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~ARD CERTIFICATE OF DEATH. .:. :

}J D:V§ Hynhon District geg__{ég._____--__Jnmuy Registration District No. -_é.g_%_?____lkgnfrnr L. No. _,_}_3_.1_-._..,,_
INDED . s
1. PLACE OF DEATH 2. USUAI. RESIDENCE [Where decessed lived. If institution: Residence before,
. UNTY . STAT . issi
a. CO J efferson a. STATE LI , b. COUNTY admission)
b. %LY {If outside corporate limits, giva TOWNSHIP only) Length of stay in b c. %LY Inside Limits
Towv  Hillaboro 8Yrs, TowN 51, Louis Yes I Mo O
¢. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location} Reside on Farm
HOSPITAL OR ADDRESS
INSTIVTION Cedar Grove Nursing |'=H NeD 368% Bellerive Yo O No
HAa
3. NAME OF DECEASED Firs? L & Middle Last 4, DATE Maonth Day Year
(Type or prin?) OF
| Laurs, Belle Beard peati  July 26 1960
5. SEX 6. COLOR QR RACE 7. Married [] Mever Married [] [8. DATE OF BIRTH | 9. AGE (last birthday} I;UNhDER ‘DYEAR :':UNQER L:‘l HR
Wi d Div d onths ays ours in.
. F w idowed I orced [ 3/4 /75 85
10a. USUAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
duri f ing life, if retired]
urlrﬁg?ls]f'soewvoiair?éa even if retired) None centerville MO. U.S .A.
H 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
' Samuel Shy Amands Farris Fred Beard, Deceased
15. WAS DECEASED EVER IN LS. ARMED FORCES? 16. SQCIAL SECURITY NO. 17. INFORMANT Address
(Yes, no,ﬁ unknown}l {If yes, give war or dates of service} None Mrs . L‘llcy' Hoefeld , St . I;O'lliB . Mo R

DOCUMENT

BY AFFIDAVIT OF

MEDICAL CERTIFICATION

1. CAUSE OF DEATH (Enter only one cause per line £
DEATH WAS CAUSED B

PART ).
IMMEDIAT

Conditions, if any,
which gsve risa to
above <cause (a),
stating the under-
lying cause last.

€ CAUSE ({a)

DUE TO (b}

INTERVAL BETWEEN
ONSET AND DEATH

3p reesa

{a), {b), and {c}.
1-:-;/ %’77#;4/7*—&,—;4

PYE TO {c)

PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Ill. ¥ deceased was femala  was
dizease condition given in PART | (a} thare a pregnancy in last 90 days.
[D Yex I K Mo [ 0O VYnknown
19. WAS AUTOPSY 208, ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART It of item 18.)
PERFQRMED? [m] (] O
Yes O NC&
20¢, TWWE OF Hou Month, Day, Year |
INJURY a.m.
p.m.

20d. INJURY OCCURRED
WHILE AT WORK [J
NOT WHILE AT WORK O

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

20f. CITY, TOWN, OR LOCATION

COUNTY STATE

.

| attended the deceased from

Death occurred at

27

130

/-H.-

on f{l

5
\ 4
Zj#ﬂand last saw mnliva on” )"‘-é}f /Z /Iq [0
e date stated sbove, and to the best of m nwledéa, frorn the causes stated.

22s. SIGNATURE {Degree or title) > 22b. Anonsss /// E SIGNED
@‘Fﬁf s‘&muz, v(g\ if b 2 Cecey Ay \( 7 >§y
ﬁun JAL, CREMATION, | 23b. DATE 2!: MAME OF CEMETERY OR CREMATORY 23d. LOCATION (c.:y, town, or county) T (Stark)
REMOVAL {Specify)
Burial 7/28/60 Mount_Hope St, Louis County, Mo,
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

J. L. Mothershead, DeSoto, lo.

1 7-29-60
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{Licensed Embalmer’s Statement on Reverse Side)
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|
STATEMENT BY LICENSED EMBALMER |
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by
or by Student Embalmer No.

Signature of Student Embalmer

working under my personal supervision. ii W
Student Signed 4 / M
/ Licensed Embalmer NOJQ

P. Q. Ad::!ress
~

~ Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to cof

with the above constitutes grounds for revocation of license}.
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.
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