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Registration District No. ___étﬁ_é ————Primary Registration District No. ,é Q_-.,Z..Reqmnr s No. _----g ___________

SION OF HEALTH — STANDARD CERTIFICATE OF DEATH - e Ls

STATE FILE NUMBER

DOCUMENT

BY AFFIDAVIT OF

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decensed lived. If institution: Residence before
. COUNTY . . .
8 Ray a. STATE Mlﬂsourib COUNTY Ray admission)
b. C(IJLY (If outtide corporate limits, give TOWNSHIP only) Length of stay in 1b . CITY Inside Limits
ot .
1owN Camden Township 56 years Town Fleming Yes X No (O
€. FULL NAME : OF (i NOT In Fospital, give Tocation) Tnside Limits d. STREET (If cutside, give location} Reside on Farm
HOSPITAL Of ADDRES% .
INSTITUTION State Hiway 210 Y[ No[d tate leay 210 Yos [0 No I
3. NAME OF DECEASED First Middie Last 4. DATE Month Day Yeur
(Type or print) D?AFTH
LORENA —— FARRIS August 15, 1960
5. SEX 6. COLOR OR RACE 7. Married XJ  Mover Married [] |8, DATE OF BIRTH | 9 AGE {last birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR
Widowed [] Divorced [J Months | Days Hours Min.
White /3/1 6
10s. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY ammpmce (City and atate or country} | 12. CITIZEN OF WHAT COUNIRY
HEGEEWEger e e e Hreied L Own home Camden, Missouri U.S:A.
13a. FATHER'S NAME 136. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
Victor Walker Susie Murphy Lester Farris
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NG, |17, INFORMANT Address

(YuNnu, or unknown) | {If yes, give war or dates of service)
S l

None

lester Farris, Fleming, Mo.

MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter only one cause per line for [a), (b}, and [ch

oY o N Ay

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a) |

INTERVAL BETWEEN

v COcclvsion |57

Conditlons, if any, DUE TO (b)

which gave rise to

<

aC /9'1’03 ?/5

above cause (a), - .
stating the under- e’ 4 ,\"‘x‘:'
lying cause last. DUE TO {¢} Wy
PART il. OTHER SIGNIFICANT COI’;I:I;IONS CONTRIBUTING TO DEATH ut not rplated 1o the terminal PART L. i'; deceased was  female was
disease condition given in ere s pregnancy in last 90 cdays.
e )0 -~ ” VVOSKS
V I {3 Yes IANO I O Unknown
19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICID 20b. DESCRIBE HOW INJURY QCCURRED. {Ent fiyey in PART | or PART 1l of item 18.)
PERFORMED? R ¥ ] e e
YES O NOE iR
20c. TIME OF Hour Month, Day, Year
INJURY a.m. e ——————
B.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, fattory, street, office bidg,, ete.]
NOT WHILE AT WORK ==t
r.ar.) - P e

21. 1 attended the decessed from

12:20

22s. SIGNATURE

23a. BURIAL, CREMATIUN,
REMOVAL (Specify)

23b. DATE
Burial

Richmond Memory Gardens

-~ -
Q_Limm fast saw :,e,:‘ slive onuu__o__

on the date stated sbove, and to the best of my know

dge, from the causes stated,
SIGNED

v

d -
23d. LOCATION (City, town, or

Richmond, Mo.

{S1ate)

Aug 17,1
24, FUNERAL DIRECTOR ADDRESS

Thurman Funeral Home, Richmond, Mo,

g-

25. DATE RECD, BY LI

CAL REG.

Z3J-

7. Ri/rzrfnn's SIGVRE 2 ?
74

(Licensod Embalmer’'s Statement on Reverse Side)
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: STATEMENT BY LICENSED EMBALMER
-, | hereby ﬁce{t:iffr:tﬁ'a“t'thfe b'c}dy whose name is recordied™gn the :gvers\;: s_igf. of this certificate was embalmed by
[iread Sfude‘m Embalmer No.
-
working under my personal supervision. .
Student Signed‘ém%m;'
- N Signature of Student Embalmer . ) -
PTAY hoh "\;:- y "\" oLt ™ : - N VLR
oerooS P wn j:; Lo glicensed Embalmer No._4563 |

+ T - -
2

, Lt .,“‘_p o Ad ss Richmond, Mo,

4‘-_...\1- "". - - ;:-‘\ ES o 5 .A’ ol ‘.a.‘-._‘.s:'. i‘ ' -')n-‘ ‘\’;\E o ﬂﬁ'\ ‘?
Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALME in hls OWN "HANRDWRITING. (Failure to co

with the above constitutes grounds for revocation of license). 3
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.

-




