RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

HLED VS

Regmrahon District No.

AUG 2 6 18580 ¢ 5

Primary Reg

ation Distriet No. 5:.4.&.’.;.--:,9;:""', No. _----,27_______

59-029665

STATE FILE NUMBER

1. PLACE OF PEATH
a. COUNTY

Lawrence

County

2. USUAL RESIDENCE (Where deceased lived.
a. STATE . COUNTY
Mis sourft

7
If institution: Residency” before
LBWI‘Pnce qu‘i:lion)

b. CITY {If outside carporate limits, give TOWNSHIP only)

noute 1 Monett(Freldl]

OR
TOWN

th of stay in 1b

o months

)l-
]

c. CITY
OR
TOWN

R 1 Marionville

Inside Limits

Yesr (1 NoXD

¢. FULL NAME OF (If NOT in hospital, give locatian)

HOSPIT.

Tt re st View Nursing HomgYe@=NeD

Inside Limits

d, STREET
ADDRESS

{If cutside, give location}

Rural Houte 1

Reside on Farm

Yes i No O

DOCUMENT

BY AFFIDAVIT OF

3. NAME CF DECEASED
(Type or print)

First

Oma

Middle

Ellen

Last

Crawford

4. DéhFTE Month
PEATH  Aupust 15,

Doy

Year

19569

5. SEX
remale

6. COLOR OR RACE

white

Never Married [
Divoread ]

7. Married X
Widowed (3

8. DATE OF BIRTH

9-2£-188%

9. AGE (last birthday)

IF UNDER 1 YEAR

IF UNDER 24 HR

Months

71

Days

Hours | Min.

10a. USUAL OCCUPATION (Giva kind of work done
during most of workiig life, even if retired)
aew

fe

10b. KIND OF BUSINESS OR INDUSTRY

(B

BIRTHPLACE {City and state or countty}

ssourl
Aurora, Lawrencéé Co.

U3S

12, CITIZEN OF WHAT COUNTRY

A

132, FATHER'S NAME

Conway kmerson Hubbard

13b. MOTHER'S MAIDEN NAME

Ermine Culton Acock

W, H.

t4. NAME OF HUSBAND CR WIFE

Crawford

15, WAS DECEASED EVER IN U.5. ARMED FORCES?

(Yes, noﬂrounknawn] | [If yes, give war or dates of servite)

16. SOCIAL SECURITY NO.

no

17. INFORMANT

Address

W. H., Cragford, K1 Marionviile Mo,

MEDICAL CERTIFICATION

PART I.

Conditions, if any,
which gave rise to
above <ouse (a),
stating the under-
lying cause last.

18. CAUSE OF DEATH (Enter only one cause per [i
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

DUE TO {b)

b e (a), (b), and {c).

INTERVAL BETWEEN

OI‘?T ﬁ’:n DEATH
[ ]
]
¥

/[ 2ds,

Sy

PART 1.

OTHER SIGNIFICANT CONDITION

disease condition given in

PART | (a)

CONTIﬂBUTING TO DEATH but met ululad te the terminal

PART 111, If

decessed  was L male
there a pregnancy inMast 90 days.

Wi

[ |

{0 Neo | [ Unknown

19. WAS AUTOPSY
PERFORMED
YES[O NO

202, ACCIDENT
0

SUICIDE
O

HOMICIDE
o

20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of

nijury in PART | or PART !l of item 1B.)

Hour
s.m.
p.m,

20¢. TIME OF
INJURY

Month, Day, Year

WHILE AT WORK

20d. INJURY OCCURRED
NOT WHILE AT WORK O

20e. PLACE OF INJURY {e.g., in or sbout home,

t, office bidg., etc.}
i,

204, CITY, TOWN, OR LOCATICN

o5

COUNTY

STATE

21,

I attended the Adeceased fro
.

/

fnrm/hnory, 3]
/il

2
/377175

A.

N 3
]

and last saw ;:r.alive on

7
m on the date stated sbove, and to the best of my knowl

YA
//30/(61

ge, from the r.au:e: :!a

{Degres or tiile)

%\/m Neo

W“/‘

23b. DATE

.15,16569

[ 23c. NAME OF CEMETERY OR CR

MATORY
liaple Fark Cemetery

Aurora,

LOCATION (City, town, or county)

Missouri.

/ (Srate

ADDR

Mgrionville, Mo.

{Licensed Embalmer’s Statemen! on Reverse S/)

ESS

25, DATE RECD. BY LOCAL REG.

&Kr7-S<

26. REGISTRAR'S SIGNATURE

Coec £ Heo il e

W




b STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.
working under my personal ervision.

g under my p supervision - . e
Student Signed

Signature of Student Embalmer

Licensed Embalmer No. ﬁ é ;f
, 4
P. O. Address%ﬁéauﬁg

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to cor
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.




