bJRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
FILED VS, NQV. 1.7 1959.3 [ L

m— H#3 6
o —eue__.Primary Registration District No. ________________Registrar's No. .S W

59-041472

STATE FILE NUMBER

DOCUMENT

BY AFFIDAVIT OF

MEDICAL CERTIFICATION

PART |.

above

Conditions, If any,
which gave rise to
cayse
stating the under-
lying cause

{a),

last,

DEATH WAS CAUSED
IMMEDIATE CAUSE {a) Bilateral Pulmonary tuberculosis

DUE TO (b)

DUE TO (c}

18, CAUSE OF DEATH (Enter only one :ause per lina for (a}, {b), and (c}.

JenNDED i
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera decessed lived. If institution: Residence before
o, COUNTY a. STATE b. COUNTY admission)
Y-V Vi ado VA YA A Sg‘ALgu.‘l.sw Co )
b. C‘IDLY {If ouside corporate Ing_l_' qua a%v&ig{l’so Length of stay in 1b c. ColLY 1 4
| T Le uri
CWN X TOWN ma S0 e Mncpacne
FJ?M/NA TON 131' ?’1 rh 2l M‘is
€. ti%éPwI'AATEogF (1f NOT in hospital, giva location} [ de Limits d:g’%iEETSS (lt cumda, glva Iocnhon) Reside on Farm
INSTITUTION JYe , Yes O NoX M(H 2 L?may Ferry -‘R.(;, Y O Ne X
J. NAME OF DECEASED First Middle Last 4, DATE Momh Day Year
{Type or print) . v . * - DEATH
IranE  (HoisanE  SERGEA Nov -2 = /55
5. SEX 6. COLOR OR RACE 7. Married [ Mever Married [ [8. DATE OF BIRTH | 9- AGE (last birthday) | IF UNhDER ) YEAR ::unosn 24 HR
— Widowed [] Divoread @ Months | Days ours Min.
Witz e Sepr-30-51 &8 Vs
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 1™ BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during moat of warking life, even if retired)
LSNP 027 ss}'f(QU/J o4 L7
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 147 NAME OF HUSBAND OR WIFE
FsV-V/ )2 ____ﬁfz??nr77n/£' Sryen
15. WAS DECE D EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address 4
(¥es, no, of unknown)| (If yes, give war or d_l_r:s of service} J— - e - VWi & Ve
Vo A A NonE £7, ya = p: .
TERVAL BETWEEN
ONSET AND DEATH

5 yrs,

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal FART [11. If deceased was female  wos
dia_eue condition given in PART I (a) 3 there a pregnancy in last %0 days.
Dementia Praecox Psychosis for about 20 yrs, [Ove [ @ N | D Unkaown
19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART II of item 18.)
PERFORME 0 [m} a
YES[] N
20c. TIME OF Houl Month, Day, Year-
INJURY a.m.
p.m.

204, INJURY OCCURRED
WHILE AT WORK [
NOT WHILE AT WORK [

20e. PLACE OF EINJURY (e.g., in or abou? home,
farm, faclory, street, office bldg., erc.)

204, CITY, TOWN, OR LOCATION COUNTY

STATE

23, | attended the deceaudérox_gh[m-_k,_m

_Nov.

3, 1959

and last saw %ﬂvc oLNOV. 3_- l959

Deat!

curred et

m on the date stated sbove, and to the best of my krnowledge, from the causes stated,

S—
- - -

22b. ADDRESS

State Hospital No. 4
Farmington, Missouri

22¢. DATE SIGNED

11-6-59

23a. BURIAL, CREMATION,

REMOVAL (Specify)

24. FUNERAL DIRECT’BR '
_@L&MMMM
{Licensed Embalmer’s $tatement on Reverse Ssdﬁ)

23b. DATE

- /54

AD

23c. NAME OF CEMETERY OR CREMATORY

/Bex Lawn (Zm.

23d. LOCATION (City, town, or :numy)

(State)

ESS

25. DATE RECD. BY LOCAL REG.

2% Novy i 1954

26. gISTRA SIGNAT




D

6S61 S T AON SA

.
G-

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 supervision.

Student Signed j} W’rfw
Signature of Student Embalmer -
Licensed Embalmer NO.M

~ A4 = ~ < * ~ ¢ .
o P.O. AddreMl

- = "Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to com
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.




