JRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —-60-002160

FILED VS FEB 11 1960 »
STATE F1
NDED Registration District No. meeeao .,Z\_?-.Z.-.....Primary Registration District Neo. Q.Q-.l__'_i{._kegilfur'l No. __2.2'.‘?.-----____ € FILE NUMBER
R 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decessed lived. If institution: Residence before
. COUNTY . ] s b i
[ Jasper [} STATMl.SSOUrl b. COUNTY Ja sper admission}
b. C(I)Tn‘f {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limifs
OR )
TOWN Carthage TOWN JOplln Yes fd No O
<. FULL NAME OF (If 'I' ll1 hos lrul, gi Io;a an} Inside Limits d. STREET {If cutside, give location) Reside on Farm
5 HOSPITAL OR 1 ADDRESS
i INSTITUTION 4 Yas No [l 416 W, 9th St. Yes [] Mo [X
3. NAME OF DECEASED First Middle Last 4. DATE . Month Day Year
{Type or print) OF
DONALD FRANCIS FRAZIER beati Feb 3, 1960
5. SEX 6. COLOR OR RACE 7. Married [J  Never Married [] [8. DATE OF BIRTH | 9. AGE (fast birthdey} | IFf UNDER 1 YEAR | IF UNDER 24 HR
N Widowed [ Divorced X Months | Daya Haurs Min,
male white 8-12-191] 48
10a, USUAL QCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
dur mns of wa life, even if retired)
YRS tavern Galena, Kansas USA
13a. FATHER S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Sam Frazier Mollie Ziegler none
15. WAS DECEASED EVER IN L.5. ARMED FORCES? 16. SOCIAL SECURITY NO. T17. INFORMANT Address
(Yes, go,or unknown) | (If ves, give war or dates of servica) . - M
13 | unfmown | Leotie Fazien, Golena, Hno
= 18. CAUSE OF DEATH (Enter only ona cause per line for (a), (biy and (c}. INTERVAL BETWEEN
E PART |. DEATH WAS CAUSED BY: OMNSE] AND DEATH
z IMMEDIATE CAUSE (a) m4a
[
o
[} Conditions, if sny, DUE TO (b)
which gave rize to
above cause ({a),
stating the under-
lying cause last. DUE TO {c)
z PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bui not related 1o the terminal PART I1l. If decessed was female was
g disesse condition given in PART | (a) there a pregnancy in last 90 days.
g’ [ 3 Yes | O Ne | O Unknown
é 19. WAS AUTOPSY 20a. ACC%}ENT SUICID HOMD1C|DE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18}
w PERFQRMED? L .
S| visO nom tied ohe around thuoat
6 20¢, TIME OF Hour Month, Dsy, Year
= 1pJUR 4
o
3| UY30"% 2.3 40
20d. INJURY OCCURRED 20e. :'LACEEOF INJURY (n.g“., in :Irdabout l;ome, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J arm, factory, sireet, offi 5., e,
NOT WHILE AT WORK C.OLUH,SB\% éaG/LZ, Ga%hage Q,adnem Mo .
21, 1 attended the decssed from 2= 3= b wd=-3—ba and (a1 saw S live on 2 — B — lan
Death occurred at. 9 hd 35 R _m on the dote stated above, and to the best of my knowledge, from the causes stated.
6 { ree or ftille) . 22b. ADDRESS % 22c, DATE SIGNED
o - | 26 -3 2-4-60
S - . __./ '
« | 732 BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City, town, 2 Founty) = (State)
a REMOVAL {Specify)
2| removal 2-4-60 Lowell Cemetery Cherokee County, Kan sas
< 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 24. STRAR'S SI RE
B
%] KNELL MORTUARY _Carthage, Mo | <£-%- M

{Licensed Embalmer’s Statement on Reverse Side}




I

STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.
Student Signed W

Signature of Student Embalmer

¢ . . .. L e . e Llcensed Embalmer No. & Sf
. O. Address mw ﬂ

Noté: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fa|lure to com
with the above constitutes grounds for revocation of license). ‘
- - L If embalmed by a STUDENT, he also shall sign in his OWN handwriting. . N
If this body is not embalmed, fact should be so stated above,




