RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -60—-036110
D v;&nglPDz:i‘a Jgs.g.----____B_]:S}rlmary Registration District Ng, __1_0.03-_2“15!":?:! No. ----9-3.6-8-- STATE FILE Humacr

1. PLACE OF DEATH ] .- 2. USUAL RESIDENCE (Where deceased fived. If institution: Residence before
a. COUNTY - ) a. STATE Mis SO + b, COUNTY admlission)
b. Ccl)‘l';( {If outside corporate limits, give TOWNSHIP only} * Length of stay in 1b c. CCI)TY Inside Limits
R
TOWN Aps TOWN :
__S_LME_g;Mms:auri OWN gt Loma Yo X No O
c. FULL NAME OF (If NOT in hospital, give location} Inside Limits d. STREET {1 cutside, give location) Reside on Form
HOQSPITAL OR ADDRESS
INSTITUI’ION Bethesda. Hospital YesX1 No[J ’-12’41 Arco Street., Yes (0 No [X
N 3. NAME OF DECEASED . First Middle Last 4. DATE Manth Day Year
|- {Type or print} , . OF
-r 3 Zoa Berniece Gallaher oEATH  September 23, 1960.
i 5. SEX 6. COLOR OR RACE 7. Married (X MNever Married [J] |8. DATE OF BIRTH | - AGE {las? birthday) |IF UNhDER 1 YEAR | IF UNDER 24 HR
! ; Mont! D H Min,
L Female White Widewed 1 Piverced O | 5113 /1917, L3 i e e
- 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stata or country) | 12. CITIZEN OF WHAT COUNTRY
} during mast of working life, even if retired)
Housewife At Home _I Black, Missouri. U.S.A.
f 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
| _Grover Foster Nora Lewis Ira W. Gallaher
‘ 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 18, SOCIAL SECURITY NO. 17. INFORMANT Address J
({8, no, or unknown) | {If ves, gi or dates of service} {
: o) | pisl Unknown Ira W, Gallaher, L2ld Arco Street xp {
- 18. CAUSE OF DEATH (Enter only one cayse par ling for (a), {b), and (c). INTERVAL BETWEEN N
5 PART |. DEATH WAS CAUSED 8Y; r ONSET AND DEATH R
= IMMEDIATE CAUSE () Lﬂbcmw A &VVY <
| o 7K
AN Nularlasi o -
‘ a Conditions, Hf any, DUE TO {b)
! which gave risa to [/ /
‘ above c':uund(:), / 7/ x
stati the under- ‘
l Iving"g cayse last, DUE TO {¢) !
73
z PART il. OTHER SIGNIFICANT CONDITIONS CONIRIBUTING TO DEATH but not related 1o the terminal PART ). If decessed Jwas female was
‘ ,Q_ disease condition given in PART | (a) there & pregnfncy in last 90 days,
g l ] Yes I No I [ Unrknown
E‘ 19. WAS AUTOPSY 20a. ACCIDENT SUICIDE  HOMICIDE 20, DESCRIBE HOW INJURY OCCURRED. (Enter natura of injury in PART t or PART Il of item 18.}
‘ & PERFORMED? [m)} £ a
u YES
5 20c. TIME OF Hour Month, Day, Year
= INJURY am,
uiu p.m.
20d. INJURY OCCURRED 208, PLACE OF INJURY (e.g.. in or sbour home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ rm, factory, sireet, office bldg., etc.)
NOT WHILE AT WORK [] ﬁ Vi
A ' =
' hy .
21. | sttended the deceased from?%ﬁz_., wd last saw ‘h;_u_l_rve OHM
D'ﬁ occurred tv__!i_,ébm on the date stated sbove, and to the best of my knowledge, from the causes stated.
5 Za. (Degree or title) 22b. ADDRESSQ 22c, DATE SIGNED
= W M e Qs o AY-S Al Bo
; 23a. BURIAL, CREMATION, | 23b. DAT| 23c. NAME OF CEMETERY OR CREMA!ORY 23d. LOCATION (City, town, or county) {State)
a REMOVAL (Specify)
] Remova 9/23/60 Black Cemetery Black, Missouri,
< 24. FUMERAL DIRECTOR \_/ ADDRESS 25. DATE RECD. BY LOCAL REG. |26. REGIST SIGHRTURE
>
| Albert H. Hoppe,Inc., 4700 Washington Blyd., SEP 23 1360 | oA




da.

STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.
working under my personal supervision. }V
Student Signgd Al

Signature of Student Embalmer ./ /

. icensed Embalmer '}:o. ”C'J /
P. O. Addres > ; ; N

L4

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).
1 embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




