IRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
FILED VS DEE ] 4 196u

NDED

DOCUMENT

BY AFFIDAVIT OF

Registration Distriet No. —_

23

60—041523

STATE FILE NUMBER

1.

PLACE OF DEATH
. COUNTY

Dunkten

2. USUAL RESIDENCE {Where deceased lived.
a. STATE m * 4 b. COUNTY
15500y,

Residence before
admistion)

1# institution:

DﬂﬂiA'n

b. C!IRY (If outside corporate limits, give TOWNSHIP only) Leng:h[of stay in 1b- e, C(!’EY 4 é / Inside Limits
TOWN / enre /;f . /z.‘ aér.r TOWN rRyr chg No O
¢. FULL NAME OF (If NOT in hospital, give locationk; ‘Inside Limits d. STREET (If cutside, give location) Reside on Farm
HOSPLTAL OR . ADDRESS
0 N % /A" ] Yes No [J Yes O NnX
J. (':AME QF _DEICEASED First Middle Last 4, DgTE Month Day Yeor
Ype ar pring F
/o y IVay 7 Homas A [vembar 1S, /940
5. SEX 6. COLOR OR RACE 7. Married 07 Never Married 9. DATE OF BIRTH | - AGE (last birthday) [IF UNDER ) YEAR | IF UNDER 24 HR
» Widawad [J Divorced / Months | Days | Hours l Min.
ale white S/ /o 20
10a. USUAL QCCUPATION {Give kind of work dona | 10b. KIND OF BUSINESS QR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during most of working

life, even if retired)

ISaZHER‘S NAME
re A’e

TAOME S

13b. MOTHER'S MAIDEN NAME

&/ em

15, WAS DECEASED EVER IN U.5, ARMED FORCES?
{Yes, no, or unknown) | (If yes, give war or dates of service)

D

e

16. SOCIAL SECURITY NO,

YPL-Y2-P217

&,

ARrogoald, Kpdonsa

ZAY /)

} 3
14. NAME OF HUSBAND OR WIFE
"

. INFORMANT

| Mes Lela Themas

Address

Brbyd, Mo

MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter only one cause per line for
DEATH WAS CALUSED BY:

IMMEDIATE CAUSE (a)

PART |.

Cenditions, if any,

which gave rise to
sbove cause (a),
stating the under-

lying

cauvie

last.

DUE TO (b}

DUE TO (2}

), (b), and, {¢).

INTERVAL BETWEEN
QONSET D DEATH

J

Hlad
é'é- EZ.

/3
JOOQ*w

PART 11,

19, WAS AUTOP,
PERFORMED
YES O NO

20a. ACCIDENT
(W]

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH b\n nat related to the terminal
disease condition gwen in PART L {a)

PART {lh. If deceased was ale was

there a pregnancy in last 90 days.
rD Yes ] & No I ] Unknown

UICIDE HOMICIPE
a a

?. DESCRIBE HOW INJURY OCCURRED. (Enter nature of

njury in PART | or PART il of item 18.)

20c. TIME OF
INJURY

Hour
a.m.
p.m.

Month, Day, Year

20d. INJURY QCCURRED

WHILE AT WORK
NOT WHILE AT WORK []

20a. PLACE OF INJURY (o8.g.,
farm, factory, sireet, office bidg., etc.)

/

in or aboyt home,

4

20f. CITY, TOWN, OR LOCATION

COUNTY STATE

Desth occurred st

/

/

21. | attended the deceased fl’om_%b—o;. t
£
) L4

—
n_#lu%mand 1 he o 7 7
m on the date stated above, and to the best of my knowledge, from the causes stated.

/NS0

a51 BAW jory 8live on.

24.

Howard Fumeesl Seroie. heashoille

Ak

222, STGNAT) 3] or title) 22b. ADDRESS T DATHSIG
-
0 M 2 /4/4 § o
23a. BURIAL, CR N,"| #3b. DAT 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tdwn, or Counfy) (S te)
EMOVAL (Spcclfy) '
wvial }-17-Go '7!-:0%]3 p'a @me-}@ry
FUNERAL DIRECTOR ADDRESS 35. DATE RECD. BY LOCAL REG.

1/2'7'/?40

{Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my petsonal supervision.

Student Signed_mlﬂ//ﬂ

Signature of Student Embalmer

Licensed Embalmer No.
P. 0. Address

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).

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.




