OUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

ENT OF PUBLIC HEALTH AND WELFARK

61-040207

STATE FILE NUMBER
Regiztration District No, 042 Primary Registration District No. _-y.l.‘.Q.Q.O.--__Reglmar ‘s No. J_-_g_]_-_é .........
amenoro | RS W 105 ,
1. PLACE OF DEATH T2 USUAL R IDENCE (Whare deceased lived, If institution: Residence before
L, . COUNTY Buchanan . STATE WL o comry Buchanan  smmion
] .
% b, CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY lnsida Limits
< OR OR St
s TOWN 4 TOWN .4 Ye Ne [
z c. FULL NAME OF (If NOT in hospital, give location} Inside Limits d:é%iigs {If cuiside, give locatian) Reside on Farm
HOSPITAL OR -
< INSTITUTION S-taie HOAPLial # 2 Yas N No [ 7275 M). 9190. an.e.ei Yes [1 Neo
-]
3. HAME OF DECEASED First Middle Last 4, DC‘)\FIE Month Day Year
ype or print) .\ .
LESTER N LINVILEE oeanfovanben 23 1967
5. SEX 6. COLOR OR RACE 7. Married O Nevar Married [ [8. DATE OF BIRTH @. AGE (last birthday) { IF UNDER ) YEAR 1F UNDER 24 HR
+ Month: D Hi Min.
e . - Widowed (] Dnvorcudm Fé‘zo’ 7&7 7[, anths ays oury in
102, 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
duripg most of workipg lifg, even if retired)
Stoek Room cleak lesale [hy Bez‘/mn.y Missouni USA
13a. FATHER'S NAME . . 13b. MOIHER‘! MAID N N AM 14, NAME OF HUSBAND OR WIFE
jo);n D. Linville none
15. WAS DECEASED EVER N U.5. ARMED FORCES? 17 TNFORMANT Address VF, go Az&’ Mo,
(Yesp po, or unknown)| { es, r or dates of service)
ed KA AN Mrs. £. G, Weddle 71276 No. 94k Strheet.
= 8. CAUSE OF DEATH (Enter only une cause per line for (a;, \wy, e oo INTERVAL BETWEEN
Z PART I. DEATH WAS CAUSED BY: (9 W . Le# G,OGJ:/ QONSET AND DEATH
" 3 meDIATE cause o Pudmonary tubeacudosis T (avitation 2 yeans
2 3
g [s] Conditions, if any, DUE 1O (b}
|5 which gave rise to
= above cause (a),
= stating the under.
lying cause last. DUE TO (<)
=z PART [1. OTHER SIGNIFICANT CONDITIONS CONIRIBURNG TO D H bu not ated 1o, the minal PART 1. If deceased was femals
g disersa condition given in PART | {a) CHO &1 ,ﬂ) CZAO &mﬂ. thera a pregnancy in luI.‘)D d::::
R
3 Syndaome due to cerebral M.teuoadwm [Ove [ ONe [ O nknown
E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART Il of item 18.)
& PERFORMED? 0 In! o
w YES[J NO
& | 20c.TIME OF  Houl  Month, Day, Year |
a INJURY a.m.
w | p.m.
a\ 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g.,l in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
> WHILE AT WORK [J farm, factory, streat, office bidg., etc.)
t NOT WHILE AT WORK [J .
o] -
S 2 an ‘w.a‘af_a‘b.e_badg wwneettioone offav, 23, 1961
9. ‘ Death accurred at ﬂpm on the date stated cbcwn, and to the best of my knowledge, from the causes stated.
3 BL \ Degres or tile] 27, ADBRESS
5 = -
2 73a. BU TIO . DATE 23¢c. NAME OF CEMEIERY OR cwe»?gnv 23d. LOCHION (City, town, of county)
y [a} REMOVAI. (Specify)
g el Burial Nov. 25 7¢47 | Memorral/ ok S7. Jasest /‘//.t.s'pdr/
= < FUNERA mscton ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRARS SIGNATURE
i
= % Cla/rje un.eﬂa.l //ane, AT S }Mepﬁ, . K RY /P60 %da& M

{Licensed Embalmer’s Statement on Reverse Side)




Y e vdoa,

STA'.I'EMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this cerfificate was embalmed by m

or by . ‘ . _ Student Embalmer No.

LI £

. b

working under my personal supervision.

Stydent Signed

Signature of Student Embaimer

Licensed Embalmer No.

P. O Add ress

. R L T ' ! - P ]

Note: The above MUST BE SIGNED BY THE - LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comp
with the above constitutes grounds for revacation of license).

If embalmed by a STUDENT, he also shal! sign in his OWN handwrmng.

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






