JRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
_Primary Registration District No, __‘{:_2_- _:s______-Reglﬂrar s No. _.:/_‘.g.?_{ ________

2. USUAL RESIDENCE (Where deceased lived.

F'LED VR§9|«IP§U gﬂl’lC? 1850‘/‘ 2'

NDED

-60=046614

STATE FILE NUMBER

1. PLACE OF DEATH

H institution: Residence before

DOCUMENT

BY AFFIDAVIT OF

. COUNTY - . STATE b, COUNTY igsl
: JEFFERSOM . MO TEFFE SO
b. Cﬂl'!Y (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b e, CCI,LY Inside Limits
TOWN TOWN y7
WINDIOR HARBOQR 4 YRS OWNWINDSOR HARBAR Ye O Mpd
c. FULL NAME OF (If NOT in haspital, give location} inside Limits d. STREET (I¥ cutside, give location) Reside on Farm
oy v ey oy
IMPERIAL RURAL RQUTE sl Mo IMPERIAL RURAL ROUTE 0 Noid
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) D?AFTH
DOROTHEA IEQONA CASSTEDY > MOV
5. SEX - 4. COLOR OR RACE 7. Married [J Never Married [ [8. DATE OF BIRTH | 9- AGE (last birthday) { IF UNhDER IDY R l: NDER 24 HR
Widowed Divarced Meonths ays ours Min,
FEMALE WHITE LY 25 1887 73
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTAPLACE (City and state or country} | 12, CITIZEN OF WHAT COUNTRY
durl mon of workmg life, even If retired)
E & NURSE THEBES ILL US A
|3a FATHE&'S NAME 136. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
LAC MITHE JOSEPH ( DEC )
(l: WAS DECE:.SED )EV(']EfR 1N U.5. ARMED t;o:zcss: o 16. SOCIAL SECURITY NO. | 17. INFORMANT addigh | OUTES MU
&5, NS, OF uNknown yas, give war or dates of sarvice
RS MAXTNE DOSWALD 12 SUTHERLAND

PART I

Conditions, if any,
which gave riss to
sbove cause (a),
wating the under.
lying cause last.

18. CAUSE OF DEATH (Enter only cne cause pqr line for (a), {b}, and (c).
DEATH WAS CAUSED B

IMMEDIATE CAUSE (a)

but 10 (b:&ascm’g}.gz Attt fleras,

DUE TO {¢)

INTERVAL BETWEEN
iNSET AND DEATH

| anlle s

{ o
7

PART H.

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TOQ DEATH but not related to the terminal
disgase condition give

PART

1 (a)

PART

1. If deceased was

female
there & pregnancy in last 90 days.

W

ID Yos | O N- l 0 Unl:nawng._

MEDICAL CERTIFICATION

19, WAS AUTOPSY 20a. ACCIDENT S IDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
PERFORMED? [} a 0
YES OO NOQDO
20¢. TIME OF Hou Month, Day, Year
INJURY a.m.
p.m.

20d. INJURY OCCURRED

WHILE AT WORK
NOT WHILE AT WORK [J

20e. PLACE OF INJURY (e.q.,

in or about home,
form, factory, street, office bidg., ek.)

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

™

24. FUNERAL DIRECTOR

21.

I attended the deceased from

Desth occurred at.

777 57
c?

ru_LL_/LZLA#md last saw t::,‘].i.\m on__LLLM

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

iZa.?lG

a. BURIAL, CREMATION,
REMOVAL (Specify)

TURE

{Degree or tille)

22b. ADDRESS

23b, DATE

MOV, 29 1060
JEILIGTAG FUNERAL LOME IMERKTAL MO

22¢. DATE SIGNED

2OSWA  raonae Kirk weed 22, U/

23c. NAME OF CEMETERY OR CREMATORY ATION (City, town, or county) (S12te)
NATTIONAT, CEMETERY EFFERSON BARRAKS MO
25. DATE RECD. BY LOCAL REG GISTRAR.S 51
/- 29-6o W CBaeen

(Licensed Embalmer's Stalemen? 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

-

: . ' Student Embalmer No.

or by

working under my personal supervision.
r L

Student, SignedéM@

Signature of Student Embalmer
Licensed Embalmer NO.M

P. Q. Addressa_Qﬁ%lM

Note: 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 2 STUDENT, he also shall sign in his OWN handwriting.
If’this bedy is not embalmed, fact should be so stated above.




