£ i - ] . . .
E;oum DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —51-037667
' nqurrumn District No, /f 7 Primary Registration District Nn: u.?.a._gﬁ _____ Registrar's No. -[.,Zz__.______ STATE FILE NUMBER

R | FHEEDB et 16195t
")
1. PLACE OF DEATH v 2. USUAL RESIDENCE (Where deceassd lived. |f institution: Residence before

a. COUNTY LIVINGSTON ) a. STATE Mo. b. CQUNTY LIVINGS TON admiasion)

b. CITY {If ovtside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY tnside Limirs

1owN CHILLICOTHE 1 WEEK 16w8 CHILLICOTHE Yo R NoD

€. FULL NA.ME OF {If NOT in hospital, give location) Inzide Limifs d. STREET (I cutside, give location) Reside on Farm
HOSPITA ADDRESS

HSTTUTION. CITY HOSPITAL Yes f NeJ 1l E, JACKSON ST. Yes (0 NoXO
3. NAME OF DECEASED First Fiddle Last 4. DAIE Month Day Year

(Type or print) CLEONA DARLE STICK DEOAFTH SEPTEMBER 30 196]—
—— e rrI— Never Married [J |0. DATE OF BIRTH | 9- AGE (last birthday] |IF UNDER 1 YEAR | I¥ UNDER 24 HR

FEMALE WHITE Widow Diverced O}, /ll / 1919 L2 Months I Days | Hours I ‘Min.

10a. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY

HOB SR PRk tfer even ¥ retred) AT HOME GRAVITY, IOVA U.S.A

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME i4. NAME OF HUSBAND OR WIFE

PEARL Mc COWN EVA EULLA CLARK HAROLD STICK

15, WAS DECEASED EVER IN U.5, ARMED FORCES? 16, SOCIAL SECURITY NOQ. |17. INFORMANT Address

[Yesi\i_\o[,)_or unknown) l (If yes, give war or dstes of service) HAROL D STICK . CHILLICOTHE , MISS OURI

18. CAUSE OF DEATH (Enter only one cause par line far (8), (b}, pod (c). INTERVAL B EEN
PART I. DEATH WAS CAUSED BY COINSET AN EATH
IMMEDIATE CAUSE (a) /2
5
Cenditlons, If lny,] pueto )/ if W %:J/ém-(_ 3 é Kﬂ

DATE AMENDED

INSTEAD OF
DOCUMENT

which gave rise to
above cause (a},
stating the under-
lying cause last

DUE TO (<) W, Egltlegrl / '

Z
PART 1l. OTHER SIGNIFICANT CONDIT!ONS. CONTRIBUTING TO DEATH but not related to the terminal PART M, If decessed waz female was
disease condition given in PART 1 (a} thers & pregnancy in lest 90 days.

Imve.l I No I O Unknown
20a. ACCII:[])ENT SUI|C:|IDE HOMEIICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART (] of item 18.)

19. WAS AUTOPSY
PERFORMED?
YESO) NO®

20¢. VIME OF Hour Month, Day, Year
INJURY am,
p.m. .
20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 204. CITY, TOWN, OR LOCATION COUNTY ) STATE

WHILE AT WORK [J . ‘farm, factory, street, office bidg., erc.}
NOT WHILE AT WORK E}

A P .l P "
21. | attended the decensed fran /- G/ 'Wr‘d ost saviger, alive on_*@éa’-l_zﬁ_:@/_
Death occurred at. y 1 H 00 P m Mn the date stated above, and to the best of my knowledge, from the causes stated.

(Degrea or title 22b. ADDRESS c. DATE SIGNED
y 23h. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Stdte)
TAL 10/2/61 AVALON CEMETERY A\[ALQN_1_MI.§S_OURI
24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE
ORMAN FUNERAL HOME:Chillicothe Mol B . 2,.,¢04 / i

{Liconsed Embalmer’s Statement on Reverse Side}

MEDICAL CERTIFICATION

"SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

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.

working under my personal supervision.

Student Signe oo Z\Z—z/m - 2 E

) Signature of Studen? Embalmer

~

Licensed Embalmer No. h036
CHILLICOTHE, MIS

P. O. Address

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).

I¥ embalmed by a STUDENT, he also shall sign in his OWN handwriting.

{f this body is not embalmed, fact should be so stated above.




