LISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
Registration District No. --.,._-_.._(...O.___J‘rimnry Registration District No.\__i_a__g_g-----kegishnr‘l Na. g.é[.-__-_.

=61=031758

STATE FILE NUMBER

AMENDED
[ v T, ¥.7
ﬁhﬁﬁm]’ 1 7 130T 2. USUAL RESIDENCE (Where deceased lived. 1f inatitution: Residence before
. COUNTY ». STATE b. COUNTY dmission)
a ’ Audrain Mo, Audrain "
% b. C(IDTY {If outside corporsts limits, give TOWNSHIP only) Length of stay in 1b €. C‘;';Y tnside Limits
R
e}
= TowN NMexico 2Wkea TOwN  Vandal ia Yas q No O
< ¢. FULL NAME OF (If NOT in haspital, give locetion) Inside Limits d, STREET (If eutside, give locatien) Reside on Farm
E HOSPITAL OR ADDRESS
g INSTITUTION .\udra in H OSP i t al Yesfd Ne (D Yas [ Nog
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type ar print) D?AFTH
Garrett Col umbus Jackson 9 14 1961
5. SEX 6. COLOR OR RACE 7. Married]  Mover Married [ [8. DATE OF BIRTH | ¥ AGE (last birthday) |IF UNhDER IDYEAE l:UNDER i‘: HR
5 i d Months AYS ours in.
Male White Widowed [] Prorced O | 5.6-1 878 B3 |
10a. USUAL QCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or cauntry) | 12, CITIZEN OF WHAT COUNTRY
Yl durjng of_working life, evan if retired) X
: ReTa " #arhin Farmer Pike County,Mo. | U S A
9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
—
? Andrew Jackson Kraft Jessie Jacksom
5] 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
< {Yes, unknown) | {If yes, give war or dates of service)
" Ny | None G.C.Jackson Vandal ia, Mo
-] [l 18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}, and {c). INTERVAL BETWEEN
_< E’ PART I. DEATH WAS CAUSED BY: . ONSET AND DEATH
2 o g IMMEDIATE CAUSE (a} ; 3 v 6/’)0
o}
G lo 3 .
= a Conditions, if any, DUE 1O (b) W/f Lras
la which gave rise to v
z nboye c;uu d(a), '
= stating the under. . * ——
ying~ couse  last. DUE TO {c} = 7A€ 6
z PART H. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the terminal PART It If decessed was female was
g disease condition given in PART | {a} there a pregnancy in last 90 days.
E g . ][:IYesI [ Ne I ] Uanknown
E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20h. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART H of item 18.)
& PERFORMED? 0 a a
v} YES ] NO G-
& | T20c-THME OF  Hour  Month, Day, Year
o INJURY am. ~
g p.m. . *
[ ; - - 20d INJURY OQCCURRED -, | 20e. PLACE OF INJURY [e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
e (R 3 'WHILE ATWORK . - | o~ farm,,fac':orv, street, office bldg., etc.)
i NOT WHILE AT WORK [J
[m} * R
A8 N S
L é Bl = B h‘2_l | attended the deceased fmm_Mdf_aLLZ&_ &&LL—AFM last saw hlm alive nn;m A /i(/
i 9 Vs Death occurred at _’( L m on the date stated above, and to the best of my knowledge, from the cavses stared.
| ER RSN IR &'} - | 22> SIGNATURE {Degres or firle) 72b, ADDRESS 22c. DATE SIGNED
I’ ‘ Ty g~ . [ N
% = _ D-O odddsrio - Mo 7 -/5-—6[
& [V 23 BURTAL, CREMATION, | 23b. DATE 2%. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fown, or county) [State)
d 9 REMOVAL {Sf'cif’yl
2 £ Burial |9-16-196]1 Laddonia Cemstery Laddenia
= < 24, FUNERAL DIRECTOR ADT‘E&dd onia IEO . 25. DATE RECD. BY LOCAL REG. ?AR‘S SIGNAT
w S .
= o] Wilkey Bienhoff Funeral Homa .sz(,,ﬁ/f -/FE /

{Li

d Ermbal .
E s 5%

sy

on Reverse Side)

,



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. W
Student Signed LM’MW

Signature of Student Embalmer
3 ¢§':2- o
- ticensed Embalmer No.

P. O. Address Q yi %"
7

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {FailuTe to comply
with the above constitutes grounds for revocation.of license).

If embalmed by a STUDENT, he also shall sign in h(15 OWN handwriting.

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

Faton



