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All diseases in Part | must be causally 1elated.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
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THE DIVISION OF HEALTH

FILED VS JuL 1 1960

Ragistration District Mo. Prim

EN

STANDARD CERTIFICATE OF DEATH

OF MISSOUR|

=60~022230

ary Registration District N'-'-‘g..ﬂ.gwé ........... Registrar's No__.

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. if institution: Residence before
a. COUNTY Barrv a. STATE Missouri b. COUNTY Barrvy admissian)
b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CBTY Inside Limits
R
TOWN Monett. Yes ] No[] TOWN Monett 0057 = Yesf Mo []
. FBLL NAC‘H(EJOF {I{ NOT in hospital, give location} | Length of stay in 1b d. iE%%EE'IS' (1f outside, give location) Reside on Farm
HOSPITA R
mnstirution 511 County Rd. 9. 50 ¥rs. 5511 County Rd. Yes [ ] No [ X
3. (NTAME OF DE)CEASED First Middle Last 4. DSTE Month Day Yeor
ype or print . F
ADA BEASLEY ADAMS pEaTH June 23, 1960
5. SEX i 6. COLOR OR RACE} 7. wARRIED[ JNEVER MARRIED[] 8. DATE OF BIRTH 9. AGE ({In yeors $F UNDER | YEAR l: UNDER 24 HRS
e - 8’2 last aiz_iny] Months | Doys lours Min,
Female Thite wiooweof] 2 pivorcep[] Dec, 25 s 1 g

USUAL OCCUPATION {Give kind of work done

Funn -rsveér‘o.} iof‘iég life, evan if ratired)

10b. KIND OF BUSINESS OR
INDUSTRY

10a.

11. BIRTHPLACE (City and stats or country) 12. CITIZEN QF WHAT COUNTRY?

Hanson KXy. / U.5.4,.

130. FATHER'S NAME

Jd., O, Beasglevy

135, MOTHER'S MAIDEN NAME

Sarah Ashby

14, NAME OF HUSBAND OR WIFE

A, A, Adams (decs)

16. SOCIAL SECURITY NO.
none

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yes, no, or unk al (If yes, give war or dotes of service)

17, INFORMANT

Mrs. Coy "adley

Address

Monett, Mo,

18. CAUSE OF DEATH (Enter only ane couse per line for [a), (b),-
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

s oz oD Ao i

INTERVAL BETWEEN
NSET AND DEATH
Coay D
/

2

Conditions, if , DUE TO (&
A e 7
chove ctause (al, P
stoting the wnder- M 94/ :
g lying couse lasn DUE TO (c) 7 = v
=4 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TC DEATH but not related ta the telmifal diseose condition ghesh in PART I {a} 19. WAS AUTOPSY
b PERFORMED?
i % L2/ Oves[] NO[]
&1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART [ ¢r PART Il of item 18.}
w
o O J O
Q 2c. TIMEQF Hour  Month, Day, Year
a INJURY  a.m.
* p.m.
20d. iNJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE D farm, factory, street, office bldg., etc.)
WORK  |-J AT WORK )'-—-,ZJ—-"*#U"*
21. | attended the deceased from /=2 3 L oe .10 /-dS L and fast snwt alivesn S~ FF — £ 2

__Daagh occurred ot

/ £2: 00 B mon the date stoted above; and to the best of my knowledge, from the cavses stated.

ree or m|e)
;77 1,D, ¢

22b. ADDRESS
Monett,

22¢. DATE SIGNED

Mo. 6/24/60

ra >
" BURIAL, CREMATION, | 23b. DATE

23c. NAME OF CEMETERY OR CREMATORY

23d. LOCATION (City, town, or cownty) (Stote)

AU AT 6/27/60 I.0.0.F, Monett, Mo,
24. FUNERAL DIRECTOR ADDRESS 25, DATE R D, LOCAL REG. 26. REGISTRAR: GNATURE,
J. D. Buchanan Monett, Mo, -2 g ZZZQAJCE}/&-




STATEMENT BY LICENSED EMBALMER

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

[ Y N ) O SRR ., Student Embalmer No. .................

working under my personal supervision.

Student ..o e e e s
Signature of Student Embalmer

P. O. Address... Monatt.,. Maa...

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



