Rl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

SEP

2 %lgjaﬁon District No. _____-762-1-_____}rimary Registration District Noﬂd/j--_kwi:frm"l No. __[-éé_-_---

- -—

STATE FILE NUMBER

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

It institution: Residence before

DOCUMENT

BY AFFIDAVIT OF

a. COUNTY / a. STATE b. COUNTY admission)
AY . C/AY
b. Cél; (If outside corporata limits, give TOWNSHIP only) Length of stay in 1b c. Cgl"lY Inside Limity
O s £i7¥| Jhoop || S KAawsas (iry gD
c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET (If outside, give location) Reside on Farm |
HOSPITAL O ADDRESS Th .
INSTITUTION I Yug No O ‘/J o0 E 4/ 9 2 g Tr Yos [0 Ne g_ X
r
3. (I:AME OF .DE,CEASED First Middle Last 4, DoAl;I'E Month Day Year
ype of print .,
Bevlah _MmAY  Hawkiws | %" Avg 23 /9o

5. SEX

Femnle

7. Married
Widowed
¥

6. COLOR OR RACE

thITe

Never Married []
Divoreed [

8. DATE OF BIRTH | 9- AGE (last birthday)

IF UNDER 1 YEAR

IF_ UNCER 24 HR

Months

[0-20-19/3] 44

Days

Hours Min.

10a. USUAL OCCUPATION {Give kind of work dane

ing most of working life, even if retirgd)
ENo = A
13a. FATHER'S NAME

Slo

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
{Yes, no, orgu) known)l {If yes, give wer or dates ot service)
Ao

YKIiNG

106, KIND OF BUSINESS OR INDUSTRY

11. BIRTHPLACE {City and state or country)

MAcon, Co Mo

12. CIT

ZEN OF WHAT COUNTRY

. 2. A

16. SOCIAL SECURITY NO.

497-01-7030

13b. MOTHER'S MAIDEN NAME

CRv

PART I.

18. CAUSE OF DEATH {Enter only one Couss per tine for (a),
DEATH WAS CAUSED

Conditions, if any,
whith gave rise to
above tause
stating the under-
lying cause

(38

IMMEDIATE CAUSE (a)

and {c).

(,spffcg.j’rq

14, NAME OF F
1

17.

INFORMANT

USBAND OR WIFE
Mz;'ffiﬂa Y HA NAINS

Address 4700 E 477‘,

%Cu /Ufb

S ".C. e,
INTERVAL BETWEEN
EATH

A .

(8),
Qi (c)

last.

DUE TO (b} Cd/ [+

ggucs |

v 4

PART 11.

OTHER SIGNIFICANT COND{
disease condition given in PART | (a)

TIONS CONTRIBU,

G TO DEATH but not relsted to the terminal

PART I, If

deceased was
there a pregnancy in last 90 days.

fermale  was

|0 ves

[ow

l O Unknown'

MEDICAL CERTIFICATION

19. WAS AUTOPSY | 20s. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? ] m] [m]
YES [1 NO[J
20c. TIME OF Houl Month, Day, Year
INJURY a.m.
p.m.

20d.

INJURY OCCURRED
WHILE AT WORK []
NOT WHILE AT WORX [

20e. PLACE OF INJURY (a.g.,
farm, factory, street, office bidg., Mc)

in ar about home,

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

21

Deoth occurred at.

| sttended the deceased fro

[~
m_ﬂ‘ﬁ-z&-ﬂz_‘% ndqnt saw ::m alive o
&ﬁm date stated above, and to the best of my knowledge

om tha cayses stated,

T 23b. DATE

22b. AD!Z

) oo G 3

22c. DATE SIGNED

3 : 2“« or title) m D

23c. NAME OF CEMETERY OR CREMATORY

I.dg;g//i W

CemeTenyY

23d. LOCATION TCity, town, or ¢

MACO”:

nty)

Mdt

24. FUNERAL DIRECTOR

A

[-]

.‘f 15~ 1760

ADDRES

{Licensed Embalmer's Statement on Reverse Side}

25. DATE

.C

S -2-b20 T

RECD. BY LOCAL REG.

26, REGISTRAR'S SIGNATYRE
W‘%
/24 74




T . . ; . . . ;;-
g T " . . N PR ] " |
N .- STATEMENT BY ‘LICENSED EMBALMER |
S o : . T . 7o . |

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

or by Student Embalmer No.

working under my persona! supervision.

Student Signed
Signature of Student Embalmer

Licensed Embalmer No.

o . P. O. Address
~
Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER II"I his OWN HANDWRITING. (Failure to ¢
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embalmed, fact should be so siated above. -




