ﬂEBIV§s;V°(Iv OF gl-é%AI.TH STANDARD CERTIFICATE OF DEATH —_ 6()..04(}’70“? :
T ER
F‘QED Registration Dmm:? No, . __ =« ..’j:-_____?rimary Registration District No. [90 13' Registrar’s No. lq rl_ STATE FILE NUme
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased llved. [f institution: Residence before '
s couny§a]line a. STATE M{ggourti COUNY oo admission) .
b. C‘:l)Y‘.l‘lf {If outside corporate limits, givea TOWNSHIP only) Langth of stay in 1b c. COITRY . Inside Limlrs ;
1owN Marshall 27 yrs. own  St. Louis vor &K No O
<. ;tg.épl:ltﬂEogF ii NOT inhholpLai g tocaf é SChOOl Inside Limits d. :l;f)i?ss {1f cunide, give location) Reside on Farm
! INSTITUTION & HOSDJ Yes O Noygl 1312 S. 9th St. Yes 0 No
3. EAME OF IDE)C.EASED First Middle Laat LR 06\;5 Month Day Yeaur
Ype or print
Ella --~ (Partney)Bequette | °*™ 13-6-1960
5. SEX 6. COLOR OR RACE 7. Married £%  Never Married [] |B. DATE OF BIRTH | 9- AGE (last birthday) [ IF UNDER | YEAR _[F UNDER 24 HR
Female white Widowed D Dwereed D 19.70-190R 58 ronthn | Pawm | Mo ] M
10a. USUAL OCCUPATION (Give kind of work done | 10b, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and stats or country} [ 12. CITIZEN OF WHAT COUNTRY
during most of werking life, aven if retired} .
Patient -———— Richwood, Mo U.S.A.
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Louis B. Partney Lavina Sonsoucie Fred Bequette
| 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NOC. 17. INFORMANT Records of mhal l St ate
{Yes, no, ki ] (if , give war or dates of ica)
l N a3, no, or unknown, | yn: :l-:a of service NO school & HOSp ., ] [ rShall MO,
' | 18, CAUSE OF DEATH (Enter only one caunie per line tor [a), (b}, and (c). INTERVAL BETWEEN
E PART i. DEATH WAS CAUSED BY: . ONSET AND DEATH
, = mmeDIATE cavse ¢ Arterio-sclerotic heart disease 2 yrs
(U]
' e
a Cenditions, if any, DUE TO (b}
which gave rise to
[ sbove cause (l),]
| stating the under-
lying cause last. DUE TO i)
z PART 11. OTHER SIGNIFICANT COMDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART IlI. If deceased was female was
g disease condition given in PART 1 (a) there 8 pregnancy in last 90 days.
$| Mentally retarded--1.Q. 30 | O ves |3 | O Unknown
= 19. WAS AUTOPSY 20a0. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCLIRRED. {Enter nature of injury in PART | or PART Il of item 18.)
I PERFORMED? O a [m}
] YES O, Nom '
| 20c. TIME OF Houl  Month, Dey, Yaar |
= INJURY am.
] p.m. .
20d. INJURY QCCURRED 20w, PLACE OF INJURY (e.g., in or about home, | 204. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, sireet, office bidg., etc.)
NCT WHILE AT WORK []
21. | attended the deceased fmm_ApI.'Ll—l,—l-g-SQ—, ?0_1.¢_zé--]_—9-60-—lnd last saw Rf,:, alive onwﬁn_*_
Death occurred af. M 45 P m on the date stated sbove, and to the best of my knowledge, from the causes stated.
B 27a. 5,,-,“"_.“/@ @ Degres or tifle) i ? 2p. apORESS  MAarshall State 22c. DATE SIGNED
- 620""7 School & Hosp.,Marshall Mol. 10-7-60
2 23a, ’23b‘ﬂ,ﬂ‘l‘!’ . 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ar county) (State)
=] REMOVAL {§ ify), . - -
T xmuxfﬁﬂrl 1l Nov,8,196(} RidgePark Cemetery larshall, ligsouri
<« 24. FUMNERAL DIRECTOR - ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGIST <} SG:«JATURE
. [ M - -
a] Jack w. Reser Marshall, llo =1~ b tg,‘_‘ 2 .!E
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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 .- . s, Student Embaimer No.

_ working under my personal supervision. M
Student Sagned M
Signature of Student Embalmer
Licensed Embalmer No. re éfzj

- -4 s | . - ) K
- PJO. Address 2 4

N.ote 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). . . “ia
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng _
If this body is not embalmed, fact should be so stated above. * ..
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