SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
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© MEDICAL CERTIFICATION

_____ Registrar's No. __é_______---___

-61-003679

STATE FILE NUMBER

Registration District No. j
PR R $

1. PLACE OF DEATH . 2. USUAL RESIDENCE (Wherp decessed W4 institufion: Residence before
s.cownry  Livingston ». stare M1 85 0UPrids, coun lVlngS O .gmission)
b. CI‘I;( (I outside corporate limits, giva TOWNSHIP only) Length of stay in 1b <. CéTRY Inside Limits
TowN Chillicothe 10 years ows Chillicohte yo ¥ No DO
[ f{lg.épﬁﬂ%gF (1f NOT in hospital, give location} Enside Limits d. :g%iEErSS {If outside, qlvn location) Reside on Farm
INSTITUTION City HOSPital Yes BF Mo O Leeper Hotel ves O NoX§
3. gAME OF ‘Df)CEASED First Middle Last 4, DATE Month Year
ype or prin
ELLA MAY CLOWDIS sam March 26, 1961
5. SEX 6. COLOR OR RACE 7. Married Never Married [ q DATE OF BI 9. AGE (last birthday) | IF UKRDER 1| YEAR | IF UNDER 24 HR
Female whi te Widawed Diverced [ 8_ Months l Days Hour:T Min.
102, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY]| 11.

during mosf worki ifa, even if retired)
N (o]

Li

BIRTHPLACE {City and state or oounfry)J 12. CITIZEN OF WHAT COUNTRY

vingston Co., Mo USA

13a. FATHER'S NAME

13k, MOTHER'S MAIDEN NAME
Susan A. Jacobs

14, NAME OF HUSBAND OR WIFE
harles Clowdis

.

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO.

{Yes, no, nknown} | (If yes, give war or dates of service)
o™

None

17. 0

NFORMANT 1} 51

Gladys M. Gallagher Village, Kans.

Conditions, if any,
which gave rise to
above cause (a),
stating the under-
lying causa last.

18. CAUSE OF DEATH (Enter oniy ane causa per line fot (a); {b), and {c).
PART I. DEATH WAS CAUSED BY

IMMEDIATE CAUSE (a)

INTERVAL BETWEEN

(/ :‘ Z ONSET AND DEATH

OVE TO {b)

DUE TO (<}

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH byt not related to tha terminsi PART JII, If deceasad was female was
disease ¢

zdiﬁon given ia PART I'f., : :

there a pregnancy in last 90 dayy.
ID Yei I QNn I O Unknown

PERFORMED?
YES[J NO pf"/

19. WAS AUTOPSY | 20a. ACCBENT SUICEI!DE HOMI:I!CIDE 20b. DESCRIBE HOW |NJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18.)

INJURY am.
p.m,

20c. TIME OF Hour Month, Day, Year

20d. INJURY QCCURRED |
WHILE AT WORK
NOT WHILE AT WORK O

L4

20e. PLACE OF INJURY (e.g., in or about homs,
farm, factory, street, office bidg., etc.)

206, CITY, TOWN, OR LOCATION COUNTY STATE

21, | attendsd the decessad from_%" a / ? 6 /
Death occurred at

N:—M—b—t——and last saw :.e"'.nﬁvo on m{ ka

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

22a. SIGNATURE

XS vt A

36, ADD, * - [Zoc. BATE SIGNED
. d?ia&ﬁporﬁzii%w t/

232, BURIAL, CREMATION, | 23b, DATE

REMOVAL (Specify}

Rerial 3-28-61ADDRESS May

[ Z3<- NAME OF CEMETERY OR CREMATORY

23d. LOCATION (City, town, of county)
ivingston County, Mo.

{Srate}

24. FUNERAL DIRECTOR

Norman Funeral Home

Al =313

ag-ad

25. DATE RECD. BY LOCAL REG. |26. REGISTRAR'S SIGNATURE

/]72_@4,.2 Y VST rW!}/ /

+ha b.T.€4
U“LL&LMUUHU, [y N =L AT = e

({Licensed Embalmer's Statemant on Reverse Side}




STATEMENT BY LICENSED EMBALMER

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

or by Student, Embalmer No.________

DBl

‘\.._..// _' Licensed Embalmer No. %5‘43
. s A g
P. O. Addrem,dﬁk.

Note: The above MUST BE SIGNED BY THE UCENSED 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.

working under my personal supervision.

Student.

Signature of Student Embalmer




