SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

~61-045540

STATE FILE NUMBER
Registration Distrier No. ___-Xﬂ.é_ _________ Primary Rugutrnnun District No. W_d.z____ﬂeqlstrur t No. gZ ___________
AR N —FICED s
]
1.” PLACE OF DEATH™ ' 1% * TJVL 2. USUAL RESIDENCE (Where deccased lived. IF institution: Residence before
. COUNTY a. STATE b. COUNTY / admision}
o MADI 30N Mi5s00R] MAdtson
% b. CO”: {If ouvtside corporate limits, give TOWNSHIP only} Length of stay in 1b e, CITY Inside Limits
i OR
2 Town FrEDERI£1¢ T wp/ Hé yeavs oW EREPERICKTOWA |20 N
: c. ;%épﬁTATEOEF {If NOT in hospital, give location) . Inside Limits d. PS«IREETSS {If cutside, give location) Reside on Farm
DORE:
— .
Y INSTITUTION \ Yor O No @] < Yes E/No O
g Rovurte 3 | Rovre 3
3. [P:AME OF DE)CEASED First Middle Last 4, 0315 Month Day Year
ype or print; - . 4 F “
ANviE LovisE Hovis vk DEC. 26, 196l
5. SEX 6. COLOR OR RACE 7. Married B Never Married (] (8. DATE OF BIRTH | - AGE (laat birthday) lAFA UNHDER | YEAR IF UNDER 24 HR
- Widewed [ Divorced [] onths Days Hours Min.
FEMALE | WHITE 9-21-1887| T4 5
10a. USUAL OCCUPATION {Give kind of work done { 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and siafe or couniry} | 12. CITIZEN OF WHAT COUNTRY
during most of working ife, even if retired)
Hoviewife NMOANE MiNE LaMorTe, A1g.| U. L 4
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
HENRYy TEspEpy Er/zA86rH__Duncars |Waprison B. Hovis
15. WAS DECEABED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, no, or unknown) | (If yet, give war or dates of sarvice} — .
0 ] —— AONE HARRISoN B. Hovis, FREDERICKTown, Mo -
= 18. CAUSE OF DEATH (Enter only one causa per line for (a), (b}, and {c). INTERVAL BETWEEN
5 ART |. DEATH WAS CAUSED BY: | ONSET AND DEATH
6 g IMMEDIATE CAUSE-(a) CA/'IJZ{.A.,« f‘nf\u.u" __
$ o Conditions, if any, DUE TO (b) _{ #m il n u)-ﬂ-oelﬂ{'&(/ CMW DM
= which gave rise to bl M v M
"£ above cause (al,
= stating the under-
lying cause last. DUE T0 {c)
k4 PART 11. QTHER SlGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 10 lhe mrmmal PART [IL. If deceased was female was
g disease condition given in PART | {a} > there a pregnancy in last 90 days.
z o ves |,2‘ﬂo/i OJ Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. {Enter nature of injury in PART | or PART 1l of item 18,)
& - PERFORMED? m] ] O
v} vEs O No
I | 20 TIME OF  Houl  Manih, Day, Year |
o INJURY a.m.
g p.m. .
20d. INJURY QCCURRED 20a. PLACE OF INJURY (e.g., in or about home, | 201, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factary, street, office bldg., etc.}
NOT WHILE AT WORK []
o
h - - -
5 21. | attended the decessed from to. and last “w.h;ru:'h’e on f2 =2 6 6‘/
o 5 £E P
a Death occurred at N m on the date stated above, and to the bast >f my knowledge, from the causes stated.
a .
8 6 27a. SIGNATURE (Degree or ftitle) 22b, ADDRESS 22c, DATE SIGNED]
5 = 7 Wened Corrams R, LS. (] e o VSl
2 23a. BURIAL, CREMATION, | 23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City. town, or celinty) 7 (Sfate)
) [aY REMOVAL (Specify)
g | Buri’a i2-29-61 MARLys MEMoRIAL PARK | MAD1Sew Counr 1 /%.s.rdwzl
= < 24. FUNERA| DIRECTOR . ADDRESS 25, DATE RECD, BY LOCAL REG. 26, TRAR'S SIGNATU
[T} - .
= 5| Sam_AaTiim, 3., FREDERx Toww, Mo /A - AK-/7// A%M/{a

(Licensed Embalmer’s Sra:efnen! on Reverse Side)




STAYEMENT 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.

Student

Signature of Student Embalmer

Licensed Embalmer No 5_// ?

——

P. O. Address 9\/8 ’%— C° //€§€,
1 s dp el [T

€
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND@ING. (Failure to comply
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.

. | . .

AW PR VY + Lo !

S A TN - R



