SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH (:613'-012416

STATE FILE NUMBER

Neguing
Registration District No. _______________l___.Primary Registration District No. oo e emaaa__Registrar’s No, ------.}..Q.é--

Fiv, -

AMENDED

1. PLACE Of DEATH e 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY  Adair a STATE Migsouri b county Adair sdmission)
b. COITRY {If outside corporate limits, give TOWNSHIP only} Length of stay in 1b €. C‘IDTRY . Inside Limits
TowN Novinger 15 years rown Novinger Yu @ Ne O
c. FULL NAME OF (if NOT in hospital, give location} Inside Limits d. STREET (If ourside, give location) Reside on Farm

HOSPITAL OR ADDRESS
INSTHUTION  Home Yul No () No street address Yer OO0 No[X

3. NAME OF DECEASED . First Middle Last 4. DéQFTE Month Daylgﬁl Year
(Type or print} Almarinda Belle Blngham DEATH May 2

5. SEX 6. COLOR OR RACE 7. Married Never Marrled [ |6, DATE OF BIRTH Q. AGE (last birthday) § IF UNDER 1| YEAR IF UNDER 24- HR
Female White Widowed Divorced [] 11-3-1879 81 Months | Days I Hours I Min.
10s. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY[ 11, BIRTHPLACE (City ond state or counlry) { 12. CITIZEN OF WHAT COUNTRY

Sagsrneos? of, nrlning {ife, even if retired) Fam home Browning , MO. Usa

13a. FATHER'S NAME 13kb. MOTHER'S MAIDEN NAME 4. NAME OfF &US@!\ND OR WIFE
. Winfield Scott Osborn Melvina Morgan James D, Bingham

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO, 17. INFORMANT
(Yﬁ no, or unknown) [ {If yes, give war or dates of service) None MrS. Mable Wj_llj_a,ms » Green Castle ’ bnO ™

S TRATE AMENL |

18. CAUSE OF DEATH (Enter anly one cause per line for {a), {b), and [c}. INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND TH

IMMEDIATE CAUSE (2] Uf‘) em} i /D gise
Conditions, if any, DUE TO {b) : CARM ’C’ 9/0,”6“ v /,ON%K {%{3 I L/QAR

which gave rise to

ering The-ender Qe,reu/ /Q,cyceﬂ { D.S‘C‘—éﬂtogu /0 g;_ene,s

lying cause last, DUE TO (c) 7

PART [i. OTHER SIGNIFICANT CONDITIONS CONTRIBUT!NG 1O DEATH but not relsted to the terminsl PART HI. If decsssed was Temale was

disaase condition given in PART | (a) there a pregnancy in last 90 days.’

I O Yes IF N- l 0O Unknown
T |

79. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.}
PERFORMED [} (m] ]
YES [1 NO -

20c. TIME OF Hewt Month, Day, Year
INJURY am. v

. pm. ; ’- .
i .3 .
i 20d. INJURY OCCURRED 20e. PLACE OF INJURY [e.g., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
' WHILE AT WORK [ farm, factory, street, office bidg., etc.)
i NOT WHILE AT WORK [
L

g, Cd
- ' 21, | atended ﬂn.deceucd from ///44‘64 w’. /?A / to. _a_mm last saw allive or\_%_L’_LL
Desth occurred at ?: -Sfj‘ 14 m on the date stated above, and to the best of my knowledge, ¥rom the causes stated.
27a. SIGNATURE § ) [Degrge, or title) - 22b. ADDRESS 22¢, DA?SIGNED
7 -D n &«% ; >go' @-ot‘.'@.erf 0‘% , .MO M . Hé/

T3a, BURTAL, CREMATION, | 22b, DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, towrft or county) tate)
EMOVAL (Specify)

urial May 5, 1961 Green City Cemetery Green City, Mo.

ADQRESS 25. DATE RECD. BY LOCAL REG. ‘JEGISTRAR'S SIGNATURE @
LB r UU

icensed Embalmer's Statemgidt on Reverse Side)
Ty

DOCUMENT

 IINQTEAD UF

MEDICAL CERTIFICATION

+

SHUULL KEAL

24. FUNERAL DIRECTOR

BY AFFIDAVIT OF

HEM NO.




‘wriweo (1,

e,

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 Embaimer No.

working under my personal supervision.

Student Signed

Signature of Student Embaimer

Licensed Embalmer No é(é g?

P. O. Add}essw

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
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 siated above. t
. W S
‘e N M t -




