URI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

t HLED VS 0K, 02090 B QL s s i . GERE O S o, D2

—OAYE

STATE FILE NUMBER

-

DOCUMENT

BY AFFIDAVIT OF

1. PLACE OF DEATH 2. USUAL RESIDENCE [Whaere deceased lived. If institution: Residence before
a. COUNTY Stoddard . . . a. STATE  Ma, b. COUNTY StOdd&I‘d admission}
b. CITY (If outside corporate timits, give TOWNSHIP only) Length of stay in 1b €. CCI)TY Inside Limits
R
TOWN Pike twn., yrs. own  Bell City, Ya O NoXI
c. FULL NAME OF (1f NOT in hospital, give location) Inside Limits d. STREET {If outside, give location) Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION gt hOII'.IB Yes O NolD Yed{] Ne O
3 (P;AME OF DE,CEASED First Middle Last 4. DOA';IE Month Day Year
ype or print
DORA IEAH EENDERSON oeari  Qct, 5 1960
5. SEX 6. COLOR OR RACE 7. Married O3 Never Married O3 [8. OATE OF BIRTH | ¥- AGE {last binhday) t:\:.-'.NhDER IDYEAR :: UNDER :: HR
Wid ad Divorced ths ays ours in.
F. w. idow i ivor %])r.lo_sh 76

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

rnosr of wtrfng life, even if retired)

Stoddard co.,Mo.

USA

12a, FATHER 5 NAME

JeSse Grayum

13b, MOTHER'S MAIDEN NAME

Susan Cooper

14, NAME OF HUSBAND OR WIFE

C.A. Henderson,Decd.

5. WAS DECEASED EVER IN U.5. ARMED FORCES? 15, SOCIAL SECURFTY NG. |17, INFORMANT Address
: s of servi
(Yes, no,-or-:ln_known) I(If yes, give wa-r:r:a es of rervice) Mrs Py m13 Sh‘umaker ’ Bell City, Mo . |
18, CAUSE OF DEATHM (Enter only one cause per line for (a), (b}, and (c). INTERVAL BETWEEN
PART I DEATH WAS CAUSED BY: W ONSET AND DEATH
IMMEDIATE CAUSE (2) w2 P

/

Cd

h 21.

Deasth occurred n:

Conditions, if any, DUE TCO (b)
which gave rise fo
above cause (a),
ttating the under-
lying cause last, DUE TO (<)
z PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING YO DEATH but not relsted to the terminal PART NI, If deceased was female was
g disease condition given in PART | {a) there o pregnancy in tast 90 days,
;t i IDYa:,DNo [J Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT SUICIDE  HOMICIDE 20h. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in PART | or PART [1 of item 18.)
fr} PERFORMED? ] 0 a - .- . . .
5] YES [} NO3 - -
-t
&1 720c.TIME OF  Hour  Meonth, Day, Year
a INJURY a.m. *
g p.m. s -
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, stremt, office bidg., etc.)
NOT WHILE AT WORK [
| attended the deceazed from /," ,’; s ?o_j_ﬂ_:_s;_‘_e__and last uw_t:"live on 20 - ¥ ‘ o

on the date stated above, and to the best of my knowledge, from the csuses stated.

22a. SIGNATURE

22b. ADDRESZ ; : 4/

272c. DATE SIGNED

egree or title)
a 4 a1/ 2aalall)
23a. BURIAL, CREMA‘I’iON" 23b. DRTE Lﬂac NAME 'OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State}
REMOVAL (Specify)
1al Oct,.7,1960 Morgan Memorial Park Advance, Missouri 4

24. FUNERAL DIRECTOR

CHILES UND,CO.,BLOOMFIELD, MO,

ADDRESS

DATE RECD,

Mén‘

LOCAL REG.

W‘REGISTRAR'S SIGNATURK <
Y. X ﬂ:L / (sslnl

[ticensed Embalmer’s S‘temcm on Reverse Side}




- with the above Ttonstitutes grounds” for revocation of license). e et
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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

oré?___Luln_ﬂnapax_# 3499 ' XXEXXREENHER No.

B IR0 X ¥y 0 R XD MR N,

g

gy

—

Student Signed W8/ z
x Signature of Student Embalmer |

- F . . P. O. Address Bloomfield y M

4119

+ ;- Licensed Embalmer No.

-
L3

Note: The above MUST BE SIGNED BY THE I.ICENSED EMBALMER in his OWN HANDWRITING

k2l
e

T I

~~._ ) embalmed Bima STUDENT, he also shall sign in his OWN handwrlhng
"\

'y

g? thils body is no erpbalmg @et%b‘bléh‘be so stated above - L .

(Failure to cori




