SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

FILED VS FEB 7 1961

Registration District No. ___

la_]______._.l’rimuv Registration District No. lg-_--a.z___Regmrar ‘s No. ___.)_Z----______

=61=002639

STATE FILE NUMBER

AMENDED
1. PLACE OF DEATH 4 2. USUAL RESIDENCE (Where decessed lived. If institution; Residence before
a. COUNTY Ray a. STATE Mi s3s0ur 5: COUNTY Ray admission)
% b. C‘I)LY {If outside corporate limits, give TOWNSHIP enly} Length of stay in ib [ C(I)LY Inside Limits
v} . —_— ~
z ToWwN Richmmnd T WsgOD., R days Towd  Richmond Yerfl No O
c. FULL NAME (lf NOT i a ive locgtion} . = inside Limits d. STREET (If cutside, give location) Reside on Farm
w HOSPITAL O c:h)i? 3} H&ittbrial . ADDRESS
s msmunoNHo pl Yes O Nok 204, Forest Yes [ No O
s}
3. (l;AME OF _DE)CEASED First Middle Last 4. DggE Manth Day Year
ype or print] .
Eunice Cox oeam January 29, 1961
5. SEX 6. COLOR OR RACE 7. Married ﬁ Never Married 1 |8. DATE OF BIRTH 9. AGE (last birthday) | IF UNhDER 1 YEAR IF UNDER 24 HR
s i i Mont D H Min.
Fema le ‘vs'lhl te Widowed [ Divorced [J L0-2 7 - 1901 59 nths ays ours in
13a, USUAL OCCUPATION (Give kind of work done b, KIND OF BU I'QESSlIC‘)R NDUSTRY] 11. BIRTHPLACE (City and stale or country) | 12. CITIZEN OF WHAT COUNTRY
unng o3t of wol g life, & if ratired} ele, X
Telephone Uperator Anthony Kansas United States
13a. FATHﬁR S NAME ISb MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
James W, Swafford Hmma Dean Seth Robert Cox {cdin )
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14. SOCIAL SECURITY NO. 17. INFORMANT Address £
{Yes, no, or unknown)| (If yes, give war or dates of 1ervice) . . . .
N Y97~ p7-2323Mrs.Dinelis Dean Riggs,Crrick,Mo.
- 18. CAUSE OF DEATH (Enter only one caute per line for (a), (b}, and (c). INTERVAL BETWEEN
E PART |. DEATH WAS CAUSED BY: . ONSET AND DEATH
L = IMMEDIATE CAUSE (s) éigg )fr_-a zgﬁ,5£|3¢g_’ 4 éhzéttéa > -2 2 2 @ ¢
o] =
a 8 .
"] fat Conditicns, if any.]  DUE TO (b) a- e . L wee ks
= which gave rise to
2 above tause [a),
= stating the under-

‘ lying cause iast. DUE 10 {¢)

L 4 PART Ib. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bu! not related o the terminal PART 11, If decessed wos female was
g disease condition given in PART | (s} there & pregnancy in last 90 days.
§ '[] Yeoi I N [ J Unknown
E 19. WAS AUTOPSY }?‘ ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART ) or PART 1) of item 18.}

[ PERFORMED? (] [m] 8]

[v] YES [J NO

% . TIME OF  Houl  Menth, Day, Year ]

s INJURY a.m. )

¥ p.m,

20d. INJURY OCCURRED 200. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, street, office bidg., etc.)
. NOT WHILE AT WORK [J
[m] : —
é 21. | attendsd the deceased froi ie l d . to. :T.ﬂ- n 2 9'&11-"«1 last saw :r,:l alive on__qzd_'&_-iLiL
o Death occufred ab. 0 A m on the date stated above, and to the best of my knowledge, from the causes stated.
—
8 5 375, SIGNATURE M lD.gr% 225. ADDRESS _ 22¢, DATE SIGNED
% 0 . 4 7
AlLE 724 7 A AL | e g O~ | Ti 2047
< 73a. BURIAL, CREMATION, [ 23b. DATE /7 %E "OF CEMETERY OR CREMATGRY' 23d. LOCATION (City, pdwn, or county} (State)
y REMOVAL (Specify) . rs
g 2l Buriel 2-1-1961 nny Slope Richmond ,” Missouri
E E 2+:\ tiJNER L Dfil’i ﬁ DRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE
& > e Funera 1 A 9
= @ —4-16¢) | Inalef
¥ T 0

{Licensed Embelmer’s Statement on Reverss Side}




STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student. Signed
Signature of Student Embalmer

.

S

Licensed Embalmer No %‘J

A

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in
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 émbalmed, fact should be so stated above.

AR ot PN 1
PR :




