| DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DOCUMENT

BY AFFIDAVIT OF

VS Mn D.E.Jﬂ---ﬁ é.-,-----_-.anary Registration District No. _Z_____:?)____-Reqimnr': No. __{.;_{_f _________

=60-014520

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [f institution: Residence before

s O AR 1 TN SN GO ) EHAR 1 TON

admission}

b. CITY (If cutside corporate limits, give TOWNSHIP only) Length of stay in 1b e, CIT‘Ir

o} P Swie K ) o o B NS wrc K

Inside Limi
Yes ﬁlﬂ

€. FULL NAME OF (If NOT in hospiral, give location) Imide Limits d. STREET {If cutside, give location} Keside on Farm
HOSPITAL OR ADDRESS
INSTITUTION S Yes Fo O Yes 00 Noda—
3. NAME OF DECEASED First Middle Last 4. DATE Menth Yoar

(Type or print)

FERTHA lpyise  STRACF oEATH _ 2y —)Fio

5. SEX

EEMALE | UATE | WeoweD oD |y ypysen) 7y @

6. COLOR QR RACE 7. Married [~"Never Married [] [8. DATE OF BIRTH | 9+ AGE {last birrhdavl IF UNDER 1 YEAR | IF UNDER 24 HR

Months Days Hours Min,

10a. USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR INDUSTRY] 1. BIRTHPLACE {City and state or country) | 12. GCHIZEN OF WHAT COUNTRY

durlng mosf:;gvo?lifo, even i e!lrad) 'H /) Q’k"_k/ﬁ PK ;IS"EH &G”G: ‘:ﬁMAM‘J .
13a. FATHER’S N. T 13b. TAOTHER'S MAIDEN NAME 4. NAME-GF HUSBAND OR %IFE
H M E R EL<y Pt ) SE L ulipy S7TB0K

15. WAS DECEASED
{Yes, no, or unknown

Addrnn

MEDICAL CERTIFICATION

?EMOV

FUNERAL DIREC'IOR

-""—'_-*
18. CAUSE OF DI

EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. F17. INFORMANT
) | (If yes, give war or dates of service) W ,é /
— — M/.I.( " 4&4;«-4.1 44“,,.4‘ — sé:ﬁ//a

EATH (Enter only one cause per line for {a), {b), and {c). INTERVAL BETWEEN
PART |, DEATH WAS CAUSED BY: . ONSET AND DEATH
mmeniaTe cause n Cardiovascular disease with Edema. 2 weeksy.
Conditions, if any,]  DUE TO (b} Chronic Myocarditits 10 vrss
which gave rize to CA
above :;uu d(u},
stating the under- . . .
Iyinggcaum last. DUE TO {c) Chronlc Neph ritils lo TG
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH byt not related to the rterminal PART 1), 1f deceased was female was
disease condition given in PART | (a) there a pregnancy in last 90 days.
J O Yes ] O Ne ’ 0 Unhno;:
19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of dem 18.)
PERFORMED? ] ] ]
YES[O NO(O
20c. TIME OF Hour Month, Day, Yaar
INJURY a.m.
p-m.
20d. INJURY OCCURRED 20a. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, faclory, street, office bidg., etc.}
NOT WHILE AT WORK O
21. 1 attended the daceased from JulY lg 59 tn_A.p.ml_ZB.'éﬁ.o_nnd fast saw :aiive ol i _
Death occurred at. 1 A, m on the date stated sbove, and to the best of my knowledge, from the cautes stated.
22s. SIGNATU 22b. ADDRESS 22c. DATE SIZEJD
- 3 L3 ‘_
ck, Missonri /-2 5
239, BURIAL, MATORY 23d. LOCATION ({City, town, or county} ¥ T (S1ere) T

a L 4-——;%-6 2 }.MER C:TI/('&M:. LRPvNSwii K M4 .

. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNAT
, Lin27-1964 ,ﬁk&{

v

{Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER ~ ot

I hereby certify that the body whose name is recorded on the reverse side of this cenificate was embalmed by n

or by Student Embalmer No.

working under my personal supervision.

-+ Student Signed /5 fﬁ_ﬂ; ((;‘M/F:’/

—T Pl
Signature of Student Embalmer H

B
g

Licensed Embalmer No.m
! P.O. Addressw

Noie: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comp
with the above constitutes grounds for revocation of license).

If erﬁbalme_d by.a STUDENT, he also. shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




