SION OF HEALTH — STANDARD CERTIFICATE OF DEATH _60_038-1 90

RI_DIV/
mE ‘I Re?lErIm% [ilr{ggo. ____laz_?_----___)‘rimarv Registration District No. _%_EZ)‘:_‘?’::!___AReginrar': No. __L?Z_________ STATE FILE NUMBER

S

{DED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived.  If institytion: Residenca before
2. COUNTY Ho L T“ a. STATE M O. b couw /7[0 L 7(— sdmission)
b. CITY {If outside corporate limits, give TOWNSHIP only) Length of stey In ib . CITYy Inside Limits
OR OR e
Sw Moond Clty y75| S Mooue /75 | wiec
c. FULL NAME OF [If NOT in hospital, givefocation) Inside Limits d. STREET (If cuiside, qiﬁ location) Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION Yo K No O Yos ] No ()
3. #AME OF DE)CEASED Firl!. Middle Last 4. DA'IE Month Yeor -
ype or print
KFriimesA — P:ipl.eq S October o 1940
5. SEX 6. COLOR OR RACE 7. Married [ Never Married [ DATE OF BIRTH | 9 AGE (last birthday} [ iF UNhDER lDYEAR :: UNDER Z4 HR
. i i Months ays ours Min.
Female | Whi'te Widowed Jg  Divereed O %«? 2/ ] R ] e
10a. USUAL OCCUPATION {(Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY ﬂ .yRTHPL E (Cit and state or country) | 12, CITIZEN OF WHAT COUNTRY
durin: of working' life, even if retired) b
cacne r ElemevianSchedl| AL INY Mo . . S A
13a. FATHER'S NAME 13b. MOTH% MAIDEN NAME 14, NAME OF HUSBAND O IFE
o~ ()
M3ragd re ’ _DA)'VV Evgene Kipley
15. WAS DECEASED EVER IN U.S. ARMED FORFES? 16. SOCIAL SEQURITY NO. 7" Address 4 4
j (Yes, ng,. o known) | (If ves, give war or dates of service)
Mo — KNo ve
| 18. CAUSE OF DEATH (Enter only ona cayse per line for {4), (b), and {c). INTERVAL BEYWEEN
E PART |. DEATH WAS CAUSED BY: ONSET AND DEATH ;
§ JMMEDIATE CAUSE (a} C ST VY HeACT pallwvae, oy
O
Q
‘ Q Conditions, if any, DUE TO (b)
‘ which gava rise to
i above causa (a),
L - stating the under-
i lying cause last. DUE TO {c)
‘ = PART H., OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 1O DEATH but not related to tha terminal PART 111, H  decessed was female was
‘ g disease condition given in PART | (a) there a pregnancy in last 90 days.
1 ; I O Yes l 0 Ne O Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICIDE 20k, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I of item 18.)
[+ PERFORMED? W} ] [m]
: o YES[] NO @
‘ & | 20c TIME OF  HouF  Menth, Day, Year |
=S INJURY a.m.
: g. . - p.m . N )
i .20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in of about home, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE
; WHILE AT WCRK [J farm, factory, street, office bldg., ete.)
' NOT WHILE AT WORK [}
_ 21, I attended the deceased from tas L and last saw E—-alwa on & l’ 3 l g L1
N - De:'b wccurred st A TP Roy Y Ar ("I She ‘-p) m on the date stated above, and to the best of my knowledge, from the cauvsss slated.
6 22a. SIGNATURE {Degree o tifle} 22b. ADDRESS 22c. DATE SIGNED
= br k. £, cosdi. Do, s 2SRl refiyf o
' <>( 23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY "1 23d. LOCATION [City, town, or county) (S1ate)
| |a OVAL{Spegity) O N Ce 1
£ wral eron O
< UNERAL DIRECTOR S AL REG. | 2 15TRAR’S SIGNATUR
& _40-17-/5¢0
{Licensed Embalmer’s Statement on Reverse Side) 4 -
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STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Note: The above MUST BE SIGNED 8Y THE LICENSED EMBALMER in his OWN HANDWRITING. {Failure to co
with the above constitutes grounds for revocation of license).

“Af embalmedﬁn,a STUDENT, he also shall sign in, hls OWN handwrmng B . o
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