JRI DIVI_SION OF HEALTH — STANDARD CERTIFICATE OF DEATH -—
FI LED vsReg\ujsyalr-m}Dgn!l Ipc__léi-@“_____hlmary Registration District No Jgﬁéegumr s No. _-Zz_-__-,

INDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY Jackson s STATE M{ sgourd ©ONYJIackson admission)
b. CCI)'I!Y (I¥ outside corparate limits, give TOWNSHIP only) Length of stay in 1b €. COIL\’ Inside Limits
owN  Lake Lotawana 10 Yearp ™w Lake Lotawana Yo @ Ne O
c. FULL NAME OF (If NOT in hespital, give location) Inside Limits d. STREET (1f cutside, give location) Reside on Farm
HOSPITAL OR ADORESS N
INSTITUTION Lot B= 1 Yesggl No [ B-1 Yes 01 No R
3. NAME OF DECEASED First Middlie Last 4. DATE Month Day Year
{Type or print) OF
Clara F. Linville oA July 7, 1960
: 5. SEX 6. COLOR OR RACE 7. Married L] Never Married [J [8. DATE OF BIRTH | 9- AGE {last birthday) l:‘UNhDER 1 YEAR :‘UNDER 24 HR
i i L onths Days ours Min.
Hemale White wiwed O overed O |Polh, 2, 1892 68 |
10a. USUAL OCCUPATION (Give kind of wark dona | 10b. KIND OF BUSINESS GR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
ing most of working life, even if retired)
SIS ewt s Home Henry County Mis soffr 1 UsA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF SBAND OR WIFE
Williem E., Balley Minnie Little Alfred E. Linville
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address MO
{Yes, no, or unknown}[ (If yes, give war or dates of service) .
o e e e None Alfred E. Linville, Lake Lotawnan,
- 18. CAUSE OF DEATH (Enter only one causa per lino for {a), {b), and {c). INTERVAL BETWEEN
E PART |. DEATH WAS CAUSED BY: ONSET AND DBATH
£ wEATe caust o FOrTE_CoReN ﬂﬂ}/ 7 hRombosss /dﬁ/yy-é,»
g A ' ; 5
=] Conditions, if any, DUE TO (b} ﬂ {ml pfﬂmx/f YE’A R"s
which gave rise to 7
above cause |a),
stating the wunder- ———
lying cause last. DUE TO (c)
F4 PART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the terminal PART Ill. If deceased was female was
g disesse condition given in PART | (a) there a pregnancy in last 90 days.
S ID Yes | O No [ O Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)
- & PERFORMED? m} 3 ]
v YES ] NO R v
- +
& | T20c.TIME OF  Hou Month, Day, Year
N B INJURY  am. -
-1z p.m. - .
20d. \INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 204. CITY, TOWN, OR LOCATION COUNTY STATE
. WHILE AT WORK [ farm, factory, street, office bldg., ete.)
. . NOCT WHILE AT WORK [J
- , 5 - l 4 >
21, 1 oitended the deceased from b L’V ' ! 5 ) L LV 7 @and fast :aw_h;alive oﬂ—iaj-}—liL
) Death occurred at. 5—3 Vi d ? m on the Lam stated above, and to the best of my knowledge, frdm the causes stated.
6 2%a. SIGNATURE {Degres or title 22b. ADDRESS [ 22¢. DATE SIGNED
r
e ) O, 505 SHukerT Bide. KoMl 7-# o
2 23a. BURIAL, CREMATION, | 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATICN (City, town, or county) (S1ate)
a) REMOVAL ipeclfy)
T Buria July 9, 1960 Mt, Wa.hhi.ggton Cemetery,
< 24, FUNERAL DIRECTOR - ADDRESS DATE RECD. BY LOCAL RFG
5
%| Langsford Funeral Home 7 _,P'.-/?/

Leets Summit ’ Missouri {Licensed Embalmer’s Staterent on Rweue Side)
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) STATEMENT BY LICENSED EMBALMER
| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by
or by Student Embalmer No.
working under my personal supervision. 3 - L
Student Signm d
Signature of Student Embalmer ’ /
LT sy B —y AT vi P REAN \ 1 ; Y . License
3 - : S
Yo P. O. Addpes®
s T T T < I Nofe:A TReabove~MUST BE -SIGNED BY THE® LIS:ENS,ED EMBALMER. in .his OWN»HANDWRITING {Failure to co
! with the above constitutes grounds for revocation of license). N
N . If.embalmed by a STUDENT, he a|so shall 5|gn in his OWN. handw?titing. . .
-t R | 1h|s body is not'embalmed, fact should be 'so stated dhidve. 2 - -
M -~ - v a ) PR "‘- v T ~ ‘ ) -




