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DOCUMENT

8Y AFFIDAVIT OF

/b

-60~004396

STATE FILE NUMBER

PLACE OF DEATH
a. COUNTY

a. STATE

2. USUAL RESIDENCE (Where deceased fived.

ﬂ/o b.coutmr-s7- AJ

If institution: Residence before

7 A~

Length of stay in 1b |

o mapZa

c. CITY

O SLERLasorv , S0

Inside Limits

Yn Mo a

¢. FULL NAME OF (If NOT i holpilll v Ioc}Vn) i‘ Insida Lirpits d. STREET {If outside, give location) Rmide on Farm
HOSPITAL OR 3 9‘3‘ ’ ADDRESS
INSTITUTION ff/? “SJ/V - Yes 0/ No O D/ 3 /c/k' 7 7ol }ﬂz Yo [1 No 8]
3. NAME OF DECEASED First Middle East 4. DATE Month Day Yaar
{Type or print} Dg:TH
FRANCIS A, SPRAUL JANUARY 13 1960
5. SEX 6. COLOR OR RACE 7. Married [J Never Marrlsd ] |8. DATE OF BIRTH | ¥. AGE (last birthday) [ IF UNhDER 1 YEAR | IF UNDER 24 HR
Widowed Divorced [ Manths Days Hours Min.
MALE WHITE. el /-3 24987 —| =[] =

10a. USUHAL OCCUPATION {Give kind of work done

during most of workimlfu‘ evpn If retired)
E£R

i0b. KIND OF BUSINESS OR INDUSTRY

FARM

BIRTHPLACE (City and stste or country)

STE., SENE Y

I EvE Ao

12. CITIZEN OF WHAT COUNTRY

K.SA.

13a. FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

14. NAME OF

HUSBAND OR WIFE

Foan J. SPRAK L Aowsipr HBEQueTrh| ADD/E _SPRAL
15, DECEASED EVER [N U.5. ARMED FORCES? ] 16. SOCIAL SECURITY NO, [17. INFORMANT Address
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18. CAUSE OF DEATH (Enter only ons cause per line for (a}, (b}, end {c).

PART I,

DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (2). UNDIFFERE ATED ADENOC AR

which gave rise to
above cause (a),
stating the under-

Conditions, if any, }

lying cause last.

DUE TO (b)

DUE TO {¢)

SPACE, PRIMARY UNKNOWN

INTERVAL BETWEEN
ONSET AND DEATH

54 MONTHS
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19. WAS AUTOPSY 200. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in PART | or PART M of item 18.)
PERFORMED? 0 O a
YES {3 NOEK
20¢. TIME OF Hour Month, Day, Year
INJURY am,
p.m,

20d. INJURY OCCURRED

WHILE AT WORK

NOT WHILE AT WORK [J

20w. PLACE OF INJURY (e.g., in or sbout home,
farm, factory, street, office bidg., ete.)

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

21.
Death occurred

| attended the deceased fro

GUST 11, 1
12 s

wDEC. 22, 1

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

nd last saw a:.'n afive nnDEC IS 22’ 1959

. gﬂM/&”r (Dwrnwtlﬂ-)é/ " D

23a. BURIAL, CREMAIION

REMOVAL (Specify)

=S BARNES HOSPITAL

22c. DATE SIGNED

1/15/60
235, DATE ¥ 23. NAME OF CEMETERY QR CREMATORY 23d. LOCATION (City, town, or county) [State)
/—/8-80 \Laire sPHivs CEmereny  STE GEvVEpI1EyE /MO

Kz
UNERAL DIRECTOR

SONARD M. MICHEL S530 SowTHwEST

ADDRESS

25. DATE RECD. BY LOCAL REG.
a———
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pd

26,

REGISTRAR'S SIGNATURE

%

{Licensad Embaslmer’s Statement on Reverss Side)

ol Fter fay
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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 : i Student Embalmer No.

working under my personal supervision. /g
Student ey Signed

Signature of Student Embalmer

PR . : . - Licensed Embalmer No. ﬂ g
P. O. Address Ll S

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to co
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.

™~ ! . i . .




