ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
Rﬁslr!fmgmcl JAN_Z-Q/_&QQ____Primuy Registration District No. __;j_ée?,s__ R
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1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceassd lived. If institution:; Residence before
a. COUNTY Hen ry a. STATE Ark . b. COUNTY Bja_x ter sdmlssion)
b. C(IJTRY (if outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CC')TRY Inside Limits
wwn Cllinton 2 weeks 1own Mountain Home Yes X No O
c. fi%éP’rTﬂEogF Slf NOT in hospital, ‘give location) Inside Limits d. SIIT)%)?{EES {If outside, give locatlon) Reside on Farm
mstunonc+inton Conv aggg?gg Yes Bl Ne[d S?]_X'En and Ciollege Sireetig|ymO Nl
3. (?:;:E"?;ﬁ?‘%cEASED First Middle . Last 4, DOAFTE Month Day Year
Mary Francis Davig oeam January 22, 1962
5. SEX 8. COLOR OR RACE 7. Married [ Never Married [J 8. DATE OF BIRTH | ¥- AGE {last birthday) |IF UNDER 1 YEAR | [F UNDER 24 HR
femals Caucaslan ‘Widuw-d ® Divereed I NQv , 12 s ! 7 [y 91 Months | Days Hours 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 COUNTRY
durin maalsoé\‘:'qor ifge“f" wvan if retired) Domes tic ity Ell Zabe th,ar‘kansas U."-S .A.
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME QOF HUSBAND OR WIFE
————— Sanders Unknown T.M.Davlis,Decease
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14, SOCIAL SECURITY NO. 7. INFORMANT Address
(Yes, ﬁbﬂr unknown) | (If yes, 9to*w:r or dates of service) N-One Mr a. M’abe 1 DaV i 3 , Cl iﬂ tOJ.']. , MO .
18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (c). INTERVAL BETWEEN

DEATH WAS CALISED BY:
IMMEDIATE CAUSE (a}

PART I.

D DEATH

Cotprasn
N

20d. INJURY QCCURRED 20s. PLACE OF INJURY
WHILE AT WORK

NOT WHILE AT WORK ]

farm, factory, straet, office bldg., etc.)

(e.g., In or sbout homa,

Canditions, if any, DUE TO (b}
which gava rise to
above cause (a),
statlng the under-
lying causa last. DUE TO (¢}
z PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Ill. if decansed was femals was
g disessa condition given [n PART | (e} there a pregnancy in last 90 days.
gl _ Aty Ao emoinli Vel o, [OYe ]G Ne | O vnknawn
E 19. WAS AUTOPSY | 20a. ACCIDENT SUNCIHE  HOMICIDI 20b. DEECRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1) of ifem 18.}
& PERFORMED?, | o u]
g YES [} NO N
-
&| 20c.TIME OF Hour  Month, Day, Year
a INJURY ».m.
w p.m.
=

20f. CITY, TOWN, OR LOCATION COUNTY STATE

\j

\ lz.«-

to.

21. | attended the deceased from

i
{
Death occurred at C?

[ rd
‘1_‘ ¥
: — and last saw.:l; alive on /1—'1 /[_ 3

" m on the date stated sbove, and to the best of my knowledge, from the couses stated.

22a. SIGNATURE § g \ (DEru or fl!le)

\

E SIGNED

16/2_

22b, ADDRESS 22¢c. P

CQodtsa Wy,

23a. BUEIA‘EACRgMATION 23b. DATE
RN FT Fan.,

23: NAME OF CEMETERY OR CREMATCORY

23,196240untain Home Cemetery

23d. LOCATION LCiry, town, or county} {State) -

Mountain Home, Arkansgs

24. FUNERAL DIRECTOR ADDRESS

ssourl

25. DATE RECD. BY LOCAL REG.

26. REGISTRAR'S SIGNATURE

Bickman & Dunning,

Cligton,Mi

LJar 26 - (764
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{Licansed Embalmer’s Statement on Reverse Side)
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STATEMENTY 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 Embaimer No. é( } ,/ﬂ

P. O. Address__{ Z‘zr__eﬂcbéﬁ %

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his QWN handwrmng
* * If this body is5 nof §mbalmeéd, Fact should be so stated above. ~
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