg p.m.
20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in of about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, street, office bidg., etc.)
. NOT WHILE AT WORK O .
i
21, ! attended the decessed from_m-’—lgéo——. Qung_._z.’_l%.O_lnd last saw i, alive 9%0_2’_]%.0__
Desth occurred  at. 8 :hg AM. m on the date stated shove, and 1o the best of my knowledge, from the causes stated.
,\_-(-\ T
6 GNATURE (Deg or title DDR . 22c, DATE SIGNED
-
= t L — - i Fd 8/3/60
—2 Z3a. BURI REMATION, [ 23b. DATE rd 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, of county) [Stare)
e REM AL {Specify}
£ 8/L /60 1119 cematery: Kirksville, Mo.
< 24. FUNERAL DIRECTOR - ADD R 5 JBY LOCAL REG. %tsclsrmn's SIGNATURE
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ent on Reversa Side)



"~

I A S S UL L

SRR N L . 026! L1 I

O T, ‘afa_LRhV v NIV

STATEMENT BY LICENSED EMBALMER

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

or by ‘ - : Student Embatmer No.

working under my personal supervision.
Student Signed z't ; - QM"’V\

Signature of Studen! Embalmer
>S5

Licensed Embalmer No.

~Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shali sign in his OWN handwrmng
" If this body is not embalmed, fact should be so “stated above.
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{Failure to c
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