EILED

vgeﬂ{jﬁon@igiégsg__--_“.?{ / ————Primary Registration District No. _é_f.:z__-__aegmur s No. . Al ;.t .....

JRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

= 50~030372

STATE FILE NUMBER

DOCUMENT

BY AFFIDAVIT OF

1. PLACE OF DEATH 2. USUAL RESJDENCE (Where deceased If jngtitution: Residence befors
a. COUNTY H owe { ( a. STATE . b. COUNT, ow admission}
] b. CHITY (tf outside corporats limits, give TOWNSHIP only) Length of stay in 1b <. CITY Inside Limits
OR u/ l /n \/
TOWN ; . ow et alrns, Mo. Yeof] No DD
[ i{l.loléprliTAATEO(l'.!)F {if NOT In hospital, give location) Inside Limits d. STREET {If cutside, give location} Reside on Farm
nstution 7028 N, ﬂowe UL Yol Ne D 08 N ;L/owe,u Yo O No
r 3. (?AME OF DE}CEASED First Middle Last 4. DSJE Manth Cay Yesar
ype or print .
| Harny Kingaton  Mahan oea  §-3- 7960
- 5. SEX &, COLOR ACE 7. Merrisd [0 Never Married [J 3 DATE OF BIRTH | ¥- AGE {last birthday) | IF UNDER 1 YEAR _IF UNDER 24 HR
]
/n w& Widowed 37 Divorced O _ & 6 ] . Maonths | Days Hours Min.
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BII!THPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
using m ofeworlfing Wfe, av ratired . .
ed il Eleld wohken Potitersville, Mo. | U. 8.

I3a FATHER'S NAME
Jsaac Mahan

13b. MOTHER'S MAIDEN NAME

Amanda Roberts

14. NAME OF H

USBAND OR WIFE

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

{Yes, no, DW”I\) (If yes, give war or dates of service)

146. SOCIAL SECURITY NO.

435 -07 -6507

17.

(hancey Mahan

INFORMANT

MEDICAL CERTIFICATION

PART I.

Conditions, if any,
which gave rise to
above couse (a),
stating the under-
lying cause

18. CAUSE OF DEATH (Entar only one cause per ling

DEATH WAS CAUSED 8Y:
IMMEDIATE CAUSE (a)

last.

DUE TO (¢}

{a), (6}, ang {e).

Address

was

PART tI. @THER SIGNIFICANT CONDITIONS CONTRIBUTING TO PART 1. If decensed was famale
isease condition given in PART & - there a pregnancy in last 90 days. ¥
' (WhcaallH il g @ [0~ ] 6 b
19. 208, ACCIDENT  SUICIDE  HOMICIDE 20k, DESCRIBE HOW INJURY OCCURRED {Enter nawro of infury in PART | or PART |l of item 18.)
PERFORME ] O ]
YES ——————
20c. TIME OF  Haul Month, Day, Year |
INJURY am. —————
pum. —————————

20d. INJURY QCCURRED
WHILE AT WORK [
NOT WHILE AY WORK ]

20e. PLACE OF INJURY (e.g.,
farm, f.crorz: street, offica bidg., etc.)

in or sbout home,

.

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

Y

21. | attended the d

—

d from.

& -0

*  pesth_occurred at.

l

- /
3:45 F.

>
:Mnd last saw pim alive OML_

m on the date stated above, and to the best of my knowledge, from the causes stated,

D07

22c. DATE SIGNED

23a. BURIAL cng ATfION 23b. DATE 23¢. | E oF CEMETERY on.c . LOCATION (7,_:; row:\, or county) (State)
LT 8-5-1960 Laen (emeteny We,di Aains, Mo.

24, FUNEM(DIRECTOR/ f RESS 25, DATE RECD. HY LOCAL REG. 6, TRAR'S SIGNATURE

Robertson s UE a2 cwu, /ﬂo. - /6- ba 54, fs~

{Licensed Embalmer’s Statement on Reverss Side)




- . .

: STATEMENT BY LICENSED EMBALMER {

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

"

Stugent Embal No.

or by

working under my persenal supervision,

Student -Signe_

Signature of Student Embalmer { v |

- Licensed Embalmer No._ ===~ ~

LR » ~ -
N -

) ' . P. O. Addres

Note: The above MUST BE SIGNED ,BY THE LICENSED EMBALMER in his OWN HANDWRITING. ({Failure to c
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.




