IRY; DlVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ™ -*a-g(}—(lm;gzﬁ
F".Hj. vskﬂ-wﬂmnfxo?D%r11%03__£__?._._--_Jnmarv Registration District Ne, ‘/ 5—2 b i i {: . 2 ‘1 ! ;. o ‘ STA‘E FILE NUMBER

ar's Noi-, .
PR e .f
. i ainei s St
- -PI.ACE OF DEATH 2. UsuAalL RESIDE!{‘CE'(WHIFSJ_}:(‘EE%uddM 1f institytion; Residence befora
a. COUNTY a. STATE " b. COUNTY admission)
Ternnn Mo Ao
b, crer (If outside corporate limirs, give TOWNSHIP only) Length of stay in 1b <. Ccl,':f = i L Inside Limits
TOWN TOWN Y N
Sheldan 1, manth Sha «B N
c. FULL NAME OF (1f NOT in haspital, give location) Inside Limits d. STREET =hotan u"e_md., give location) Reside on Farm
A n om | A v g
]
None b Drywend Traunahis t hiko dhiidie
3. NAME OF DECEASED First Middle Last 4. DATE Menth Day Yanr
{Type or print) : r DS:TH
Martin Wesley Cunningham Nov, 12 1960
5. SEX 6. COLOR OR RACE 7. Married ] Maver Married [J [8. DATE OF BIRTH | 9. AGE (last birthdey) | IF UNhDER 'DYEAR ::UNDE? 24 HR
: r Wid d Di ad Months ays ours Min.
Mele W idowsd O veed D 12/26/187h 80
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
during most of.working lifa, aven if retired) '
armer Own Farm Cedar Cn. Mo IS
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Jd. A. Cunningham Sarash Casa .'%gn;e lane
15. WAS DECEASED EVER IN U.5. ARMED FORCEST 16. SOCIAL SECURITY NO. | 17. INFORMANT T Address
(Yes, no, or unknown)| (If yes, give war or dates of servica)
Yo | PP e Sarabh Jane Cumnivgharm Sheldon
- 18. CAUSE OF DEATH (Enter only one cause par line for (a), (b), and [GN INTERVAL BETWEEN
Z PART |. DEATH WAS CAUSED ~ 0 ONSET AND DEATH
S mmepiaTe cause @ coronary Occlusion 5-8 min
=] .
Q .
o Conditions, if any, DUE TO (b}
which gava rise to
sbova cause (a),
stating the under-
lying cause last, DUE TO {c}
z PART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 1O DEATH but not related fo the terminal PART HI. If deceased was fomale was
g disease condition given in PART { {a) thera a pragnancy in last 90 days.
§ I'ian di . + . I 0 Yes | 0 Ne | O Unknown
E | 775, WAS AUTOPSY | 20a. ACCIDENT suucme HOMlErDE b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I ar PART I1 of item 8.}
& PERFORMED?
U YES{J NO[J
3| 20 TWME OF  Fouf  Month, Day, Yeer |
H INJURY 8.,
g p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about hame, | 204. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factary, streat, office bidg., etc.)
NOT WHILE AT WORK [0
her .
21. t attended the decessed from to and last saw t;. slive on
Death accurred at. m an the date stated above, and to the beat of my knowledge, from the causes stated.
oal
5 Degres of k) 22b. ADDRESS 22:. IGNED
= veohv& 4@
E . | 23b. DATE Z3c. NAME OF CEMETERY OR CREMATORY (. 23d. LOCATION (Cily, Town, or county) tsgm
Val -
a ﬁ“%*éiﬁ“"” Nov., 12 60| Shelden Shel.don Mo
E 24, FUNERAL DIRECTOR * ADDRESS 25, _DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE
> i 4 — L o
@ Beeny Funeral Home Shelédon 1o, (]&7/ /S /PG | oot O P EH

(Licensed Embalmer’s Statement on Revarse Side)




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 Ermbalmer

Licensed Embalmer N ______w

P. Q. Addresm

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to cor
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 nat embalmed, fact should be so stated above. *

Y




