SSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

-
2j."_..._,-_?rrmury Registration District No _8.11----299!:"" gt T W

61—022038

-' STATE FILE NUMBER

———

n District No.
AMENDED mggﬂﬂﬁ—“
1ne‘ FANT] RESIDENCE (Whgre deceased | f d
1. PLACE OF DEATH . USUAL NCE (Whgre deces iveq. If inatitution: Residence before
o o COUNTY - 4o men oregon e » sTaTE M188 oury b. COUNTY %mgon admissfon)
|
% b. Cé'l;( {1 outside corporate limits, give TOWNSHIP only} Length of stay in 1b c. COITY Insice Limits
. R \
S own  Alton Piney Township 35 years TOWN Alton Yos O Ne (X
< ¢, FULL NAME OF {{f NOT in hospital, give location) Inside Limits d, STREET {If outside, give location) Reside on Farm
w HOSPITAL OR ADDRESS
Py INSTITUTION Yor [] No [} Yes 0 No
[
3 HME [=1] DEJCEASED Middle Last 4. DggE Month Day Year
ype or print .
Ruth Jane Flores veatTH  June 3, 1961
5. ssf. 3 6. COLOR OR RACE 7. Married O Never Married (3 (6. DATE OF BIRTH | 9 AGE (last birthday) | IF UNDER | YEAR | IF UNDER 24 HR
Qnals White Widowed [] Divorced [F | T0m20=1900 60 Months [ Days | Hours I Min.
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
during most of working life, even if retired} . .
BomasEio Housewife: Alton, Missouri U.8.4.
13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUTAND OR WIFE
Wright Simpson Mary ol Ivor F
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, "N unknown) I (1f yet, give war or dates of service) none Im Florag mton’ Miﬂﬂauri
= 18. CAUSE OF DEATH (Enter only cne cavie per tine for, o), b}, and (c), INTERVAL BETWEEN
uz-' PART |. DEATH WAS CAUSED B QINSEY AND DEATH
w =z IMMEDIATE CAUSE (a) N
5 g
2 0
i Q Conditions, If any, DUE TO (b}
’u-) which gave rin(t)o x
above cause (a), f
Z stating the under- W ( l/
lying c¢ause [last. DUE TO {c)
z PART 1l. OTHER SIGNIFICANT CONDITION CONTRIBUTING TO DEATH but not relsted 1o the terminal PART 1L 1§ deceasad was female was
g diseass condition given in PART | f1) « & pregnancy in last 90 dsys.
§ IDYuIDNoIDUnkmn
E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I} of item 18.)
& PERFORMED? [u] (] (o] -
o YES[] NO[OJ
5 20c. TIME OF Hour Month, Day, Year
3 INJURY a.m.
2 p.m.
20d. INJURY OCCURRED 20e. PLACE Of INJURY (e.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 (1
a
< her ..
g 21. | attended the deceased from to— and last saw i, alive on
o Desth accurred at. 10 'w Pﬁ.! m on the date stated above, and ic the best of my knowledge, from the ceuses stated.
— -
8 S 722, SIGNATUR {Degree or title) DORESS 22¢c. DATE SIGNED
I J, .
i > - r Y orerly 24f
< Z3a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 22d. LOC wn, of county} {State) S
o o REMOVAL (Specify) . .
z e 1al 6=5=-1981 Hickory Gr Iy sgouri
= < 24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY [OCAL REG. |246. REGISTRAR'S SIGNATURE
wi >
= @ Carter Funeral Home Thayer, Missouri b-. 23~-b | DMUwowa

{Licerned Embalmer’s Statement on Reverse Side}



i
L

v ¥ N
a Y]
R L
e
Lol I it 0oL e
nnE S T S e - ne U
" 27 RN L g0 et I
ar (G0 T e - W 5.F e
- - aves,
. fiaad B VY, S L5 Al L DlTen L
noraf. ovi s ) ERs ol o310 IS st e
RS Y el ly P F S o9 g cn
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 Embalmer No.
working under my personal supervision. O
Student Signed
Signature of Student Embalmer
s s~/ 6
. I Licensed EmbWo
e L
“ P. O. Addres M é A"‘*“j
Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his 'OWN HANDWRITING. (Failure to comply
., with 1he sbove_constitutes grounds for. revocatlon of license). , - . - e

I embalined by a STUDENT, He also shall sign in: his' OWN handwrmng -
tf this body is not embalmed, fact should be.so sfafed above
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