SSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
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Registration District No.

Primary R

/
gistration District No. _?_{é_.i----lagmrar ‘s No. ___J Z____..

61-0416343

STATE FILE NUMBER

ﬁﬁm 2, USUAL RESIDENCE {Where deceasad lived. If institution: Residence bafore
- . a. COUN a. STATE b. COUNTY admission)
"Atohison Missouri Atchison
b. CITY (If oumde corporate timits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limirs
OR
o e 1pfax 20 days ows Taprkio Yosg] No D
c, FULL NAME OF {If NOT in hospiral, give locarion) Inside Limits d. STREET {If cutside, give location) Reside on Farm
HOSPITAL © ADDRESS
mNstiution Fad pfax Community Hosp®:X NeO Yes O No GG
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yesr
{Type or print) OF
EDWARD 3 ELLSWORTH OEAH  May . 61
5. SEX 6. COLOR OR RACE 7. Married 1 Never Married [] [8. DATE OF BIRTH | ¥- AGE (laxt birthday) | IF UNhDER 1 YEAR | IF UNDER 24 HR
Widowad Divorced Mopths ¢ D Hours Min.
male dowsd B 0 12/29/1873 87 ™| >4
108, 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

durm%ao:rf{ workmg llfe, even if retired)

own_farm

Modena,Mis

sourl .

138, FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR \iﬁFE
Jacob Ellsworth Susan Jane Vanderpool Sarah
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. | 17. INFORMANT Address

w“ﬁ& or ynknown) I(If yes, give war or dates of servica)

none

ART I.

above cause

lying cause

Conditions, if any,
which gave rise to

{8),

stating the under-

last.

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

IMMEDIATE CAUSE (a)

DUE TO {b)

DUE TO (o) A’V‘Ql "

__Eilhgr_EllﬂﬂQrih__IﬁnkiQ?MQL_____

INTERVAL BETWEEN

CINSET AND DEATH
/ __}Jt ovr—
; 5‘ ! L‘o v

[v$tV< K??eﬁfc

Swmos

ed to the terminal

PART M. If decessed was

Z PART Il. OTHER SIGNIFICANT CONDITIONS CONT 1lunNG 0 DEATH byt Aot rels Tormale
o disease condition given in ART ¢ l there a pregnancy in last 90 days.
< ;,s. sra &
o G, b v [GYe T QN | O Unknown
E 19. WAS AUTQPRY | 20a. ACCBENT SUICIDE l-R)MEI‘CiDE 20b. DESCRIBE HOW INJURY OCCU . (Enter nature of injury in PART | or PART I} of item 18.)
PERFO a
s YES ) NO X
-
3 20¢. TIME OF Hour Month, Day, Year
a INJURY a.m.
g p.m.
20d. INJURY QCCURRED 20e. PLACE OF INJURY {o.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK [J
3

2.

Daath occurrad 8t

| attended the decessed fro

R =T I (3 —
H g a_m on the date

last sa

ated above, and to the best of my knowledge, fn

him alive o

e Couses stated.

t 22b. ADDRESS 22c. DATE SIGNED
M.D Tarkio,Mo. /3/61
23s. BUR TIO 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Srate)
REMOVAL [Specify)
burtal 7 |5/4/61 0dds Fellows Cemetery| Galt,Missouri, /
25.

24, FUNERAL DIRECTOR

Davis Funeral Home

ADDRESS

Tarkio,Mo.

3715 RECD. JFLOCAL REG.

{Licernsed Embalmer’s Stltament él Rmru Slde}

ISTRAR'S SIGNATURE




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.

-
iy

working under my personal supervision.

Student Signed %/1074 ﬁr KDDMW

Signature of Student Embalmer

M * Licensed Embalmer No. 3338

P. O. Address, TBRMQ,MQ_.—.

Note: The above MUST BE SIGNED BY THE UCENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

with the abows constitutes grounds for revocanon of I|cense) ) - - . i I
- ""if embatmed by a STUDENT he also shall sign in "his OWN handwrmng ST TR AP 4

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