RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
LED VS NOV 7 1850

DED

Registration District No. . _____________

Z60=037286 -

_Z_J’rimary Registration District No. _Jm__kegi:tur'l No., --é_?___‘ﬁ____.

STATE FILE NUMBER

2. USUAL RESIDENCE (Where deceused lived. (f institution: Residence before

DOCUMENT

BY AFFIDAVIT OF

1. PLACE OF DEATH
& COUNTY Adair a. STATE Mo. b. COUNTY Adail“ admission)
b. CITY (If outside corporate limits, give TOWNSHILP only) Length of stay in 1b . COITR‘I’ Inside Limits
TowN  Ki{rkgville 8 vrs TOWN Kirksville Yas g{Nou
c. ;%SLP'I‘T‘:TEOQF {If NQT in hospital, give |ocation} Insice Limirs d, .:;EEZEEES (if cutside, give location) Reside on Farm
InsTTUTIoN [Laughllin Hospital YerGf NeD 1109 S, Baird YO No B
3. (P_:AME QF _DE)CEASED First Middle Last 4, Dc.;uFTE Month Day Year
ype or print
EDWARD E. BLACK ean  Nov, 2 1960
5. SEX 6. COLOR OR RACE 7. Merried T Naver Married O] [5..D B %TH | 9 AGE (last birthday} | IF UNDER } YEAR _IF UNDER 24 HR I
Male h]hite Widowasd [] Divorced [ 6}27 79 Months | Days Hours Min,

10, USUAL OCCUPATION (Give kind of work done

10b. KIND OF BUSINESS OR INDUSTRY| 11.

BIRTHPLACE (City and siate or couniry)

12. CITIZEN OF

WHAT COUNTRY

dyrl t of working life, even If retired)
Re Ted i'qai'r%rr ’ arming Lewiastown, Montana U 5

13a. FATHER'S NAME 13b. MOTHﬁ'S’MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Black Amma Belle Adams 0llie Black

E — _;.-_ l'ﬁl

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

{Yes, no, onunknown)| (If yes, giveguar or dates of service)
No No

16. SOCIAL

Nohe

SECURITY NO. | 17.

INFORMANT

Ollie Black, Kirksville, Mo.

Address

MEDICAL CERTIFICATION

PART .

Conditiens, 1 any,]

IMMEDIATE CAUSE (o)

which gave rise to
above cauvre (a),
stating the under-
lying cause last.

gpullprey

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

(= frd S

INTERVAL BETWEEN
ONSET AND DEATH

{ A=t

DUE 10 () QKFM”}' .

A tuzzss

CHRoM < fo(cu&-o-ﬁrz]
DUE 1O {¢) i::/déﬂ#l/ 21D

7 SOPEC SR DT A
AR 1% e Schaizass

I ERISD o

PART 11, If

decaased was

female

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bu! not related to the terminal was
g disease condition given in PART | { there a pregnancy in lsst 90 days.
oot (setapsrs — Uluox/faﬂz.f LD [y |0 ves { ON- [ O nkoownl-
19. WAS AUTOPSY 20a. ACCSENT 5U|EI]DE HOMEI]CIDE 20b. DESCRIBE/HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART {1 of item 18.)
PER D
g
20c. TIME OF  HouF  Month, Day, Year |
INJURY o.m.
p.m.
20d. \NJURY OCCURRED . 20e. PLACE OF INJURY (e.g., in or sbout homs, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORX farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK []
21. | attended the decuudfw JO- 25- @O ta. //-‘ 2 -bo and last uw},?,:.linan //—Z'CEO
v ] l.L :%0 _'D m on the date stated zbave, and to the best of my knowledge, from the causes stated.
title 22c, DATE SIGNEP

77
Pee

E\Y

Ll

/-3 Go

23a. BURIAL, CREMATION,

REMOVAL (Specify}

23b. DATE

i%:
7

. MAME OF CEMETERY OR CRE

Fitegerald

MATORY"

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

Charitény Co. Mo,

{State)

Mo, “

25. DATE RECD, BY LOCAL REG.

¥- 1960 '

q 26. REGISTRAR'S SIGNA@
AN L() !

{Licernsed Embalmer’s Statement on Reverse Side)




A" 8T ADN

© 'Nmnvnv7 frvb'j

—

c £
¥

.0'

STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student Signed
Signature of Student Embaimer .

Licensed Embalmer No._,'|'7_]'12__..‘
|
P.O. AddresKirksville, Mc

Note: 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. |

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




