URI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH =60—-0 ‘
FlLED V§ I'QrGI $ l]ﬂ lgﬁ ____}__5.;.3.-_-.._____.Prlmarv Registration District Nm3-_Q__\/___D___-Regishlr’l No. __3--_?__{2___ STATE FILE NUMBER

ENDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased llved. If institution: Residence before
> COUNTY Cape Girardesu » STATE M1 sgour®- cowlY M1gsglggipphmisien
b. Céll;\" (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CéTRY Inside Limits
oWN  Cape Glrardeau 1 Week own - Charleston Yo X No D)
c. FULL NAME OF (If NOT in hospital, give locatien) Inside Limis d. STREET (If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
instuTion Osteopathic Hosp. Yes G Mo 101 N. Elm St. Yes O No X
3. (P;AME OF DE)CEASED First Middle Last 4. DS';IE Munth Yesr
ype or print
Agatha McDeniel Martin DEATH . 10/3/60
| 5. SEX 6. COLOR OR RACE 7. MarriedX] Mever Marrisd (] [8. DATE OF BIRTH | 9. AGE (last birthday} :DUNhDER ID"'EAR 'HFUNDER :\' HR
Wid, d Di d nths ays ours in.
| Female White idowod 0 wed O | 5 /22/17| 43 ] |
' 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
1 st of ipg Jife, aven if retired)
PSS Wi pag ovon 1 e At Home Paragould, Ark. USA
| 132. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
James William McDaniel Sarah Clark Ray Martin
15. WAS DECEASED EVER iN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address

. (Yes, pp, or unknown] | {H yes, give war or dates of service)

Ko | None Ray Martin, Charleston, Mo.

' = 18. CAUSE OF DEATH (Enter only one cause per line for {a}, {b), and {c). INTERVAL BETWEEN
Z PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
io
2 IMMEDIATE Caust () _Pulmopary Infarction
L

. Q ,

i e Conditions, if any. 1 DUETO (v) ___Puimonary . Embolisn..

| which gave rize to

above cause (a), -

i stating tha under-

' lying cause last. DUE TQ (¢}

z PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART HL If decessed was femala was
:_2 disease condition given in PART | (a) there a pregnancy in last 90 days.
§ @ Yes I 0 No I O Unkngwn

_ E 19. WAS AUTCPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)

&= PERFORMED? ] a =}

I o YEs [} NO(J

-—
5 20c. TIME OF  Hour Manth, Day, Year

| 3 INJURY a.m.

’ g p.m.

J 20d. INJURY CCCURRED 20e. PLACE OF INJURY (e.g., in &r about homo, | 20F. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT WORK [J form, factory, street, office bldg., ete.}

: NOT WHILE AT WORK []

.F 21. | attended the deceased frnWﬁrﬁ&ownd last saw J::;,aliva on Oc‘b. 3! 19&
! H Oo M m on the date stated sbove, and to the best of my knowledge, from the causes stated.

Desth occurred at

w title) 22b. ADDRESS 2Zc. DATE SIGNED
o 22a. SIGNATU (Dyee or .

° Lt P Lo, K Cotir Fivordbtanr’' A 72y~ 105 ¢
i 23a. BURIAL, CREMATION, | Z3b. DATE 2’3: NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fown, or county) {State)

a MOVAL (Spacify)

E urial™ |1o/5/60 _ | Osk Grove Cemetery Ch

< | 74 F0 | ADJR 25. DATE RECD. BY LOCAL REG. |24 REGISTRAR'S SIGN TU:K

D=

@ unnelee e Chapel fo- 7 - mm

aries ton, Ce (Licensed Embalmer’ + Statement on Reverse Side)



et . . L,
IR AL oL RTR l
N 4
STATEMENT BY LICENSED EMBALMER |
. L T {
| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by ﬂ
or by Student Embalmer No

working under my personal supervision. ’
"Student 4 Slgned M

Signature of Student Embalmer

I

Ll

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Failure to co
with the above constitutes grounds for revocation of license}.
: * *'If embalmed by a STUDENT, he also shall sign in his OWN handwriting. -
i If this body is not embaimed, fact should be so stated above.




