]

THE DIVISION OF HEALTH OF MISS0URN

L
59-01218"7

. Health, v AR AR FERTIEIraTE P AT
& Welfare . STAN DARD CERTIFICATE OF DEATH STATE FILE NUMBER
Public m
h Service m MAY 1 2 Registration Qistrict No. .0 Primary Registration District No. ______ .. ... Registrar's No.. ... _4 _I_J _____________
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. {f institution: Ras’idde_nc_e befora
. 300 a. COUNTY a. STATE b. COUNTY . admission
\ Atchisaon Missouri ~ =~ Atchison ,
-57 b. CITY {If outside corporate limits, give TOWNSHLIP only) Inside Limits c. CgY cs 30 Ingide Limits
R “
oM Rairfax Yeug ] No[] tomw  Tarkio 8 | Yes[] Moyl
G c. ll—:ing-Fl;I NAM%‘OF {If NOT in hospital, give location) | Length of stay in 1b d. STRERET (If outside, give location) Reside on Farm
TAL OR ADDRESS
istitution Community Hosp, 2 days 2 Mi, East Yes BE No[]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
{Type or print) OF
CAPTOLA FIFEII COMBS DEATH April 29 1959
5. SEX 6. COLOR OR RACE} 7. MARRIEO[ JNEVER MARRIED ] 8. DATE OF BIRTH 9, AGE S_,.rr‘;:;‘; ::J::)’ERI;;EAR I:::.DER 2;::!25.
; Male ¢ Fhite 5 wooweo®  owvorceo[]| Dec, 31,1868 | 80 l
5 10a. USUAL OCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR 11- BIRTHPLACE (City ond stats or country) }2. CITIZEN OF WHAT COUNTRY?
= during most of working life, sven il refired) INDUSTRY .
2 Housekeeper wn home Erie Illinois I | U.8.A.
% 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
¢ p-Alvert Vancleve Mary Stebins Deceased
'é 2 [ 15- %AS DECEASED EYER IN U. 5. ARMED FORCES? 16. SOCI1AL SECURITY NO.| 17. IKFORMANT Address
= B (Yeg e, known)| {If yes, give wor or dates of service)
E g 'N'Q orm n)! YoR iva s B Salen oF warvie None Albert J CombS Falrfax Mo -
z a 18. CAUSE OF DEATH (Enter only one couse p, e for {a), (b), ond (¢).} INTERVAL BETWEEN
& ™ PART |. DEATH WAS CAUSED BY: OWTEATH
Tow IMMEDIATE CAUSE (a) v 6200/ 0
L
£ b Conditions, if any, . DUE TO (b) M&A_&L&Z ﬂfwc—
g > whieh gave rise to
H - obove cousa {a).
< z stoting the under-
£ 8 % lying couse last. DUE TO {c)
5 5 o= PART Il. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not reloted 10 the 1erming] disease condition given in PART t {a} 19. WAS AUTOPSY
=g = ((J P, ‘ PERFORMED?
R b Az 2. vEs[ ] No¥]a..
E _:. 52‘ =} 20a. ACCIDENT SUICIDE HOMICIDE b, DESCRIBE HOW INJURY QCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
[ G O ] O
<3 YH
o u ::_, Ul 20¢. TIME OF Hour Month, Day, Year
$5 =[RS INJURY  a.m.
5 'g. S k3 p.m.
gE % 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome, | 208 CITY, TOWN, OR LOCATION COUNTY STATE
6= W WHILE ATD NOT WHILE J fore, foctory, stree! office bldg., etc.}
e 8 WORK AT WORK /
- =7
g E 21. §otrended the deceased fr = E (2 ,{;) /! 27 \r ond last saw PE" alive on Gl/Zf/\)’f
"o'o, H WM 7“ ﬂ m on the date stated above; and 19 the best of my knowledpe, fFrom lho{uuses stated.
s _§ 2 n% / {Degree or titl 22b. ADDT 22c. DATE
E AT . % Ry /Niei
23 - £ Erom rf ’ T v s0 )
Z3a. BURTAL, CREMATION, | 23b. DATE 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {Clty, town, or county} (State) ©
REMOVAL (gpecify)
_ / 1/58 _Englian_gzove Cem, alrfax Missouyri
r 24. FUNERAL DIRECTOR ADDRESS 2 TE RECD, BY LOCAL REG.

hooler Funeral Home Fairfax Mo,

{Licansed Embalmess Stotema

EGISTRAR'S SIGNATUR—Eﬂ
-




Moy

STATEMENT BY LICENSED EMBALMER

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

DY MIE, OF DY ivvvuvrnevrenirrriermnsrrrnsssrnnsesnssacnsrsinssnscessnsasnesssmascrensstbonsinsnssnnas ., Student Embalmer No. ........ccccoe.o...

working under my personal supervision.

SUAENE ceeeiiiiriieiiin i e e resnaa e reevaaereares Signed ./..0"
Signature of Student Embalmer

Licensed Emba
P. O, Address. . L0 [ 15T

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




