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STANDARD CERTIFICATE OF DEATH / STATE FILE NUMBER
Registration District No. ____ g[[_ ___________ Primary chutrohoﬂ Dls!rlc! No. ..M-Z._?.’_S.!{......._.... Rngutmr s Noj?“ ,,,,,,, 7_ -
1. PLACE OF DEATH 2. USUAL RESIDERCE (Whare deceased lived. |f institution: R“Jd.n“ befare
., COUNTY . admission
; Miller “¥iSBouri MY .l
b CEI'RY {If outside corporate limits, give TOWNSHIP enly} Inside Limirs c- ch . ,J Inside Limits
Tuscumbisa Yes [ Do [} owm 1beris, ,“L!nv“m No [}
c. FULL NAME OF [If NOT in hospital, give location}) | Length of stay in 1b d. STREET (1f outside, give |°£‘lﬂi;ﬂ) [ REdide on Farm
HOSPITAL OR ADDRESS T Y 3 N
] nstiruTion  Humphreys : D)t
3 :'ITAME OF DE;'.'EASED First Middie Lost 4. DATE Month Day Year
ype or print OF
John Patrick Allee peatH  Auge6, 1957
| & COLOR OR RACE T.MAR ED@N 8. DATE OF BIRTH 9. AGE 0 JF UNDER i YEAR| IF UNDER 24 HRS.
EVER MARRIED[ ] - {In yeors -
le Whi te WiDONEDD DlvoRcEDD 4/29/18'75 én!hrlhduy) Montha I Days Haurs I Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR ) 11. BIRTHPLACE {City and state or country} 12. CITIZEN OF WHAT COUNTRY?
dea:i'mg lite, aven if ratired) INDUSTRY c a 11 forn 1& Mi gaour USA

130, FATHER'S NAME

Nathenlel G, Allee

13b. MOTHER'S MAIDEN NAME

Mary C. Voods

14. NAME OF HUSBAND OR WIFE

Lucy Jane Allee

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yes, noﬁol wnkngwn)| (If yas, give war or dotes of service)
O

INFORMANT
Iucy Allee

16, SOCIAL SECURITY NOL| 17.

Address

PART |. DEATH'WAS CAUSED BY:

IMMEDIATE CAUSE (a)

}

Conditions, if any,
which gove rise 1o
obove couss [a),
stating the under-

DUE TO (b)

18, CAUSE OF DEATH {Enter only ane couse per lige for (o), {b), end (c).}

Iberia, Mo

INTERVAL BETWEEN
ONSET AN DEATH

MlAisA

v

DUE TO {c} W

g. lying causs last.
= o PARTH. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated 1o the terminol dizseass :nndillon given in PART I (a) 19. WAS AUTOPSY.
h / QX PERFORMEQ? ),
£ . - v YEs[J KO
2| 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. " (Enter fuature of injury in PART ) or PART Il of item 18.)
w
u 0 a O .
S| c. TIME OF .Hour  Month, Day, Year P
s WJURY.. . .
3 T -p.m. . >
204. "INJURY OCCURRED -~ 20e. PLACE OF INJURY {e.g., inor sbout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm factory, street, office bldg., efc.) . : .
. | wWORK AT WORK .
- 'I
. )" rqt:md last § luw him alive on } J

m on lhe du!e stated abeve; and to the best of my knowl-dge, from the causes stoted.

I unmdod the dccecsod from %ﬁﬂ l fl h) y) , to
¢ Deoth occurred ot } ’ > 7 . -

Curdy
CJ

a y 2 22b. ADDRESS ATE SIGNED
rd
el a-- t - WA/ M’ -
23a. BURIAL, CREMATION, | 23b. DATE ﬂ' NAME OF CEMETERY OR CREHAYORY 23d LOCATIQN {City, tawn, 5 county) {State)

Iberis,

Tnc Iberia,

25 D.ATE‘RECD. BY LOCAL REG.

koo w&,ﬂ

28. REGISTRAR'S SIGMATURE -

e 40, & .
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded ‘on the reverse side of this certifica‘te.'wa_s'."\efﬁbalmed

.» Student Embalmer No....................

by me, or by ..o sereeernreenarrannns erererazseasie et e s e nbsasanes

working under-my personal supervision.

Y £ L L £ U Signed ,,,

Signature of Student Embalmer.
T . Licensed @9}
P. Q. Ad

Note: The above MUST BE SlGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure

to comply with the above constitutes grounds for revocation of hcense) .
If embalmed*by a STUDENT, he also shall sign in his OWN handwriting. ~. . L
If this body is not embalmed, fact should be so stated above. :

- Lo ) 7-".:_




