3SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —-5651—-035539

STATE FILE NUMBER
Rniimahon District No. ---H----.glbk'_Jnmaw Registration District No. ---_---q;’.__lteglsmr s No. ---l 'ﬁ.Q.. .......
AMENDED | md o PPN
L " i - |24 BN
1. PLACE OF DEATH hadid 2. USUAL RESIDENCE (Where deceassed lived. |f institution: Residence before
s. COUNTY a. STATE b. COUNTY adminal
a2 Saline No Saline misslon)
% b. Ccl)'ll'z\’ (I1f outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CO’TRY Inside Limits
]
§ ToWN M rshall L Brs, Town 11iam Yes O No G
w e, FL[I:I).;. NAME OF {If NOT in bospital, give locstion) Inside Limits d, .:g)RDEEETS {If cutside, glve location} Reride on Ferm
R
-
< NsTition Fitzglbbon Hospital |Y¥0 NeD 10 Mi SE Gilliam Yok N D
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
{Type or print) DEOAFTH
HARRY {NONB ) HAY Sept, 26 1961
5. SEX 6. COLOR OR RACE 7. morried B Never Morried [J 2. DATE OF BiRTH | ¥ AGE (lest birthday] [IF UNDER ) YEAR | IF UNDER 24 HR
Male Ehite Widowed [J Diverced [] /3 1/1872 89 Months I Days Hours I Min.
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 COQUNTRY
duri king life, even if retired)
"TEPHSE Farm Longwood, Mo,
13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4, NAME OF HUSBAND OR WIFE
Peter Hay Lucretia McCleary Minnie Hay
5. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. 17, INFORMANT Address
{Yes, unknown) | {If yes, giva war or dates of service}
N | il Don't Know |lLeander Hay Gilliam, Mo.
- 18. CAUSE OF DEATH (Enter only one cause per line for (b), and {c}. - INTERVAL BE
pd PART {. DEATH WAS CAUSED BY: - b, CQINSET AND TH
]
s 2 IMMEDIATE CAUSE (a} A A %96?9?’6 L7
o T .
a .
8 m '
Z a Conditions, if any,]  DUE TO (b)% . )%Ww /aﬂ"'“‘ -
b= which gave rise to
% sbove cause (a), .
< stating the under- . /
lying cause last, DUE TO (g) v s 1A — -
Z PARJ1Y. OTHER SIGNIFICANT CONDIT[ONS CONTth TIN TO DEATH byt not rolated 10 the terminal PART |1l If deceased whs [female was
g disease congffion given in P, M - there & pregna last 90 days.
JQ IDY“IDNOIDUnImawn
E 19. WAS AUTOPSY 20a. ACCID SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of Injury in PART | or PART Il of item 18.)
[+ PERFORMED? [m} ]
v YES O] NO[J
& | 20c, IME OF  Hour  Month, Day, Year
o "J.INJURY - mm.
g \ A p-m- =
P el = -] T304 INJURY OCCUI!RED v, | 20e. PLACE OF INJURY (e.g., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
* A WHILE AT WORK farm, factory, straet, offica bidg., etc.)
. NOT WHILE AT wORK Z
[a] ¢ Lvr |y A A (W | y
& s 5:. -».51'.;' ded the d d from /?'41,/[ H d last saw }; o alive or\_%w,
o
Qi |~ . i{Death occurred at , 'P m the date stated sbave, and to the best of my knowledgef from the causes sated.
=T lovgy kA T e T ) - T
8;‘ v \6 22, ¢ {Degree or title 22b. ADDRESS ; 22c. DATE SIGNED
» = A Lyvsr227], 18- /@%éz - . 7274/
z | T soRiat,crematioN, [ 7. DATE Z3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cify, town, or county) (State) :
O' o REMOVAL (Specify) 1
z T Burial |Sept.29,196 Slater Slater, Migsouri
= % | S FUNERAL DIRECTOR ADGRES? 5. DATE RECD. BY LOCAL REG. |25, ammutgssc TURE 1
o] > 1 N _
= = Haines Funeral Home Slater, Mo| 4-214 -'( QQ)D.D (151-43\ :

{Licensed Embalmer's Statemant on Raverse Side) H




"

- o -

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.

working under my personal supervision.

Student Signed

Signature of Student Embalmer

ticensed Embalmer No.iii.L_

P. 0. Addresm

Noie: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constifutes grounds for revocation of license). -

* If embalmed" by a STUDENT, he also shall sign in his OQWN handwrmng e

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