Rl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
@is%clﬂu!g_ﬁg_/._g.g___frimarv Regi.stra'liun District Nuj o z‘y Registrar's No. \3

FILED VS JA

Registration

DOCUMENT

BY AFFIDAVIT OF

- —

STATE'F

PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

If institution: Residence befaore

2. COUNTY Howard o STATE 314 o e our 3 O Howard admisslon)
b. C(I)'LY (If outside corperate limits, give TOWNSHIP only) Length of stay in 1b c. CCI)LY Inside Limits
TOWN Fayette 52 years own rayette Yes CJ{ Ne O
c. ;%épw.\qﬂ{mog': (If NOT in hospital, give location) Inside Limits dil;%%EETSS {If cutside, give location) Reride on Farm
wstmnon  Lee Hospital Yos K No OO West Morrison Yo O NggOd
3 (P;:p?:iorozﬁlif}cEASED First Middle Last 4. Dé\l':l'E Manth Day Year
Tillie Woods FRAY va  January 6, 1960
5. SEX 4. COLOR OR RACE 7. Marri Never Married [] 8. DATE OF BIRTH | 9. AGE {l2s! birthday) [IF UNDER 1 YEAR | IF UNDER 24 HR
Fema]_e “vh it e Widow Divorced [ Aug . 2 , 1 868 91 Months | Days Hours Min,

10a. USUAL OCCUPATICN (Give kind of work done

during_most of working ljfe, aven if retired)
Housewite

10k, KIND OF BUSINESS OR INDUSTRY

Self

11. BIRTHPLACE {City and state or country)

Howard County, Mo

12. CITIZEN OF WHAT COUNTRY

USA

13a. FATHER'S NAME

ods

13b. MOTHER'S MAIDEN NAME
Martha Jane McCrary

14. NAME OF H

USBAND OR WIFE

John William Fray

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

{Yes, no, or unknown} | {If yes, give war or dates of service)

one

16. SOCIAL SECURITY NO.
None

17. INFORMANT

Address

Mrs. Thomas W. Snoddy Independente

MEDICAL CERTIFICATION

18. CAUSE OFPDEAI'H {Enter only one cause per line for (a), {b), and (c).

ART |, DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a)

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

DUE TO (c}

Mﬁ@—i
DUE TO (b) cﬂ-ﬂ.—oLll-d..:_' )l

Odeon 4

INTERVAL B N
ONSET AND DEATH

=2

/

v

DN

HYM '

L W |

PART Il. OTHER SIGNIFICANT CONDITIONS C BUTING TOC DEATH but not related to the terminal PART lit. §f deceased was fomale was
disease condition given in PART | [a) there a pregnancy in last 90 days.
l O Yes | O Ne | O Unknown
19. WAS AUTOPSY 208. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of irem 18.}
PERFORMED? a 0 ]
YES O NO DT
20c. TIME OF Hour Month, Day, Year
INJURY am. .
pm.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {s.g., in or aboyt home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factory, street, office bidg., eic.)
NOT WHILE AT WORX []
21. | sttended the decsased fspm , - -_r o L o) 8 £ " = L o and last saw hﬂ_f-aiivu on ,ﬁo i é’a
Desth occurred I[@ e the date stated above, and to the best of my knowledge, from the causes stated.
22a. SIGNAT, (Dagrea or title) 22b, A 55 [22c. ATE SIGNED
. 25 . > ) /- 9__.4 o
Z3s. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY © y 23d. LOCATION (Chy, town, or county) {State)
REMOVAL (Specify) ' D F tt Missouri
Buria Jan.8,1960 | Fayette City Cem, ayette, N
24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S S5IGNATURE
Markland - Hall New Franklin, io. A a ! é 2
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{Licensed Embalmer’s Statement on Reverse Side)



-ty
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AR T B LA DN ' .
“‘ - N . E + #
----- : et e oo e - Lo e
. ‘STATEMENT BY LICENSED EMBALMER
N '\'n ) _'_ " _- B PR
| hereby certify that the bady whose name is recoided on the reverse side of this cerfificate was embalmed by
or by Student Embalmer No.
working under my personal supervision. 2 2 3
Student S|gned E YY\
Signature of Student Embaimer
- - . . - SR Licensed Embalmer No._l'%
. AN - L=y ' . ” C . -
HExoL o ) o s na ﬂ {2
uq.-\ .';k e '..«"‘. ‘- P. 0 Addressm“r (j
o N Noié: The above, MUST BE -SIGNED BY THE ‘LICENSED EMBALMER in hns OWN HANDWRITING. (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.
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