SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

TMENT OF PUBLIC HMEALTH AND WELFARKE

§dd
k _______ Primary Registration District No. WA NI M OfF Registrar's No.

Ragistration District No. —.__.

61-040887

STATE FILE NUMBER

AMENDED 4
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. 1f institution: Residence before
. COUNTY . . ] e
8 a Ho.w.ell a. STATE Ml s SOU.I‘i COUNTY HOW ell admission)
% Ri fo limits, giv, WRHNSHIP enly) Length of stay in 1b [ Col"l' tnside Limnits
io R . .
= Sdnt=1n/ Vi-ew— 1 Day owe illow Springs Ye: O Nogg
< <. FULL NAME OF (lf NOT in hospital, give location) Inside Limits d. STREEY (f cutside, give location) Reside on Farm
3 R e :
)
< NSt JFrancis Hospital e i Star Route ag N0
3. NAME OF DECEASED First Middie Last 4. DATE Month Day Year
{Type or print} DEOF
RALPH M. (JACK) AYLOR ATH vemher 19, 1961
5. SEX 4. COLOR OR RACE 7. Married B Never Married [1 [8. DATE OF BIRTH 9. AGE [[ast birthday) | IF UNDER 1 YEAR iF UNDER 24 HR
. Widowed [J Divorced [ 3| Days,t Hours Min.
Male White 11/27/06 54 MTT. 2"3
10a. USUAL OCCUPATICN {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COLNTRY
duripg most of working life, even if retired}
arming Farm Hennessey, Qkla U,.S.A.
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME i 14. NAME OF RUSBAND OR WIFE
Ab _Tavlor Ollie Tavlo Kate M, Tavlor
15, WAS DECEASED’EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO, 17. INFORMANT ddress ¥
(Yes, no, or unknown)] (If yes, give war or dates of service) . .
Mrs.Kate Taylor, Willow qnp-c Mo,
= 18. CAUSE OF DEATH (Enter only cne cause per line for {a), (b), and (c}. RVAI.'BETWEEN
uz.: fART |. DEATH WAS CAUSED BY g—". ONSET AND DEATH
w g IMMED|ATE CAUSE {a) C/I /Kzf- 2] Q&-’“I
o 3
5 =] Conditions, If any, DUE 10 {b) @{AAA CoL/@LA f 'L/Léu.% 'Z(l"
:.r-:o wbl';i:h gave risa(l’)o
z sbove couse (a), -~ ,_-&—-—/._‘ //
= tat the under- -
.‘,?n:” cavse Tast, DUE TO () {A (/euuu—,f(’ QL%—MA.
=z PART li. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but pot related to the terminal PART I, f  deceased was female was
.Q_ . disease condition given in FART | {a} . there & pregnancy in last 50 days.
< - -2
¢ {/;’\{2_(:1__,,‘_11 P v e (,L/\ Y T arlAd ) FD Yeu | 0 Ne TD Unknown
- 19. WAS AUTOQPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW HNJURY OCCURRED. (Enter nature of injury in PART ) ar PART [ of item 18.)
E sggmmmso? a O ] -
S O NOD .
& | 720¢. TIME OF  Houb  Month, Day, Yeer
5 INJURY #m.
g p.m.
20d. INIURY QCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATICN COUNTY STATE
WHILE AT WORK farm, factory, streat, office bldg., etc.)
NOT WHILE AT WORK (O
[a]
g 21. | attended the deceased from VA St 9& /! 1o 11 ’/1 Qllf\] and last saw :T,:, alive on. 11/19/61
-
o Death occurred st 9 - 20 5‘ “” m on the date stated sbove, and to the best of my knowledge, from the causes stated.
= TN .
8 5 22a. SIGNMMCB/ gé—or 1) eﬂ(} // 22b. ADDRESS 22 DATE SIGNED
I ~ | iy L
» 5 mas Co M A7 2P 591 0y apps s 11/23/6]
< 23a. BURIAL, CREMATION, | 23b. DATE 2%, NAME OF CEMETERY OR CREMATO bl =6 < " 4 mthnm(c-?y"f‘oﬁn or county) (State}
G a REMOVAL (Spacify) ‘
z & i }_'L/?'? /a1 City Cemoterv Willow Sorines
P <« | T34, FUNERAL DIRECTOR *~ ADDRESS “ 25, DATE RECD. BY LOCAL REG. . ISTRAR'S SIGNATPYE
Pri] - . .
= o] Burns, Willow Springs, Mo. //-JJ - G/

{Licensed Embaimer’s Siatement on Reverss Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me

or by e Student Embalmer No.

working under my personal supervision, W kﬁ;, ‘ S
[ 3
Student Signed___Lhomas R, Burns

Signature of Student Embalmer

Licensed Embalmer No Ll'zlh

P.O. Address Willow Springs,

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).
. df embalmed by a STUDENT, he also shall sign,in his OWN handwriting. .
If this body is not embalmed, fact should be so stated ai:ove.





