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THE DIYISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

D D=008934

STATE FILE NUMBER

! FH_ED APR 1 5 195§is1mnon__wc: [\ CY—

_/_0_7. _____ Prriirmary Registmtion District ND..,,&.,Q_,[,__ A Reiisrmr's No....._
r 4

LS.

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. I institution: Residence befdre
e CONTY Dynklin o STATRY ssourid hcmm“’Dunk1ﬂ$“$wP
b, CITY {lf outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY o3 c)—"f Inside Limits

R Y No [J OR e Yea[ ] Ne[]

Town _ Kennett esfe] Town  Campbell =" >
c. f{gls-#’-l'?At‘EOF {If NOT in hespital, give location) | Length of stoy in 1b d. STREE';S {M outside, give location) Reside on Farm

A ADDRE

NsTITUTIO), C. Mom. Hosp. |3 days G. B. Rest Home Yos [J Nofl

3. (NTAME OF DE;:EASED First Middle Last 4, DATE Manth Day Year

ype or print oP
MARTHA HAYS peatH  March 28, 1959

5. SEX
Female !

6. COLOR OR RACE

Vhite

- warmien[Jnever marrieo ]

woowef] 1. pivorcen| ]

9. AGE (tn years

FUNDER 1 YEAR| IF UNDER 24 HRS.

8. DATE OF BIRTH
last birthday)

April 28,1879 -

Montha | Days

Hours I Min.

1We USUAL OCCUPATION (Give kind of work dene

during mast of working

Houseowife

life, aven if ratiread)

10b. KIND OF BUSINESS OR
INDUSTRY

11. BIRTHPLACE {Cirty ond state or country)

Tyler, HMissouri o

12. CITIZEN OF WHAT COUNTRY?

U‘SIA.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
V/illiam kMaroon Sarah Thomas Deceased
15. WAS DECEASED EVER IN L), 5. ARMED FORCES? 16, SOCIAL S$ECURITY NO.| 17, INFORMANT A
{Yus, no, or unknqwn)| (If yes, give waor or dates of service) HI‘E "."anda Fields 6104 %’&‘ton Dr. K
No None s ' S+, Touis 23 Mal
18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, and {c).} |NTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ET %TH
IMMEDIATE CAUSE (a) W\ &%‘.ma
Condlitiony, If any, DUE TO (b}
which gave rise t
ubo:l o:a:lr- ’:c: 7040
stating the under- ol
5 lying cavse last, DUE 70 {c) i
= PART 11, OTHER SIGNIFICANT CONDIT|OMS CONTRIBUTING TO DEATH but ngt related to the terminal diswase condition given In FPART ) (a) 19. WAS AUTOPSY
) ’ a PERFORMED?
L h/cv\ae - Ao /gfw\..,. ‘ YES[] NO
£ | 20a. ACCIDENT SUICIDE HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
wr
8 o o ad
§ 20c. TIME OF .Hour -Manth, Day, Yeor [ 7
a INJURY a.m,
"E p.m.
20d. INJURY OCCURRED 2e. fLACE OF INJURY (e.g., mb‘;?bw h%me, 206 CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE arm, fectory, streat, office bidg., etc
work L a7 work U] }{ Al A Dar bt L

Death occurred ot

21, | attended the deceased from M_m

© Mtshs 38 (25T 0 e Lo Maneke 39, 1759
11 35 ) «m on the dote stated above; and to the best of my knowledge, from the couses stated.

2 SIGNATURE - (Degrea or title) 22b. ADDRESS m" I2c. PATE SIGHED
Foel C. b 2, € . | #-E-59,
23a. BURIAL, CREMATION, | 23b. DATE \_ 23c. NAME OF CEMETERY QR CREMATORY 23d. LOCATION [City, rewn, or county) {5tote) v

REMOVAL (Spaciiy)
Purisl

liar.30 19509

Qpl- D4 r'igts cuptory

o t+ 14 spourd

.

24. FUNERAL DIRECTOR ADDRESS

Landess Funercl ‘Ior.:c, Conptell,

1ol e

L]

25. DATE RECD BY LOCAL REG.

{Licensed Embglmes” s Statement on Reverss Side) ;

26, EGISTRAR'S SIGNATUR
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STATEMENT BY LICENSED EMBALMER

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

., Student Embalmer No. ......ocooviinnns

by me, or by

working under my personal supervision.
.
Slgned%m/%' A Wiatret e At e

LY 105 L=3 1| QRS PUS PP
Signature of Student Embalmer

P. 0. Address 4&22.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIZING. (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.




