SSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH, —

Ge&54

_ Registration District No. _3 g?_____}'nmury Registration District Ne. _4____T£____Regim
5 196¢

DATE AMENDED

AMENDED

INSTEAD OF

SHOULD READ

TTEM NO.

DOCUMENT

BY AFFIDAVIT OF

ar's No. ..--...--.0.--..--___

61-007935

STATE FILE NUMBER

e

1. PLACE OF DEATH v 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence befare
s county  Carroll o. sTATEM y g ST & couny Carro 11 sdmission)
b. C(I)LY {If outside corporate limits, give TOWNSHIP only) Length of stay in Tb [3 CCI,'LY Inside Limits
TOWN Hgle own  Hyle, ) Yes ﬂ No O
c. :'l.gépﬁﬂEOOF {lf NOT in hospital, give location} Inside Limits d:g’lé%%‘gs {If cutside, give location) Raside on Farm
R .
INSTITUTION Home s We gt part towrjve(ANDO West part town Yes [J Mo
a. FAME QF DE}CEASED First Middle Lost 4, Dé\l':lE Month Day Yeer
ype ar print -
Nettle May Godsmark oeaH  Mgreh 28th,1961
5. SEX 4. COLOR OR RACE 7. Married Never Married [ [B. DATE OF BIRTH | 9- AGE (fast birthday) | IF UNDER 1 YEAR :: UNDER 24 HR
i i ¥ ours Min.
F Whitl e Widowed Divorced 3 1/ EO/ 187 5 % MD"@' l g"
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
uring mqst of working life, aven if retired)
usekeép er Bo swort h, M4 ssourl U. S, A.

13s. FATHER'S NAME

James A, Bowlware

13b. MOTHER'S MAIDEN NAME

Ruth gagnn  Lauck

14, NAME OF HUSBAND OR WIFE

Alfred Wn,. Godsnark

15. WAS DECEASED EVER IN U.S. ARMED FORCES?

{Yes, no, nknown) | {If ves, gi ar or dates of service)
V) 4o X Y " - %

16. SOCIAL SECURITY NOQ. | 17.

INFORMANT

Mrs Ruth Mapy Foltz Hale,Mo.

Address

PART 1.

Conditions, if any,
which gave rise to
above cause (a),
stating the under-
lying ceause last.

18. CAUSE OF DEATH (Enter only ane. cause per line for (a), (b), and (c).
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

DUE TO &) M

DUE TO {c)

INTERVAL BETWEEN
ONSET AND DEATH

b ol

PART 1.

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted 1o the terminal
disease condition givan in PART | {a}

PART Iii, If deceased was  fomnale was
there a pregnancy in last 90 days.

l O Yes l O Ne I O Unknown

L . N

#MEDICAL CERTIFICATION

19. WAS AUTOPSY 208, ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of irem 14.)
PERFORMED? O [m| O
YES[O NO
20¢. TIME QF Hour _ Month, Day, Year
‘INJURY a.m. - .
p.m.

-
204 INJURY OCCURRED” v
# WHILE AT WORK ]
NOT WHILE AT WORK [

20e. PLACE OF INJURY (e.g.,
farm, factory, street, office bldg,, etc.}

.

in or sbaut home,

208, CITY, TOWN, OR LOCATION

COUNTY STATE

—2h-4/

and last sow har

21, | attended the decensed f et to___ alive on_._
Death_occurred at. 9: 00 P- M- m on the date stated above, and to tha bext of my knowledge, from the causes stated.
22a. 51 . TURE (Degres or title) 22b. ADDRESS [22c. DATE SIGNED -

&
F3a. BURIAL, CREMATION, | 23b. DATE
REMOVAL (Specify)

rial

—

3/30/4961

2

2 72%

J-3a-¢/

-
Z3c. NAME OF CEMETERY OR CREMATORY

BlgCreek cemetery

23d, OCA'"ON (City, town, or colinry)
Basworth,Ms agouri,

{State)

24. FUNERAL DIRECTOR

Ciifford W,Austin f*h Hole, Mo,

ADDRES

3. 30-

25, DATE RECD. BY LOCAL REG.

196/

26. REGISTRAR'S 5|GNA‘F'§E

M K B smdandan

(Li:agud Embalmer'y Statermnant on Reverse Side)




k"
i »
-
o
s

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

STATEMENT BY LICENSED EMBALMER ' 1
I
|
1

or by Student Embalmer No.___ |
working under my personal supervision. [s) WM
Student Signed y

Signature of Student Embalmer C_‘ 1f%& nw. All st 1n’ ~J

+ Licensed Embalmer No. #3233 .

P. Q. Address Tina,Mj_ ssuri,

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure 1o comply
with the above constitutes grounds for revocation of license). \ \
Hfembalmed by a STUDENT, he also shall sign in his OWN handwruhng e

o If Ihls body is not embalmeg‘f fact should be so stated above

: e . L
i ., % t Yoy - e . - : .

5

.




