Rl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH - —60—0‘{'}64(;
"'E!tj VS Auﬁn Ilh §|slm _______a_z’.‘{..-..---...l’nmarv Registration District No. li {-7—-_..--Reqmrar ‘s No. __43._______-_ STATE FILE NUMBER

INDED
| I, PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institulion: Residence before
a. COUNTY worth co ”]tj[ B a. STATE Mis sourib COUNTY vforth admission}
b. CIYRY (If outside corporate limirs, give TOWNSHIP only} Length of stay in 1b €. %EY Inside Limits
TOWN  Grant- City 25-years TOWN Grant City Yejd NeD
c. FULL NAME OF (If NOT in hospital, give location) Inside Limirs d. STREET {If cutside, give locstion) Reside on Farm
T’r?ssﬁib‘%o“ ¥ No O ARORESS L : Y N
M08-West — Wth Street [™%™0 | 208-.West - 4th Street =0 Ne®
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print} : OF . .
Rosa: Belle. Scott beAM June 29 1960
5. SEX 4. COLOR OR RACE 7. Married [ Never Married B |8. DATE OF BIRTH | 9. AGE (iast birthday) |IF UNhDER 1DYEAR IF UNDER 24 HR
- 5 Widowed [] Divorcad [ . ths ays Hours Min.
: white Han-29-1877 87 -
10a. USUAL QCCUPATION {Give kind of work dones | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
durlng most of working life, even if retired) . . L . .
-Housekeepar housekeener Stockton Kansas 0.9, A%,
13a. FATHER'S NAME 13k, MOTHER'S"MAIDEN NAME 14. NAME OF HUSBAND CR WIFE
James. W, Scott Lidiarr Jane Cronk none
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 15, SOCIAL SECURITY NO. 117, INFORMANT Address
(Yes, no, or unknown) | {If yes, give war or dates of zervice) i I " . . )
| e none: Ralph Scott Grant City Missourl
— 18. CAUSE OF DEATH (Enter only one tause per line for {a), {b), and (c}. INTERVAL BETWEEN
E PART . DEATH WAS CAUSED BY: ONSET AND DEATH
£ IMMEDIATE CAUSE ol /YIS DL £ LoR2) /L P /2 Aokeses
g %
0 Conditions, if any, DUE TO (b)_CEM_M L Yorletsl /”_f L 3&/%‘(4’1
which gave rise to i
above :':uae dla}, .
stating the under- - — - -
lying <cause last. DUE TO {c) _MQMKI VE ARrislosr EclizarLAr 2o 30}’%
z FPART tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nor related to the terminal PART 1ll. If deceased was female was
g disease tondition given in PART | (a} there a pregnancy in last 90 days.
6 ] O Yes l ﬂNo | O3 Unknown
E 19. WAS AUTOPSY 20s. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1} of irem 18.)
[ PERFORMED? m] O a
o YES [ NO LY
—
x| 720c. TimE OF Hour Month, Day, Year
a INJURY am.
Iil p.m.
20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK [J
21. | attended the deceased from (258 lDM.—Z-&M—UHd last saw :,e,:‘ slive Mﬂﬂ—
Death occurred at. e W w2 A. m,on the date stated above, and to the best of my knowledge, from the causes stated.
S ZZa. SIGNATURE ree or yile) 27b. ADDRESS I;z:. DATE SIGNED
L3 -
e @%/ = P G 7— Crra: Aafes. 32 -¢e.
?{ 733, BURIAL, CREMATION, | 23b. DA 23, NAME OF CEMETERY OR CREMATORY 23d. LOGATION (City, town, or county) {State)
o] REMOVAL (Speacify) . . I .
T § T : : Athelston Iowva
= 24. FUNERAL CIRECTOR AL REG. |26, GJSTRAR'S SIGNAJURE
) - . 8
ol Johm Andrews Grant City Missour

[Licensed Embalmer’s StaMment on Reverse Side}



-—é()

P

STATEMENT BY LICENSED EMBALMER

, Student Embalmer No.

Student Signed
Signature of Student Embaimer

s
Licensed Embalmer NO.M
P. O. Address ,//

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

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




