RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —-60-033666

. STATE FILE NUMBER
ZE!I-)ED vs Ras Efeug 191195.0 ———— __------..__.._..Pramary Registration District No, 13____----_-__20911!?-! ‘s No. .J_-_Z?.-----_-
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whero deceased lived. If instilution: Residence before
a. COUNTY Adair a. STATE Mo b. COUNTY Adaip admission)
b. C(|J'I;( {If aurside corporate limits, give TOWNSHIP only) Length of stay in b <. Cé‘:l‘l’ Inside Limity
TOWN Kirksville L monthé TOWN K4 pksville YesX] No [
c. Eq:ol.%:?ﬁE%Qi yd&l’ i bosp:rﬁ give Iocaljc-m) Ave . YImid« L:nin d.:ggi?% (If cunside, give location) :uide anFurm
stomo oadside =g NeO 11 s, Cott&;ze Groyg | Y0 M &
3. #AME OF .DE)CEASED First Middle Last 4, DSTE Yoar
vpe or print )
CARL GUSTAVUS ANDERSON oS Sept. 1l 1960
5. SEX 6. COLOR OR RACE KR X enmentet 1 |8 DATE OF BIRTH 9. AGE (last birthday) ] IF UNDER 1 YEAR IF UNDER 24 HR |
Widewed D Months Days Hours Min.
Male White wowed X ORERD | )y /10 /71 | 89
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIEH!PLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired)
uring e, v Rooming House Smed jebacken, Swedpn , U S
12a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Andrew Erickson Sarah Louisa TUNK. Mary
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
{Yes, unknown])| [If yes, gi ar or dates of service}
i1 ) l WY None Winifred Mabee, Kirksvilliw, Mo.
[ 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (c}. INTERVAL BETWEEN
E‘ PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
g S ‘ IMMEDIATE CAUSE (a} A’c & f’g (: ; L/ O SRE Au- (g-//.na S e tfdg.'y»{u
O ~ /7
O . -7 .
of iy Conditions, if any, DUE 10 (b) 4% Zlc y Y- orq/; o / Y */o e L/Muu SE oy Iara t{a,-_
whith gave rise to ~ =
K\: sbove cause (a),l l
stating the undar-
lying couse last, DUE TO (<)
PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Iil. If decessed was female was-
é disaase condition given in PART 1 (2) there a pregnancy in last 90 dayy.
h) ID Yes I 0O N- I Im] Unknown!'
= | 79 WAL AUTOPEY | 20a, ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in PART | or PART Il of item 16.)
& PERFORMED? a (m] |m]
= YESE] NOQR
X | 20c TME OF  Houl  Month, Day, Year l —
& INJURY a.m,
g p.m.
20d. INJURY OCCURRED = 20e. PLACE OF INJURY (e.q., in or about home, | 20f. CITY, TOWN, QR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factory, streel, office bldg., etc.)
NOT WHiLE AT WORK (O )
21. | attended the decessed from_AV_isi—/‘ZL, OOMMN! last sow m:liw on J-e‘—'pz/c‘- .& + 70
t Daath occurred at ‘: b4 30 p m on the date stated above, and to the best of my knowledge, from the causes stated.
6 72a. SIGNATUR or title} [ 225, ADDRESS 22¢. DATE SIGNED
= W Y 2 %; b D, 12 E Lot betson e, KiHGr e o |Sepd 45500
——'i 273, BURIAL, CROWRT¥ON, | 23b. DATE 73¢ NAME OF CEMETERY QGR-GRENDEORT— 23d. LOCATION (City, fawn, or county} (State)
a ify)
£ Byrial /17460 McPherson McPherson. Kansag
< 24. RAL DIREC'IOR Mﬂ%‘(/ 25. DATE RECD. BY LOCAL REG. %EGiS?RARS SIGNATURE
> . -
%| Foster Memorfal Hidfhe, Kirksville, [Mos ¥-/5-40 s 2. @4/

{Licensed Embalmer’s Statement on Reverse Side)




BN

cCIVM c,g

G:W 'wtaf;y y7%

STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No. L|'7L|2

P.O. Addreiirksville, Mc

Note: 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.



