ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

11 -013583

STATE FILE NUMBER

e &
RTMENT OF PUBLIC HEALTH AND WELFA —
AMENDED rl L_ggw . _‘_a_-----__anary Registration District No. Sb__kl'! ______ Registrar’s No. __-_’:t:.'i_________
. ¥ A B . -

1. PLACE OF DEATH 2. UsuAL RESIDENCE (Where‘ deceased lived, If institution; Residence befors
. COUNTY . . issi
. ' Iron - STATM1 ssourl > 'St .Francol gt
% b, C(I)'I‘?’ (If outside corporate limits, give TOWNSHIP only) Length of stay in ib £ CC|JTY Inside Limits
* R
S TOWN Iron 21 days town  Iron Yeo O NE)
i [ ;%é?%wEo(gF {1 NOT in hespital, give locatien) Inside Limirs d. STREETs {f cutside, give locstion) Reside on Farm
DOR
< iNsnrution 3 mi. SW of Granitevi | e no g 1°Mmi, S. of Middlebrook |ve# wn
ja
3 #AME of DE)CEASED First Middie Last 4. D(J)\":I'E Month Day Year
ype or print
MARY LUCY PRYOR pEATH  Apr. 9 1961
5. SEX 6. COLOR OR RACE 7. Married [1 Mever Married {1 |8. DATE OF BIRTH | 9- AGE (lasy birthday) [ IF UNhDER 1 YEAR _IF UNDER 24 HR
- P Menths Days Hours Min.
fem white Widowed Divorced [3 Feb . 26 ] 877 84
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
g during et P SRHEo e ven if rerived) own home Washington Co. Mol USA
3 13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
-
) Francls M. Anderson Ellzabeth Crocker arion Eugens Pryor
N 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14. SOCIAL SECURITY NO. 17. INFORMANT Address
i (Yi_siao, ar unknnwn)l (If yes, give war or dates of service) no G eorge Pipp in’ Iront On, Mo .
¥ — 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (¢} INTERVAL BETWEEN
L E PART |. DEATH WAS CAUSED BY P l . ONSET ANP DEATH
> % S IMMEDIATE CAUSE (a) Circulatory ailure Imuediate
X .
22 ol
¥ |5 a Conditions, if any,7  DUE TO () Decompensated Acute Corrulmeonale Days
n 5 which gave rise to
Iz a'bc:ye ;:’:usc dta), - .
= stating the under- .
- lyingcase tast.|  DUETO () _Liobar _ Ppeumonis Days
% z T PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBU"NG TQ DEATH but not related to the terminal PART 1tl. If deceased was female was
g - : disease conditign given in PART | (a) . there-a pregnancy in last 90 days.
g § I 0O Yes l X HNe l O Unknown
; E 19. WAS AUTOPSY 20a. ACCIDENT  SUWICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART If of item 18.)
3 = PERFORMED? a O a
B G| vesg NOD
3 & | 2cTME OF  Howl  Monih, Day, Year |
i1 = INJURY a.m,
g p.Jm.
[ 20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 204. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK (0 farm, factory, streer, office bidg., etc.)
NOT WHILE AT WORK ]
[a] T r
- o] C .
é 21. 1 attended the deceased from rch 30’1 ol to. A,’Drlj. 7 1961 and last saw 4}‘.'"'“ on Apral f,1901
o) Death occurred st 4 Moon the date stated above, and to the best of my knowledge, from the causes stated.
|
8 B TURE ree or mb 22b. ADDRESS 22c. DATE SIGNED
s > - .
@ = J )/ ] ﬁ O . Bismarck,lfissouri L1151
3; 23a. HURIAL, tﬂEMﬁhle{ 23b. UATE ZICHIAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State)
3 [l aEMo AL ISpecify)
2 e riaf 4-11-61 Nelson Cemetery Belleview Mo,
= & 24. FUNERAL DIRECTOWMDRESS 25. DATE RECD. BY LOCAL REG. 26, REGISTRAR'S SIGNATURE
w .
e =] Wwhite Funeral Home,lIronton Mo,
{Licensed Embalmer's Statement on Reverse Side}
| _ B 1




STATEMENT BY LICENSED EMBALMER

I hePeby 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_&db&b( d’fwm

Signature of Student Embalmer

Licensed Embalmer No. 30[2,_

P.O. AddressMK.«)ﬂLA‘__

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). Lt

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. ' :

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




