ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

- AMENUMENT UIN TR0 REWUKD ARKE Ao PULLUYWD

——— A
STATE FILE NUMBER
AMENDED Registration District No. _________0_%_2_____Primnry Registration District No. ______!:Q_o__(_)__llaqlmar‘s MNe. ____-__?_’.6.9_____
L]
ADD ~ 10 -
OHEL‘IHlj TJVT 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
-4 - - a COUNTY a. STATE . b. COUNTY dmissi
] Buchanan Mi ssouri Buchanan sdmiseion)
% b. CéTRY {If ounside corporate limits, give TOWNSHIP only) Length of stay in 1b . CCI,LY Inside Limirs
v}
TOWN TOWN Y N
S St, Joseph over 35 yrs St. Joseph *X N O
c. FULL NAME OF (If NOT in hoapital, give location) Inside Limits d. STREET (If cutside, give location) Reside on Farm
z S ey .
< STIUTION 1206 No. 2nd Street X o 1206 No, 2nd Street 0 NX
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yaor
(Type or print) DEA‘IH
BESSIE LEONA PP Apiril ) 1961
5. SEX 6. COLOR OR RACE 7. Married [J Never Married [] |8. DATE OF BIRTH | 9 AGE (last birthday} l:‘:‘N: R IDYEAE IHFUNDER 24 HR
Widowed X Divorced [ ths ays ours Min.
Female White - 7/6/188]1
102. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY| 17, BIRTHPLACZE [City and state or country) [ $2. CITIZEN OFf WHAT COUNTRY
during most of warking life, even if retired)
of the home Holt Co ”fsli&:
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME F HUSBAND
Daniel Thornton Mary Varvel Albert J,Limpp,(deceased)
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 17. INFORMANT Address
{Yes, no, or unknown}[ {If yes, give war or dates of service} R
0 — ARoy Thornton, Wathena,K Kansas
z I ASE O T DEATH WAS CAUSED By ™ "" (b}, and (9 ONSET AND DEATH
5 - ; -
e £ IMMEDIATE CAUSE (a) nattended Death- Natunal dee"’
) a
< 3 ﬂnvexjhggted by the (ity Health Deparimen,
wi (=} Conditions, If sny, DYE TO {b)
G which gave rise 1o
Z sbave cause (s},
= stating the under-
tying causa flast. DUE 0 (¢)
z PART 1i. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bu! nct related to the terminal PART 11l 1f deceased was femsle was
g disease condition given in PART 1 (a) o a pragnancy In laat 90 daye. ]
3 [0 e [ On | O Unknown
E 19. WAS AUTOPSY | 20a. ACCIDENT SWICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.}
o PERFORMED? 0 a O
v YES] NOQE
I | 26c. TIME OF  Houl  Month, Day, Yesr |
a INJURY am.
W : p.m.
,S\ 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
- WHILE AT WORK [J farm, factory, strest, office bidg., efc.)
t NOT WHILE AT WORK [J
2 A
< - her .
&-’ 21, | attended the decessed from to. and last saw o alive on
o - Death occurred at 8:30 P, m on the dste stated above, and to the best of my knowledge, from the causes stated.
= Vi "
8 8 S. 275, SIGNATURE (Pelaree cpfitle) 22b. ADDRESS — 22¢c. DATE SIGNED
& £ sl f %50 &#ﬂ FJoreph. Mo 4~11-¢ ]
z 23a. BURIAL, CREMATION, | 23b. DATE AY 23c. NAME OF CEMETERY DR CREMATORY 23d. LOCATION (City, town, or county) {State)
d 9 REMOVAL [Specify)
z T Removal 4/13/1961 Ma.plg__ﬁmg__!znptemr Oregon, Missouri
= <« | T24. FUMERAL DIRECTOR - ADDRESS 25. DATE REUD. BY LOCAL REG. | 28. REGISIRAR'S SIGNATURE
w >
= @ _ﬁrﬂm Abrus St.Joseph, Mo, @-«//p 24 %W
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{Licensed Embalmer” : Statement on Reverse Side)




-

v {
o, -
. .
TR N 5ot T
. MR . ’ -
- P X va -
PR R afr.. |
AN SIS e e T e o reanc *
N U PR L Eo Ter “rep -r e L Fom |
IR AR AR - - T —— e - - -- C |
STATEMENT BY LICENSED EMBALMER {
| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by- me, 1
.'1
or by Student Embalmer No.____ !

working under my personal supervision, ,) : |
Student Signed%&m 1

Signature of Student Embalmer J

. :
Licensed Embalmer No. !ﬁﬁ 2 2

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITIN . (Failure to comply
with the above constitutes grounds for revocation of license). {
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng . . ) 1
If this body is hot embalmed, fact'should be s6 sfated above. . . R |






