NDED

DOCUMENT

i

BY AFFIDAVIT OF

JPrimary Reg

Rl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
EILED VS SEP 8 1358 4/
YA

Registration District No.

59-028512

STATE FILE NUMBER

ra

1.

PLACE OF DEATH

a. COUNTY

a, STATE

2, USUAL RESIDENCE {Where doceasad lived. If imﬁru:ion:/kp'idem:u before

C 9 l e Yo b. COUNTY M&I‘i es admisslen)
b. C‘I;;Y {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. COILY . Inside Limits
own Jefferson City town  Belle Yes X No O
[ ng.é NAME OF {If NOT in hospiral, give location} HOSP o Inside Limits d. AS[IJRD%EEI’SS (If eutside, give location) Reside on Farm
st ddemori al Community Yes® NoJ none Yes O No §
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print} OF
Sarah Frances Pearon DEATH  Sept.2,1959
5. SEX 6. COLOR OR RACE 7. Marriad B Never Married [] [8. DATE OF BIRTH | 9. AGE (last birthday) [ IF UNDER 1 YEAR | IF UNDER 24 HR
female white widowed [J Divorced [ 12/15/18 33 75 Bonths DI Haurs I Min.

105, USUAL OCCUPATION (Give kind of work done
dun mnn ni\farklnq life, aven if retired}

none

10b. KIND OF BUSINESS QR INDUSTRY

Belle, Mo.

11. BIRTHPLACE (City and state or country)

12. CITIZEN OF WHAT COUNTRY

U. S. A.

130. FAIHER S NAME

Thomas Ridenhour

13b. MOTHER’S MAIDEN NAME

Vicy Mitchell

14, NAME OF HUSBAND OR WIFE
Alonzo Pesron

5. WAS DECEASED EVER IN U.S. ARMED FORCES?

{ves, no,,ﬂrdmknown) I(If ves, give war or cates of service)

16. SOCIAL SECURITY NO. |
none

17. INFORMANT

Jane Rodgers

Address

Belle Lio.

MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter only one cause per line for (a

PART |, DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

Conditiany, if any, DUE TO (b}
which gave rise to
above cause [a),
stating the under-
lying  cavse last. DUE TO (c}

Eigd {e). - _ ; -

IgTERVAl BETWEE

MY

[

Sar

PART Ll

disease condition given in PART | (a)

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal

PART IIl. If deceased was fomale was

there & pregnancy in last 90 days.
] 0 Yes ] 1 Na | D Unknown

Death_occurred o,

Vi )

19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? [m] a
YES O Nox
20¢. TIME OF Hour Month, Day, Year
INJURY a.m, .
p.m.
20d. INJURY OCCURRED 208. PLACE OF INJURY {e.g., in or aboyt home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK O farm, factory, street, office bidg,, etc.)
WORK
NOT WHILE AT WORK (3 g { _ A
51, | attended the decessed fro /9 s- ‘fﬂiﬁnd last saw H;,.a]ave on_a_M ! ? S‘Q
-
> 0 pm on theudate stated above, and to the best of my knowledge, frgn the couses :ure{:l

RIAL, CREMAT

" REMOVAL (Specify)

burial

ION,

Degree or ﬁll

P i I il
23b. DA ( 23, NAME OF C

{,

Pilot Knobh

|7 22b. ADpHR /
o

(]
7 5 K ¥ Zeprrdp—LI <l Ji s &
AETERY OR nsmro / 23d. LOCATION (City, town,

Bell

e

-

22c. DAJE SIGNED

2
- o~

"‘:ﬁ‘ - (5tpfe)

24. FUNERAL DIRECTOR
Jones Bel

Howard

9/5/19500 i

le MO,

25. DATE RECD. BY LOCAL REG.

(Licensed Embalmer's 5?:?4::11? on Reverse Sida)




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the bedy whose name is recorded on the reverse side of this certificate was embalmed by |

or by Student Embalmer No.

working under my personal supervision. E gm‘&
Student Signed -
Signature of Student Embalmer g

- Licensed Embal

P. O. Address

Note: The above MUST BE SIGNED- BY THE LICENSED EMBALMER in his OWN HAN G. (Failure to ca
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.




