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a%ﬂlﬂ AMENDED r's No.
- V. PLACE OF DEATH 2. USUAL RESIDENCE (Where decomsed lived. If institvtion: Residence hefore
v$ 300 Iﬁ . COUNTY . san " . b rmch’one admission)
A . . sSsoUury
Rev. 4/59 2 B CTIY (i outiide corporate limis, Giva TOWNSHIF onky) Length of stay in 1 <y Tnside Limits
‘%‘ 1own Cedar Twsp. 1 [year TowN Cedar Twan Yea O No W
1a6/o0 <. FULL NAME OF (if NOT in hospital, give location) Inside Limits d. STREET f ounide, give location) Retide on Ferm
—r | HOSPITAL O ADDRESS -
e INSTITUTION at Home - Yes O Mol Yes 3R Mo 3
25 / 0’9 P:]
3 3. (o'ums oF [nf)cm:n o Fir;i Middle Lart 4. DATE ~ Year
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T02. USUAL OCCUPATION (Give kind of work done | 106. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE [City and state or country).| 12 CITIZEN OF WHAT COUNTRY
& most of k]ng life, even if retired)
[£ "'f-fSu Home Missouri
7 0 Q “13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
—al
Q Seawood Crochran Marion W, Unknown
8 ™ 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 76. SOCIAL SECURITY NQ. [17. INFORMANT
’ 9 2 (Yas, no, or unknown) | (If yos, give war or datas of sorvice) My
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O
o diweasa condition given in PART | {s} thers a pregnency in last 90 days.
%) [ -
= S . [OYe | 880 [ O Unknown
£3 & | 7%Was AUTOPSY | 20s. ACCIDENT _ SUICIDE  HOMICIDE 206. DESCRIBE HOW INJURY OGCURRED. (Enter natura of Injury in PART I or PART 11 of item 18.)
5 B| e o 9 s
I -
= &S| e TmEOF W Month, Day, Year
z = 2 INURY e, -
-4 g E p.m.
-Z o 20d, INJURY OCCURRED 20¢. PLACE OF INJURY (e.9.. in or about homs, | 201, CITY, TOWN, OR LOCATION COUNTY STATE _
3 . WHILE AT WORX farm, factory, street, office bidg., etc.)
5 NOT WHILE AT WORK O .
o o o —
S o E é 21. ) attended the deceased from N-S-QAL&ALM‘ lost saw ::.‘ﬂ" alive M_S%%
: ; [a] Death occurred ot X m the date stated above, end to the best of my knowledge, from the causes stated.
i N }
g =_.| 8 5 i 22b. ADDRESS - 22¢. DATE SIBNED
T
E | = D (/009 c&%m (olundra.  |2952p¥6L
3: [ NAME OF CEMETERY OR CREMATORY . LOCATION {City, town, or county) Grord)
o] a .
z T Lelestal Church Cemete Mi = semrd
= F 4 25, DATE RECD. BY L 26, REGISTRAR'S SIGNATURE”
3= & zzﬁ @41 {%ﬁ&
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STATEMENT BY LICENSED EMBALMER

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalhed by me,

/ Student Embalmer N —_—

or by st

working under my personal supervision.

N 7
Slgﬂﬁure of Sfdem Embal‘m/er _>
icensed Embalmer No. Z 20

£ . P.O. AddresM %@r

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 OWN handwriting.

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

Student




