SSOiJRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

istration District No.
\.l'

____j 3.\3 _____ Primary Registration District No.

Registrar’s No.

-61-013496

STATE FILE NUMBER

I3

amenoes R 1L 1

1. PLACE OF DEA‘I’H

a. COUNTY /'/arf

8’5‘

(R X-2o

2. USUAL RESIDENCE (Where deceased lived.
. STATE ‘T b, COUNTY -
° Missouves Aarriser

If institution: Residerce before

admission)

OR
TOWN Uﬂ“f)

b. CITY (If outside carporate limits, give TOWNSHIP only)

Length of stay in 1b

’Om;nu'*ca

Townsh.p

L& CITY
TOWN

Be’”: any

Inside Limits

Yes [J No B

HOSPITAL O

¢. FULL NAME OF (1f NOT in hospital, give location)

|NsmunoN/MJe_m.”' of E'.,I.guaﬂc. Mo

Inside Limits

d. STREET

Yes J No it

PPESK mides SE ok Belhany

Reside on Farm

Yos 3 No [J

{If cutside, give location}

DATE AMENDED |

3. NAME OF DECEASED
(Type or print)

First Middle

5. SEX

Male

7. Married [ Never Married [
Widowed Divorced []

Walde  William \Winsle

& COLOR OR RACE
éo.U.

Last

ow

4, DATE Month Day Year

oS Apeil 2% /961

8. DATE OF BIRTH

April 1L, 197

9. AGE {last birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR

8 O Months | Days Hours Min.

!

durln% maost of weorkin

10a. USUAL OCCUPATION (Give kind of work done

10b. KIND OF BUSINESS OR INDUSTRY

life, aven if retired} ""'
Wy armg

Nner

11, BIRTHPLACE

A woed, Karsas

12. CITIZEN OF ¥

U.8.R.

{City and state or country) YHAT COUNTRY

13a. FATHER'S NAME

15. WAS DECEASED EVER 1
(Yes, ng, or unknown) I (]

PART 1.

DOCUMENT

INSTEAD OF

lying cau

eve

yes, give war or dates of service}

Conditions, if any,
which gave rise 10
above cause
stating the under-

13b. MOTHER'S MAIDEN NAME

low Ahﬂ ‘av

14. NAME OF HUSBAND OR WIFE

G‘f""dé‘ W|.ﬂl|ow

16, SOCIAL SECURITY NO.
Neng

N U.5. ARMED FORCES?

Lav

17. INFORMANT

? CAUSE OF DEATH {Enter only one cause per line for (), (b), and {c}.
DEATH WAS CAUSED B

IMMEDIATE CAUSE (a)

Address

Miss June Winslow Beth any Mo.

Fracture Skull,Crushed Left Chest,

TERVAL BETWEEN
ONSET AND DEATH

Fracture Cervical Spine

DUE TO (b)

Immediate

{a},

e  last. DUE TO (¢}

PART 1.

OTHER SIGNIFICANT CONDITIOIBES) CONTRIBUTING TO DEATH but not related to ths terminal
L)

diseass condition given in PART

PART [Il. I decessed wes female was

there a prognancy in last 90 days.
lDYe:I O No O Unknown

19. WAS AUTOPSY

20a. ACCgENT SUI%DE HOM&ICIDE

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of

Fatal injuries when pickup he was driving—

Hour
a.m.

20c. TIME OF
INJURY

0:30

20d. INJURY OCCURRED

MEDICAL CERTIFICATION

WHILE AT WORK ]
NOT WHILE AT WORK %

Month, Day, Year

27-61

20e. PLACE OF INJURY (e.g., En or a&uf %n,

farm, factary, street, office bidg., etc.)

. s N,"OR TOCATION

*1.rn
o

mila
+1 8

njury in PART | or PART Il of item 18

H‘Acsumw son STATE

21,
Death occurred at.

| attended the deceased fro

On U,S, Highway 69

P . to.

and last saw h|m alive on

H

dbouT

/ i A m on the date stated above, and to the best of my knowledge, from the causes stated.

SHOULD READ

D flor= 3=

{Degree or title}

D,0, Deguty Corg

22b. ADDRESS

ner,Harrison Co,Bethany,Mo.,

22¢. DATE SIGNED

4-28-4l

23s. BURIAL, CREMATION,
MOVAL (Specify)

23b. DATJE

4.30-]906)

Antioch

23c. NAME OF CEMETERY OR CREMATORY

e M"LCI"\]

23d. LOCATION {City, town, or county)

...J/V

(State}

ERAL DIRECTOR

BY AFFIDAVIT OF

ITEM NO.,

ADDRESS

0773

25. DATE RECDBY LOCAL REG.

Y-27- 16/

areg
R°S SIGNAI'U

(lmmd Embalmer’s Ssmmem on Reverse Side)

¢




G

STATEMENT BY LICENSED EMBALMER

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

or by : Student Embalmer No.

.

- , o ey . .. .
working under my personal supervision.

Student : ) © -Signed
Signature of Student Embalmer

i . ) _' ‘ Licensed Embalmer No. q ? 8/7

P. O. Addr@ﬂgﬂ:‘-_mk

Nofe: 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).

1¥ embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




