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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary R.guhohon Dlsirlr.l' Neo.. ﬂZVS

293-013693

TATE FILE NUMBER

L eece-.. Rogistror's No.__7

. PLACE OF DEATH

2. USUAL RESIDENCE (Where dececsed lived. |f institution: Rnlérdncnc. bafdre
. b. COUNTY '"'9“
Jacks

s COUNIY Tonkcon o STATE Mi s souril
b. CIOTRY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. ClTY ’) &o-0 |n||d. Limits
¢ town Rurel Prairie Yes (I Ne[ g som Grain Valley 7] yaO No (3
c. Eglglil’-l‘?ArEOF {If MOT in hospital, give laocation) | Length of stay in Ib d. STREET (I# outside, give location) Reside on Ferm
hanrad eckson Co. Hospy 1 month ADDRESS Route 1 Yes & No[]
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Year
(Type o print Rethe M Goodrich o il 1
' odric peath ADT 4, 1959
5. SEX 6. COLOR OR RACE]| 7. MARRIED[ T NEVER MARRIED] ] 8. DATE OF BIRTH 9. AGE {tn yoars BFUNDER 1 YEAR| IF UNDER 24 _Hns.
femal e | Whi te A mDQWEDE DWORCEDD May 27 , 1900 58 birthdoy} [ Menthe | Days Hours I Min.

10a. USUAL OCCUPATION (Give kind of work done

13a. FATYERAS NAME

st BF working life, aven if ratiged)

10b. KIND OF BUSINESS OR
INDUSTRY

11. BIRTHPLACE {City and state ar country)

War sew, Missouri

12. CITIZEN OF WHAT COUNTRY?

d U.S.A.

13b.

. MOTHER*S MAIDEN E
Ol cex

l 14. NAME OF HUSBAND DR WIFE

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

MEDICAL CERTIFICATION

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY RO.f 17. INFORMANT
{Yas, no, ot unknawn)| {If yes, give war or dotes of service)
— 2 DNYEC -0+ 613
18. CAUSE OF DEATH (Enter only one caufe per life for (a), (b}, ond (c).)
PART I. DEATH WAS CAUSED B8t
IMMEDIATE CAUSE (a) )

AT

Addrass

- -

INTERYAL BETWE
ONSET AND DEA

Condltions, if any,

w::‘:h":::c :lu:nrﬂ } DUE TO (1) b

above cawvss (a),

stating the wunder-

lying causa lont. DUE TO (<)

PART 1. OTHER SIGKIFICANT CONDITIONS CONTRIBUTING TC DEATH but not related to the termingl diseaas condition given in PART ) {2} 18, WAS AUTOPSY
PERFORMED?

ket ves (] no(pf oL

¢/ 9
4

ADDRES

7

M2/

20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in PART | or PART Il of item 18.}
() (] D
0e. TIME OF ~Hour Month, Day, Year *
INJURY a.m. -
p.m. . li‘c Fsl
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NO’I’ M-HLE D farm, .ctory, street, office bldg., etc.) )
'! rr rsg .
21. § attended the deceased fr E s a - and last snw: alive on G=lo=ov
_/'?eﬁ occurred ot f‘l sy M N the date ﬂi!-d ubwc, nnd to the bast of my know!-dga, from the causes stated.
/ﬁ?ﬂ A E (Degree or Jtly} y ¢ RESS y E SIGWED
—
, 2 A /579
2MRIAL, CREMATION, | 238, DaT 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (cm. toun, or * (5rérd)

‘25 DATE, RECD. BY LOCAL RE

—J =7

bohner's Stotemant on Reverse Sidw)

-

A




MAY 14 1358

t

STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer No. ..........coeevien.

working under my personal supervision.

Student .o e
Signature of Student Embalmer

Licensed Embalmer No.... ‘34?

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.




