URI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

IENDED

DOCUMENT

BY AFFIDAVIT OF

59-039843

STATE FILE NUMBER |

F”'EDRMS!HMQyilgcﬂdulsis_g_/__éé-[.___?rimary Registration District No. _Q_Q_!g_:é.--ﬂeguh:r ’s No. __t_/___s.::s..:_ :

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
s.county  Howell » saeMigsourk. comy  Bpegon admission)
b. CI'FRY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. COIIY Inside Limits
R
TOWN West Plains 3 days town  Alton Yes O Ne O
[ i%éPﬂAATEOgF {{f NOT in hospital, give location) Inside Limits d, STREET (1f eutside, give location) Reside on Farm
r ADDRESS
instiutioh West Plaine Mem. Hosp/ven nen Yes O No O
3. (#AME OF DECEASED First Middle Last 4, DATE Month Yaar
]
vee or prini) John William Corbin oty NOvember 15 1959
5. BEX & COLOR OR RACE 7. Married Never Married [J |8, DATE OF BIRTH | 9- AGE (last birthday) [IF UNDER | YEAR | IF UNDER 24 HR
M&le White Widowed Divorced [J -f Months | Days | Hours | Min,
10a. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during,. mo workipng sven if rahred)
Ketired Fammer Farming Cedarville, Mo. UsSA

13a. FATHER'S NAME

PDaniel Roone Corbin

13b. MOTHER'S MAIDEN NAME

Margaret Capps

14, NAME OF HUSBAND OR WIFE

Lydlag Corbin

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

(Yes, no, Ngknown) I(If yewhwar or dates of service)

16, SOCIAL SECURITY NO. 117, INFORMANT

None

Lydia Corbin, R 2 Alton, Mo.

Address

PART I.

abave
stating
lying

Conditi

which gave rise to

18. CAUSE OF DEATH {Enter only one cause per ling
DEATH WAS CALUSED BY:

IMMEDIATE CAUSE (a)

ons, if any,

cause (a),
the under-
cause  last,

DUE TO {b)

DUE TO (<}

or (a), (b), and (c).

INTERVAL BETWEEN
QONSET AND DEA?z

EART 1.

disease conditi

OTHER SIGNIFICANT,CONDITE

given in PART,

PART Il 1f decessed was female was
there a pragnancy in last 90 days,

ﬁ‘(n I O Ne | O Unknown

Enter nature of |

MEDICAL CERTIFICATION

9. S AUTOPSY | 20a. ACCIDENT 20k, DESCRIBE HOW INJURY QCCURRED. (| y in PART | or PART |1 of item 18.)
PERFORMED? [m]
YES [ NOO
20c. TIME OF Hour Maonth, Day, Year
e INJURY am, ———————
pum. e t———]

. WHILE AT WOR
NOT WHILE AT

4.

20d. INJURY OCCURRED

K
w%lnx o

20e, PLACE OF INJURY (e.g., in or about home,

201, CITY, TOWN, OR L
farm, factory, street, office bidg., etc.}

QCATION COUNTY STATE

21. | attended the d

ath oceurred

seeased fro

a

mzk—t;‘—iiz'f
™ agr—

> A

v Y

. |

e oy 2
G—M“ saw oo alive BH—M

m on the date sfated sbove, and to th

3t of my knowledge, from the causes stated.

11-17—1959 New Salen Dedetery

/IE. ADIRESS

22c, DATE SIGNED

L -
-
.% /7

MATORY

23d. LOCATION (City, town 48 county)
Couch, Mligsgouri

{State} g

24. WL DIRECTOR
Ca r Funeral Home, West Plains,

ADDRESS

MO.//'/7--$~?

25. DATE RECD. BY LOCAL REG.

2. R TRAR’S SIGNATURE
/g,a oo

{Licensed Embalmer’s Statement on Reverss Side)



‘s
* . - b

L PR STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student ) Signed
Signature of Student Embalmer

Licensed Embalmer No. ‘}(f/(

S - “ W o tla . - w -
U ®  P. O. Address

Noife: The above MUST BE SIGNED BY THE- LICENSED EMBALMER in hls OWN HANDWRITING. (Failure to comg
% with the above constitutes grounds for revocation’ of license). .

If embalmed by a STUDENT, he also shall sign in his OWN handwnhng '

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




