SOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE

MENT OF PUBLIC HEALTH AND WELFA

OF DEATH

~61-040572 -

ar's No J\?

STATE FILE NUMBER

R
ati i - -'Zg--...?rimuv Registration District No. Ragi * . .
F'Lm -hﬂj‘! 2-2 OT

[Lu:ensed Embatmer’s Sfatement on Reverse Side)

AMENDED
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residencs before
a a. COUNTY DeKa,lb: a. STATE Mo- b. COUNTY DeKal b admission)
% b, CITY (If ounside corporate limits, give TOWNSHIP only) Eength of stay in 1b <. CITY Inside Limits
Z OR OR
= own  Maovsville Life own  Maysville Yer B Mo O
< c. FULL NAME OF {I# NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
'_“-'_ HOSPITA ADDRESS
Z INSTTUTION. SUns et rest honme Yol Mo [] Yes 1 NoXl
(o T
a. HAME OF DE)CEASED First Middie Last 4, DOAFTE liomh 1D lYea l
ype of print é
Gertie May Berry DEATH 9
5. SEX 6. COLOR OR RACE 7. Married (] Never Married [1 (8. DATE OF BIRTH | 9- AGE (last birthday} | IF UNDER | YEAR | IF UNDER 24 HR
Fema le Wi e Widowed [J{ Divarced 1 2_4‘_ 1879 82 Months | Days Hours | Min,
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stafe or country) { 12. CITIZEN OF WHAT COUNTRY
duri t of working.lijs, even if retired}
LB Home Mo, U.S.A.
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAMC 14. NAME OF HUSBAND OR WIFE
Joel Rice Kate Hadley none
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SQCIAL SECURITY NO. 17. INFORMANT Address
Yes, k 1§ , git dat f i T n L &
{Yes, nmun nown)l( yes, give war or ds as? sarvice) none "‘Im’: Be r,r,y I‘_Ia,YSville 1_10 R
= 18. CAUSE OF DEATH {Enter only one causa per line for (a}, {b), and [c). INTERVAL BETWEEN
5 PART . DEATH WAS CAUSED BY: OMNSET AND, DEAT
w. z IMMEDIATE CAUSE
S 5 (a) été/ﬁé’d
e Q
g bt Conditions, If any, DUE TO (b}
- which gave rise to
2 above cauvie (a),
= stating the under-
lying cause last, DUE TO {¢) :
=z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART IH. If deceased was female weos
g diseasa condition given in PART | {8} there a pregnancy in lasr 90 days.
§ } [J Yes ] [J No O Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of snjury in PART 1 or PART 1l of item 18.)
[ PERFORMED? [m] a a
w L YES[O NCe (O
5 20c. TIME OF Hour Monsh, Day, Year
a «INJURY a.m.
S i
20d. INJURY OCCURRED 20a. PLACE OF INJURY (e.qg., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [0 farm, factory, sireet, office bldg. efc.)
NOT WHILE AT WORK O .
o o
é 21. | attended the deceased fmmr%,% Mnd last saw MI'IVG oM
a Death accurred at. 2 L] 3 > ‘ m on the date statad above, and to the best of my knowledge, from the causes stated.
Q v
3 & TGNAJHRE Wedies or171e) F5] X TN
& = e e //
v 5 O e 2 ’ » 4 o
< AL, CREMATION, 23¢c. NAME OF CEMETERY OR CREMATORY® €. d. LOCAT!ON ‘(Cny. 10wn, or counly) me
o a OVAL (Spacifyl . I
z e gul"lc. 11-14-61 Feiyrmgat 0’
= < . ERAL, DIRECT ADDRESS ST T 25, DATE RECD. BY LOCAL REG. sgls
= 5 PBeo . /T-6/
ot — -
= © ,Z-Z-f Mayaps 14 Mo //
74 i




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/ &W
Student _ Signed/:’:: -M y

Signature of Student Embalmer

Licensed Embaimer No. 2933

T P. 0. AddressHlayeville Mo,

L) 1

]
! -

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

If embalmed by a STUDENT, I_:t’e also shall sign in his OWN handwriting.

If this body is not emb.almetglfr fact should be so stated above.
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