"‘h PAYRAONPE o 158)T

DOCUMENT

BY AFFIDAVIT OF

Registtation District No. ___

H — STANDARD CERTIFICATE OF DEATH
l__g_-___annry Registration District MQ____..-_-Rwisrrar': No. ____\_-S.j(.__..___..

Z60=001161

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceasad Iivﬂ: if institution: Residence befors
. CONTY  (ineene. s. STATE Mo b. COUNTY reene, sdmission)
b. CCI)EY (If outside corporate limits, give TOWNSHIP only} Length of stay in 1b €. COH‘"Y Springfi e ld’ Mo Inside Limits
omeSpringfield Mo 9 Years wN TTIT S Fort Yes 1 No O
c. :q%é NlATEogF (HF NOT In hospiral, give location) Inside Limits d. :;E?ETSS {If cutside, give location) Reside on Farm
wsttution TTITIT S Fort Yes G} NoJ IITT S Fort Yes [) No Gt
3. rP[lAME OF DE}CEASED First Middle Last 4. DOAFTE Menth Day Yeor
ype or print,
Ida A Tindle A Jan, S5f2 1960
5 SEX 6. COLOR OR RACE 7. Married [  Never Married [1 [8. DAYE OF BIRTH | 9- AGE (last birthday) (1F UNDER 1 YEAR | IF UNDER 24 HR
Femal e Wh ite Widowed [§ Divorced [ 1/29/76 8 3 Months | Days | Hours Min,

10a. USUAL OCCUP.ATION (Give kind of work dona

Haﬁ Boéﬁfévértl’néiue. even if retired)

10b. KIND OF BUSINESS OR INDUSTRY

11. BIRTHPLACE (City

Christian

and state or country) | 12, CITIZEN OF WHAT COUNTRY |

Co, Mo USsS A

+ t3a. F_AIHER‘S NAME
Andrew J Kessinger

13b. MOTHER'S MAIDEN NAME

Georgia Ann Wade

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yes, nNS- unknown) |(lf yes, give wear or dates of service)

16. SOCIAL SECURITY NO.

17.
Mrs Ramah

INFORMANT

Address

Bray,Sparta, Mo

18. CAUSE OF DEATH (Enter only one cause per |i

r'(a), (b}, and {c}.

INTERVAL BETWEEN

disease condition given in PART |

OTHER SIGNIFICANT CONDITION‘S, CONTRIBUTING TO DEATH but no! related to the terminal

PART ). DEATH WAS CAUSED BY: Qi 2 e c V OB - ONSET AND DEAT
IMMEDIATE CAUSE (o) - MQ...R‘\ "'Q , |
7 |
Conditions, if any, DUE TO (b} |
which gave risa to
above csuse (=),
1 siating the under-
Iying cause last, DUE TQ (c)
PART 1), PART 1II. If decossed was female was

ere a pregnancy in last 90 days.
] O Yes l 0 Ne l [J Urknown

PERFORMED
YES[J NO

19. WAS AUTORSY p| 20a. ACCIDENT SUICIDE HOMICIDE
o =] a

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

mjury in PART | or PART Il of item 18.)

MEDICAL CERTIFICATION

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

20d. INJURY OCCURRED
WHILE AT WORK []
NOT WHILE AT WORK (O

20a, PLACE OF INJURY (e.g., in or about home,
farm, factory, street, office bidg., etc.)

20f. CITY, TOWN, OR LOCATION

COUNTY STATE

1 antencded the deceased fro

n.

T.IPa © A

¢
(2]

to. TM' ‘&_(EO and last saw :::.:‘ slive on [- ("-' Gc

M

Death Joccurred oy,

m on the date stated asbove, and to the best of my knowledge, from the causes stated.

{Degree or title}

-t.w-n..._%‘v

22 7pDDRESS

I?M-.

22c. DATE SIGNED

l~r3-&e

23b. DATE

23c. NAME OF CEMETERY OR CREMATORKY

Prospect Cemetry

&~

QOCATION (Cn’y, 1’wn, of county)

Christian

[State)

Mo,

25, DATE RECD. BY LOCAL REG.

/-1~

;IS?MR‘S 5?1!155

O3anfl

{Licensad Embalmer’s Staternent on Reverse Side}




» P v S .

STATEMENT BY LICENSED EMBALMER

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

Student* Embaimer No.

K
»

working under my personal supervision.
(\-l- '
Student Signed :

Signature of Student Embalmer
b}

or by

-y

Pomd 4 Vo, e ' Licensed Embalmer No. 2.‘ 501

P. Q. Addressw

= & » - a . - P . - 1

Nofe: The above.‘ MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAI\llDWRITING. (Failure to con
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.




