IRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
HLLL VS SEP 1 196023

~60-033532

Regisiration District No. (== __ ? {__________,Prlmury Registration District Nuf @é“hgmrar H Nu.é.-%’ ________

STATE FILE NUMBER

hate

2/9

/1889

NDED
1. PLACE OF DEATH 2. USUAL RESIDENCE {Whera deceased lived. If institution: Residence before
a. COUNTY - a. STATE b. COUNTY 57—-/ mission)
S/lopbAaRD o, 0 oDARE
b. Cé'FY (1f outside corporate limits, give TOWNSHIP only) Length of stay in 1b €. CCI)TRY tnside Limirs
TOWN 63'9, M F1) TOWN ,Bebf’ G/L ;t,u Yesrf] No D
¢, FULL NAME OF (If NOT in hus$ fal, glva%anon] Inside Limits d. STREET {If Cutside, give location) Reside on Farm
A e || AR wp
: M es [+] es o
J Shetbey Nurnimg Home |Y@ %0 g Neo
3. (q_lAME OF DE]CEASED First Middle Last 4. Dc»:\;:I'E Manth Day Year
ype or print R
A DEATH
Robinag nklﬂ;!- Cachaom, (?mnm/ﬂ; i fg I a!g”
5. SEX 5. COLOR OR RACE 7. Married [1 Never Married [] |8. DATE OF BIRTH | 9- AGE {last birthday¥ TIF UNDER T YEAR [ | 24 HR
Widowed Diverced [ Months | Days

Hours l Min.

oA
10a. USUAL OCCUPATION {Give kind of work done
during mes} of warking Ilfe even if ratired)

J/)-PAIM

10b. KIND OF BUSINESS OR INDUSTRY

11.

BIRTHPLACE (City and state or country)

Nebranka

12. CITIZEN OF WHAT COUNTRY

A

13a. FATHER’ S NAME

13b. MOTHER’S MAIDEN NAME

LaWall

14. NAME OF HUSBAND OR WIFE

Sam Q@Aj&e‘gm’te
15. WAS DECEASED EVER IN U.5. ARMED FORCES?

(Yes, no, or_pnknown} [ (If yes, give war or dates of service)

Sanah han
16, SOCTAL SECURITY 'NCY.

FORMANT

Wmm Cochnan  Bloomfield, MO,

Address

DOCUMENT

MEDICAL CERTIFICATION

;y\Q’OF
wl

PART L.

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

DUE 10 (b}

18, CAUSE OF DEATH (Enter only one cause per line for (a), (b}, and {c}.
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

INTERVAL BETWEEN
ET ff DEATH
- ,? .

72 00

(72N

lying cause last. DUE TQ {¢)
PART 1. OTHER SIG) ICANT CONBITIONS CONTRIBUTING TO DEATH but no? related to the terminal PART 1. Iif deceased was female was
disease ¢ n given in PAR (ﬂ there a pregnancy in tast 90 days.

]_EI Yes |

O No 5 Unknown

9. WAS AUTOPSY
PERFORMED?
YES [

NO [

[ z0a. Mcmsm(/!mcms HOMICIDE
a a 0

20b. DESCRIBE HOW INJURY

QOCCURRED, (Enter nature of

njury in PART | or PART I} of item 18.}

20c. TIME QF
INJURY

Hour
a.m,
p.m.

Month, Day, Year

20d, \WJURY OCCURRED
WHILE AT WORK ]
NOT WHILE AT WORK D/-

20e. PLACE OF INJURY {e.g., in or about home,
farm, factory, street, office bidg., atc.}

20f. CITY,

TOWN, OR LOCATION

COUNTY

STATE

21,

. BURIAL, CREMATION,
OVAL {gpecify)

| attended the deceased

Death occurred st

-
. 1o,

—S/—/—Lé—imd Jast .;g‘

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

ive o

23b. AT

F CEMETERY QR CREMATORY

22

CD

S

;e -

22c. DATE SIGNED

23d. LOCATION (City, town, or county)

BY AFFID.

(li:enud Embalmer’s S!a:emem on Reverse Side)

EM
£GP R/20/1960 Pleaaimt Groue Teneni
24. FUNERAL DIRECTOR ! T ADDRESS DATE nzc av LOCAL REG. | 2 EGISTRAR" snsymun&
Dumeam Funenad Home Wim. lden, mn-g}a"* o -

{State)




. STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision. ﬁ
Stydent Signed fé -

Signature of Student Embalmer

Licensed Embalmer No
P. O. Address

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in 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 handwriting.

If this body is not embalmed, fact should be so stated above.




