EI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ~60~037305

FILED VS ROV 7 1960 =

STATE FI
:DED Registration District No. __,-,____-__J____Jrimarv Registration District No. _.S"Q_Q_Q__-Reginnr'u No. _____‘3__’__2______ LE NUMBER
| -
— 1. PLACE OF DEATH 2. USUAL RESIDENCE {Whera deceased lived. [f institution: Residence before
. COUNTY . STATE b. COUNTY i
s thIH L MO . Adair admission)
b. CITY (If ouvfside corporate limits, give TOWNSHIP only) Length of stay in 1b <. COH;!Y Inside Limits
Towd Kirksville, 7 yrs oW Kirksville Yo O No ]
¢. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREEY (i cutside, give locarion) Reside on Farm
HOSPITAL OR ADDRESS
INSTIUTION. 70))y W, Gardner Yumn[:] TOh W. Gardner Yes O No[]
3. NAME OF DECEASED First Middle Last 4, DATE Month Oay Year
{Type or print) D?:TH
. WALTER LEE PRYQR Qcta 29 1960 .
5. SEX 6. COLOR OR RACE 7. Married Z  Never Married [] Iid?ig 82 9. AGE {last birthday)} | IF UNDER 1 YEAR IF UNDER 24 HR i
Male Wh.ite Widowed [J Divarced [ }‘ 78 Months Days Hours Min.
. 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
d 1] king life, If retired
| retived “Farmep Farming Schuyler Co., Mo. U S
. 13a. FATHER' S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
John C. Pryor Sintha Robinson Ada Miles Pryor
? 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
(s, nigurkoowed) 1 yon sivffy o dwms o srvicd 1522822501 | Ada M. Pryor, Kirksville, Mo.
= 18. CAUSE OF DEATH (Enter only one cauie per line for {a), (b), and {c). INTERVAL BETWEEN \
E PART |. DEATH WAS CALSED BY: r:?.NSE‘I' AND DEATH
g IMMEDIATE CAUSE (a) Masgsalive Cerebral Hemorrhage %+ hrs !
v
Q
=1 Conditians, if any, oetom _ Hypertension vears
which gave rise to
above c;uu d(n), 1
tating 1 -
g e ] ouetow_ Arteriosclerosis vears
z FART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terrinal PART I, If docessed was female wui
?_ dizease condition given in PART | (a} there a pregnancy in last 90 days.
g I O Yes | O N- | O Unknownt®
E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART |l of item 18.) '
= PERFORMED? m] (m| (m}
(%} YES 0 NOE}
-
& | 20 TIME OF  Houl Month, Day, Year
a {NJURY a.m.
; P-m.
20d. INJURY OCCURRED ~ 0e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK {3
21. 1 attended the decessed from.__A_ng_.__g_S_?___ u_QQ_t_‘_m.ﬁQ_.md last saw’ | olive on Aug * 21 1960
Death 2% 10 A m on the date stated ebove, and to the best of my knowledge, from the ceuses stated.
o T7a. SIG| Aug {Degr mle) Z2h. ADDRESS 22c. DATE SIGNED
s / /:1 e o701 S. Elaon,Kirksville,Mo. 10/29/60
Z | T simiAL, CREMATION, | 235, DATE = 23¢. NAME OF CEMETERY <aiwCIemmrrersy 3. LOCATION (City, town, or county) {State)
a aEMOVAL (Specify)
e Buris 10431/60 ~ Winnigan Winnigan, Sullivan, Mo,
‘E m@ E 25. DATE RECD. BY LOCAL REG. EGISTRAR'S SIGNATURE R
% R f“"z /0 - 30 - 19, o W Rl
@ brial Howe ,Kirksville,Mp, /0 - 0 M) SVA |

{Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

or by Student Embaimer No.

working under my personal supervision.

Student

Signature of Student Embalmer

. . ) P. 0. AddresseiTksville,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fsilure to
with the above constitutes grounas 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.




