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STANDARD CERTIFICATE OF -DEATH fiing STATE FILE NUMBER ™"
gistration District No. ’7_5 ~.Primary Regutrmlon Dlslrlﬂ N° 3 0 311 e, RBGiStrar's Nn .,814-_ _________________ -
HIED AUG 25.1958 v
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befofe
a. COUNTY Lawrence o STATE y3 ceonpi b COUNTY {1 ovmanilisse
b. CIC;I'Y {If ourside corporate limits, give TOWNSHIP only) Inside Limits c. CiTY S50 inside Limits
TOWN Aurora Yes (X No (] 1oR, Aurora ¢ Yos{& No[J
c. FULL NAME OF {If NOT in hospital, give location) | Length of stay in 1b d. STREET (tf outside, give location) Reside on Farm
ey 20 W, Cofield 13 years FODRESS 20 W. Cofield Yo 01 o &
3 (NTAME OF DE)CEASED First Middie Last 4. DATE Month Day Year
ype or print . . OF
Louise Richardson peath August 19, 1958
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE {in years | F UNDER 1 YEAR| IFF UNDER 24 HRS.
F 1 w},lite MARRIEDDNEVER MARRIEDD 9 1958 last biuzduy) Months | Days Hours Min.
emale wiooweo[H] J) bivoaceo[] 4

100, USUAL OCCUPATION (Give kind of work done

10b.

KIND OF BUSINESS OR

11- BIRTHPLACE (City and state or country)

12. CITIZEN OF WHAT COUNTRY?

during mest of workin ||h, wven if retired) INDUSTRY .
ouse Housewlife North Carolina / U.S.4A.
130. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John Simpsgon Martha Key Deceased
15. WaS$ DECEASED EVER IN U, 5. ARMED FORCES? 15, SOCIAL SECURITY HO.| 17. INFORMANT Address
(Y.NB, ar unhnuwn]l(lf yus, Mwnr or dates of service) - o e e e - Ne]_lie I{cKay’ Fort 'vforth’ Tems

18. CAUSE QF DEATH (Enter only one cause p
PART L

Conditions, if any,

above couse {a),

which gave rise 1o
atating the undsr-

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (o) //

DUE TO (b} ‘%gA,?a e’

DUE TO {c) _&@M—;@

or line for {a}, {b), and (e}.)

INT

ERVAL BETWEEN

ONSET AND DEATH

443 A

Death oceurred at

Lt 2 S AP

z lying covse last,
g PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the tarminal disease condition given in PART | (a} 19. WAS AUTOPSY
S PERFORMED?
o ] YES[] NO[] o
= | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in PART | or PART H of item 18.}
w
v ] O O
§ 2c. TlME OF Hour Monith, Day, Year
a NJURY a.m.
=z p.m.
20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D tarm, foctory, street, D”Ice bldg., ete.)
WORK AT WORK
21. | attended the deceosed from /= /— § 7 Lo B i "),f'f and last saw L':' alive on J’ - F ':5-‘?

m on the date stated obave; ond 1o the best of my knowledge, from the causes stoted.

{Degrae or title)

b DRESS

22c. DATE SIGNED

22a. SIG TU& ;‘ ;
_Lf,/fﬁs, . : AP Uror IM(ssoLuw JESPA
23a. BURIAL, CR EHA:"ON, 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23:1. LOCATION (Cil.'f, town, or county) {Staze)
"BarifT™ |Aug. 22, 1958] Leann Cemetery Leann, Missourl

24. FUNERAL DIRECTOR ADDRESS

M#rsh Funeral Home, Aurora, Missouri

8-/ )9 45%

25. DATE RECD. BY LQCAL REG.

26. REGISTRAR'S SIGNATURE

{Licensed Embalmer’s Stotement on Reversa Side)




STATEMENT BY LICENSED EMBALMER |

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

DY M, OF DY ionitiiiii ittt et et e et s eae s s e eea e st r e e en anrraaeanres , Student Embalmer No. ...................

working under my personal supervision.

Student ..o
Signature of Student Embalmer

Licensed Emb

P. O. Address

Note: 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.




