| DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH Z60-00026¢
LEDVS FEB 8 1960 042 1000 132 STATE FULE Nl:fngt)g

D Registration District No. . ___ = -~ ___Primary Registration District No, _._ == 7~ T __ Registrar’s No. 27 2 ___________
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived., If institution: Residence before
8. COUNTY &ldlﬂnaﬂ. a. STATE m‘.d..dom b. COUN O’lﬂﬂﬂﬂ. sdmission) |
b. CCI)LV {If outside corporata limits, give TOWNSHIP conly) Length of stay in 1b c. CéEY Inside Limits
Town 5. go,aepﬁ. : lﬁl e own SZ. c?o.ae,aﬁ Yo 3 NoD
[ Z%;PNAMEOOF (1f NOT in hospital, give location) Inside Limits d. :I;EEEEES {If cutside, give [ocation) Reside on Farm
ITAL OR . .
wstinution Mo, Methodiat Hospital vl NoO 324 fale Ave. Yer O No &
3. (!erME OF DECEASED First Middle Last 4, DATE Manth Yeaar
ype or print)
Jnez ce Benn oet Tan. 30 7960
5. SEX 6. COLOR OR RACE 7. Married Never Married [ F pri 9. AGE (last birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR
W‘. ;4 Widowed [] Divorced [ LI€L. ) 8?? 67 Months [ Doys Howrs ! 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

r w ife, aven if retired) /{me‘ ﬂmndbl,l/tg_ ﬂatm u 5 A

13a. FATHER’S NAME ¥ 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

- Francia O. Taylon Sanah Virnginia Ponten Robert K. Benn

;} 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 117, INFORMANT Addruujt‘ ?‘)-dep‘t, .
Yes, no, k ) {(If yes, gi d f ice} a f

! (Yes, no or%nown I(I yes, give war or dates of service; None 0/(_ R K 8 _3(2[{ e Ave.

|

- 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (c INTERVAL BETWEEN
E PART |. DEATH WAS CAUSED BY: SET, D DEATH
| g IMMECIATE CAUSE {a)
| [
J Q
o Conditions, If any, DUE TO (b)
which gave rlse to
above cause [a),
. stating the under-
-1 lying cause last. DUE TO (¢}

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal PART Ill. ¥ deceased was female was
disease condition given in PART | {a) there a pregnancy in last 90 days,

] O Yes | O No | O Unknown
20a. ACCBENT SUI([::IIDE HOMl:ilCIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART Il of item 18.}

19. WAS AUTOPSY
PE%RMED?
YE: NO O

. 20c. TIME OF Hour Month, Day, Year
INJURY a.m,
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, QR LOCATION COUNTY STATE
WHILE AT WORK [J tarm, factory, street, office bldg atc.)
NOT WHILE AT WORK [ N

21. | attended the deceased from_MM%_(Ss_i— Mnd last n&ﬂlva o%ﬂ.‘ﬁ_a‘
Death occurred at 3 e A on the date stated sbove, and to the best of my k ledge, from the causes stated

ree or tifle) . ADDRESS 22¢. DATE SIGNED

P

23a. BURIAL, EMATION, 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, town, or counfy} orak)

“Ranoval = | 7960 | Fairtield (an. Fairfield, Joun
Cla}uﬁ Funeral Home 5t. Joseph, Mo. f&ﬂa 2,/960 A, @MM

(Licensed Embalmer’s Statement on Reverse Side)

}b;M_EﬁAL CERTIFICATION

.r'aw
—l

BY AFFIDAVIT OF




o CH
. S
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 Signedw

Signature of Student Embalmer

Licensed Embalmer NO.M}L

. J s o p. O. Address_w

Note: 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 handwrmng

If this boedy is not embalmed, fact shouldbe so slafed above. . PR




