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THE DIYISION OF HEALTH OF MISSQUR)

STANDARD CERTIFICATE OF DEATH

MU‘JJ APR 21 195 gistration District No. ?¢

59-012799

STATE FILE NUMBER

Registrar's No(f_ ______________

Primary Registration District No.

PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befgre
. COUNTY a STATE] b. COUNTY NeKal ]udmumngff
. CIOTRY {If sutside corporate limits, give TOWNSHIP only} Inside Limits < CITY : ’ o3 Le Inside Limits
Y N @
TOWN Grandriver Twp, o Mol 10w Camerenm, R.R.#3 Yes[J Moy
. FngL'a NAMEOOF (If NOT in hospital, give location) | Length of stay in 1b d. STREET (If eutside, give location) Reside on Farm
HOSPITAL COR ADDRESS
insTiTUTION 3mi ,W,Camexon Life i Cc Te Yes bgf No[]
3. NAME OF DECEASED First Middle Last 4. DATE Manth Pay -+ Yaar
(Type or print} OP
HARCUS FRANKLIK COFE pEATH April 2,19869
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE ({In years JFUNDER 1 YEAR| IF UNDER 24 HRS.
o MARRlEDNEVER MARRIEDG ] ii:v{;ny; Months | Days Hours Min.
male saue, wioowepf® 3 oivorcen( ]| Sept.26,1867 9
108 USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stots or country) 12. CITIZEN OF WHAT COUNTRY?
most of working life, evan if retirad) INDUSTRY
FaTrueT Agr eulture Jennieville, I11. ' | U.S.A.
13e. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
M¥ilten Cepe Harriet Thrush Descased
15. WAS DECEASED EYER IN U. 5. ARMED FORCES? 16, SQCIAL SECURITY NO.| 17. INFORMANT Address
(Yas, no, or unkngwn)| (I yes, gi dat f sarvice)
T 1496=42-2650| Leen Cepe Cameren,lMe,
18. CAUSE OF DEATH {Enter only one couse per line for (a), (b}, and {c).} INTERVAL BETWEEN
PART i. DEATH WAS CAUSED BY: /’ / ONSET AND DEATH
IMMEDIATE CAUSE (a) A S0y )
Conditions, i any, . DUE TO (b) C" N éf 5/ V?‘ A% Vj’ )4 //‘4 ry: 3 b
which gave rise to }
obove cause {a}, () / 7——/ M
i h dar- .
z Iying covas losr. 7 DUE TO (c} " e va/)x <o /4—1/ Y ¥id Sclrve! /i 2 yrs,
E PART Il. OTHER $tGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseose condltion glven in PART | {a} 19. gAS AgTOPSY
ERFORMED?
g 4 So0 YES[] NO 82"
2| 20e. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART Il of item 18.)
w
v ] ] O
5[ 20c. TIMEOF How Month, Day, Year
2 INJURY  a.m.
E7 p.m.
204. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inar cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, lactory, street, office bldg., etc.)
WORK AT WORK
21. | attended the deceased from , L - Zj’yflc l'), '-'/ 5-7 and last saw : im clive on "-/ - d ;
Death occurred at /7 Q j y/) m on the date stoted ubove, and to the best of my knowledge, from the couses stated.
22a. SIW Degreo or title) P 22b. ADDRESS 22e. DATE SIGNED
. 7’721;5 D,0O, Cameren,Ne, 4=-3-59
23a. BURIAL, CREMAT!DN 235 DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Ciry, rewn, or county) {State)
MOV, ify)
Birisd™ | a- -89 Graseland Cameren, MNe. .

24. FUNERAL DIRECTOR

Peland Funersl Heme Cameren,le,

ADDRESS

25. DATE RECD. BY LOCAL REG.

HK-/4-57

{Licensed Embalmer’s Statement on Referse 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 e, OF By o i e ettt r it et e e , Student Embalmer No. ..........ccoiiine

working under my perscnal supervision.

Student e s e e Signed et te EL -M ......
o Signature of Student Embalmer '

Licensed Embalmer No..f.(.z.f.j.......

P. O, Addresscm\.;..%_

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 empalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above,



