URI DIVISION OF HEAI.TH STANDARD CERTIFICATE OF DEATH

\ENDED

DOCUMENT

4.

BY AFFIDAVIT OF

29-034883

Emmon smc: No. gg@_____?rlmary Registration District No. Bﬂ ?Q_-_Reglsrur ‘s No. /;.5-2._____.. ’

-STATE FILE NUMBER

1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before
a. COUNTY a. STATE b, COUNTY admission)
Scott 2?70 Weoz?
b. CITY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b . CITY Inside Limits
OR OR
TOWN Sikeston 22-days TOWN Béﬁffa/‘/ Yes O No [@~
¢. FULL NAME OF (If NOT in hospital, give locatien) inside Limits d. STREET {If cutside, give location) Reside on Farm
i s )
Mo. Delta Commnity . ke £2D / Yeu @ No 0
3. (':AME OF _DE)CEASED First Middts Last 4, DOAFTE Month Day Year
ype oF print .
Wilson Randol Fenimore DEATH 9 10 1959
5. SEX 6. COLOR OR RACE 7. Married [1  Naver Married @8 DATE OF BIRTH | 9. AGE {tast birthday] |IF UNDER 1 YEAR | IF UNDER 24 HR
: i Months Days H Min.
Male White Widowed [J Biverced [ 18.30=1909 | L9 years i
10a. USUAL OCCUPATICN (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| I1. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during fipf}ff worklnillfo even if retired)

McKnight-Keaton

Jackson, Missouri

America

13a. FATHER'S NAME

Robert L, Fenimo

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

S

(Yes, no,’oyanknown) {IF yes, give war or dates of service)

13b. MOTHER'S MAIDEN NAME

Y91-70-3 794

_Iia:.m_Ehz_ab_epimdol
16. SOCIAL SECURITY NQ.

——r—

14, NAME OF HUSBAND OR WIFE

Mas denson Sonss - Liio Tz e

MEDICAL CERTIFICATION

s

PART I
IMMEDIATE CAUS

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

18. LAUSE OF DEATH (Enter only one cause per line for (a), (b), and {el.
DEATH WAS CAUSED BY:

E (a)

INTERVAL BETWEEN

o o

R

7,
A

~

apclly

W;Wmu%w d/é M
Lo ond nialt

PART Il. OTHER SIGNIFICANT CONDITIONS COI IBUTING TO DEATH but n#alatﬂd to the terminal PART 11, If deceased was female was
disesse condition given in PART 1 (a) there a pregnancy in last 90 days,
] O Yes l O Ne [J Unknown
19. WAS AUTOPSY 20s. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? O a a
YES [J NO [g
20c. TIME OF Hour Month, Day, Year
INJURY am, -1
1. . pm. ‘s
20d. INJURY OCCURRED 20a. PLACE OF INJURY (a.g., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, street, office hidg., etc.)
NOT WHILE AT WORK [

d from

_21._ 1 attendad the d

FAT-379

rand last paw m alive on

g-/0 U2

-5-—1525_.'_.“ on the date stated above, and to the best of my knowledge, from the causes stated.

-
:‘\.‘. Death occurred ot

{

ol
or title}
it NINL,

BURIAL, CREMATION

REM@QV AL (§pecify)
ﬁcuu-l—d

4&9 I,
" ®os-a7 |

23c. NAME OF CEME‘I’ERY OR

ZWM

MATORY

IIh. ADDRESS F O F fann er Streef

S/

22c. DATE SIGNED

9-t0-5¢

(State)

7?70

24. FYNERAL DIRECTPR

ADDRE

ot
25. DATE RECD BY 4OCAL REG.

L/2--3Y

{Licensed Embalmer’s Statement on Reversa Side)




3

oSt AT 478 Sl s

SNt

o+
13
'

3 25 ipag

STATEMENT BY LICENSED EMBALMER

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

— P
or by Student Embalmer No.
working under my personal supervision. ™
—_—
Student Signed

Signature of Student Embaimer

) Licensed Embalmer No. jf/‘é ;
o P. O. Addressw

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to comyg
with the above constitutes grounds for revocation of Iucense)

If embalmed by‘a STUDENT, he aliishal‘ sign in his OWN handwriting. _ « -, RN

If this body is nof embalmed, fact Shouid be so stated above ~ T e
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