ION OF HEALTH — STANDARD CERTIFICATE OF DEATH ~60~-01256
E!L Edv R'ﬁﬂrﬁm%iﬁl:ﬁg ________31.8—Primarv Registration District ano—o-a--—--ﬂwi""’" No. --8-(-3-.-25--- bO SIATE FILE NOMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before
. COUNTY . STAT . - b. COUNTY admissi
’ + ™% 11inois Macouplip *™
b. CITY (If id limits, give TOWNSHIP onl i . . N i
(I)R (If outside corporate limits, give TOWNSI only) Length of stay in 1b [ CATRY CarlinVll 1e Inside Limits
TOWN Sto LOUiS 13 davs TOWN Yua ] No O
c. FULL NAME OF {If NOT In heaspital, give location) Inside Limits d. STREEY (If cutside, give lacation) Reside on Farm
HOSPITAL OR ADDRESé .
msmunonchildren ' s Hospital Yes 3 No [ 02 Harrlngton Yes [1 Ne O
3. (?AME OF .DE)CEASED First Middie Last 4. DA;:I'E Month Day Year
ypa or print . .
Cindy Jayne Magurie | oeam 8 15 60
5. SEX 6. COLOR OR RACE 7. Married [1  Never Married§] [8. DATE OF BIRTH | 9- AGE [last birthday) |iF UNhDER IDYEAR :: UNDER 24 HR
« . . [ Min.
Fema 1e Wh.l te Widowed [ Divorced [ 12 _2 7 - 59 ?on ) I "|“'.! curs ™.
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
dyring most of working life, aven if retired) M
None None Carlinville, I11. U. S. A.
i 13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
t James Maguire Nance Gutheir Single
i 15. WAS DECEASED EVER IN U.5. ARMED FORCES? ¥45. SOCIAL SECURITY NO. 17. INFORMANT Address
: {fes, no, or unknown) §(If yes, give war or dates of service) .
| None | None Ann  Cecil
l E 18. CAUYSE OFPRR eA:Gusu ;?Yr line for {a), (b), and (c). Ig;g:]\f&hsg\g:;a
5 . H 7 » v
g ( i < CAUSE {a) QM&{:M anA ﬂﬂ_j
% /
B 2 240 e 3 / . )
; fa %A Hiom, TF .nﬂ 0 DUE TO (b} 2P i W 2 B clOZ et #
gave rise J
X o\ cau
'__"' lying c?.vu I:lt: DUE TO (c) 4/ 7’ D // 7

diseasa condition given in PART 1 {a} thare & pregnancy in last 90 days.

?ﬂ 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Lil. If deceased was _female was
] O Yes ] E No l O Unknown

MEDICAL ceannc»{ﬁon \

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. osscww INJURY,
PERF&%OD? B a ) & ! - L.
ves o . : Lo b gt
T T 97 s
p.m. W O
20d. INJURY OCCURRED / 20c. PLACE OF INJURY (e.9., in or about home, | 201, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK [J # /%’)*———‘7———
21, | sttendedfthe decessed from 8-2 - 60 to. 8 = 1 2= 60 and last uw%&?ve on, 8 = 15— 60
Death occhrred . 8 . S {\‘ a n on the date stated above, and to the best of my knowledge, from tha causes uﬁ:{, )
i a1 .
S 22a. SIGNATURE]! — )D.gru or title) “\\S\ 22b. ADDRESS
S 0 Latama MA \ 500 South Kingshighway Blwd.,
< 23a. BURIAL, CREMATI NU"H ATE 7 23¢. NAME OF EMETERY QR CREMATORY 23d. LOCATION (City, town, or county)
o REMOVAL (Speci ) .
T Removal 6/60 Local Carlinville, Illinois.
< | T2a. FUNERAL DIRECTOR 1Y) ADDRESS 25, DATE RECD. BY LOCAL REG. | 26. m ]
>
=] Albert H. Hoppe,Inc., L4700 Washington Bld., AUG 16 1860 ~@ A




.

STATEMENT BY LICENSED EMBALMER - '1

'
! 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.

Student

Signature of Student Embalmer

-

Note: The above MUST BE SIGNED BY

Signed :j \kr/ D;vq,/é/@\ ‘

Licensed Embalmer No. [f

P.O. Addressj/ - //M"'f&

THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to cor

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



