THE DIVISION OF HEALIH Or MISYOURSE

.S, No.300 . '
g ﬂ}m DEC 22 1349  STANDARD CERTIFICATE OF DEATH srare e 1 33350,
7-/’ BIRTH MO~ So—«¥ REG. DIST. No. 3.2 2 _ PRIMARY REG. DIST. m._~i@_2,/k:ﬁ:nar’:m 2.7
=T, PLACE OF DEATH 2. USUAL RESIDENCE (Whare decoassd lived. If lostitotion: residence befors
ﬁ’ a. COUNTY Saline a STATE Mo o b COUNTY o line adniston!.
b. CITY (I cutcide corpurate limits, write RURAL asd give c. LENGTH OF ¢. CITY (if outside corporate limite, write RURAL andd give township) , f/
Tg\f\tm Sla ter townahipt| STAY (ln this place) TOO\EN Sla ter
a 71 -
d. FULL NAME OF oa ion, give R ’ &
g HOSPITAL O {If not in baapital or institgtion), glva strest address or leeatlon) d ASDr[’Rl:lEErrss (IF rursl, give loeation)
3] INSTITUTION none
B 3 AN o }-{‘F“""’ / b. (Middle) o (Las) 4 DATE  (Montt) (Day) (Ve
& || __(Twpeor Pring) enneth Falls pa  Dec. §-190490
g 5, SEX 6, COLOR OR RACE | 7. MARRIED, NEVESCMARR!ED 8. DATE OF BIRTH 9, AGE {In years| ¥ UNDER | YEAR | o LR M MRS,
5 male __negro ED VO{ ? {Bpacify) 12/“/1949 birthday) Moudnl Days | Hours I Min,
102. USUAL OCCUPATION (Glakindofwerk | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE n oc 5
g done during ﬁ)ma.dl')mi'm 1ife, sven if ntir:rd) ) A DUSTRY qlat e(:..‘h orhl;r;; w;ta)‘ 2 CITIZEP\"?F WHAT
? .
R
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE '
; Ralph Wright | Tina Falls , ,
[ 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. lNFO_RMANT' S SIGNATURE OR NAME ADDRESS 3
< (Yeu, oo, or unkeown) | (U e, elve war or dates of seevica) L NO. .-
3 Mrse. Herman Hockaday, Slater, Moe
18, CAUSE OF DEATH MEDICAL CERTIFICAT INTERVAL BETWEEN
FL  Enter cnly oneceusoper | I DISEASE OR CONDITION /O ’(L/ OFSTT AND DEATH
Z *|[ e for (=), (b, and (¢ | PPRECTLY LEADINGTO DEATHY,) V&L T4 Iz g -
M «This does wot mean | ANTECEDENT CAUSES / / / )
S |t tae mode of ding, such | Morbid conditions, if ang, gising DUE TO (b) <’ // 0 7y C 4 Fcf) /\< " ’
- a# heart foilure, asthenda, | Tise o the above cauae (a} stating . . . . -
=) de. It meena the dia- the underlying couse last. - / %
o eqse, infury, of complica- DUE TO (C)A / Pz r’ } < /’ / "‘7’ -
>, tion which caused death, | V1. OTHER SIGNIFICANT CONDITIONS
2 Conns epouing o et i, 7% X
Ti 11 eade or o
E 19a. DATE OF OPERA | 196 MAJOR FINDINGS OF OPERATION - R yd - 207 AUTOPSY?
o) 21s. QE%DEENT {Bpecify) ilb.PlLACEOFINJURY ::;..!;;:;bm} 21¢, (CITY, TOWN, OR TOWNSHIP) ‘ (COUNTY) .(STATQ
z HOMICIDE e (R, (o et oT o M ’ ' - '
e
g 21d. TIME - {Moatk) (Day} (Y-r) * (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
e IN?JRY WHILEAT[—] NOT WHILE .
A : m. | "work AT WORK _
E 22. I hereby yhyeceas frow to _,LZ_, 18 + that I last sow the decensed
= alive on s }9 ccurred al . ., frath the chuses and ondhe date stated above.
B \17;‘" ubte,_| 23b. APORESS y Zic. DATE SIGNED
A e - ‘ 7. > R
B : /I s, : :_f‘liﬂz_‘ il £ 2 2 4 //I . £ b
E 2a/B CREMA- -Z4b. DATE ¢ T ETERY OR CREMATORY |} 244/ LOCATION/(Olty, town, orooumy) {Sthte)
; T RE OVAL (Bpeelly) ’ a g?
- - <)
-
S, o e L P R e szz;
| [2-r2- 77 a y

(ru:cn.ud Embalm Statement on Reverse Side)




RECEIVEEC 19
District Health Officer N¢ &
District Fllo Number___.____ e __.
Date Filed oo l2221 -Wi

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is reco:lZon th erse side pf this certificate was embalmed by me, or by
f !/{/M R Wé«_ﬂ Z Student Esbaimer Mo,

P RN S, b Tt o S S ol ol RPN +

working undeppy personal supervision.

‘. o [T O

Student ,.ieesecsccatccnes baveveavusussan s
Studoﬂt Embalmer

Licensed Embalmer No...c3.O 7O

P. O. Address s</ ﬁ,Z—u

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the sbove constitutes grounds for revocation of license,)

It this body is not embalmed, fact shiould be so stated nbove.




