URI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

Regurrﬁo' Lﬁtﬂ ﬂff'"'l‘q&f‘jnmaw Registration District No. 3_QQ .lﬂ--lleql:trlr s Na. _Z_ﬁ._o___

-61=040138

STATE FILE NUMBER

MENDED
- 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased lived. I1f institution: Residence befors
4. COUNTY Boone . a. STATE MO . b. COUNTY: She'l by admizsion)
b. C(IJ'I"{Y {If outside corporate limits, give TOWNSHIP only} Length of stay in ib e. Col';Y frside Limity
TOWN Columbia, 9 Weeks own  Clarence Yes [l No [
<. FULL NAME OF (If NOT in hospnn! give location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
WsTTUTioNBoone County Hospital |Yed wn Yor O Mo
3. RAME OF DE)CEASED First Middle Last 4. Dg};l’E Month Day Yoar
ype ar print, . .
Cora Knupp Watkins DEATH 11 30 1961
5. SEX &, COLOR OR RACE 7. Married [0 Never Married [1 |8. DATE OF BIRTH | 9 AGE (last birthday] | IF UNDER | YEAR IF UNDER 24 HR
Female {daucasian Widowaed X Divarced [] 2-24.186 9 1 Months | Days | Hours | Min.
108, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTR 11, BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of wurl_tin lifs, even if retired} -
ousawite Stiles, lowa U.S.A.
13a. FATHER'S NAME 13k, MOTHER'S MAIDEN NAME 14. NAME OF n-USBA.ND OR WIFE
Samuel Knupp therine Foshee James Sigler Watkins
a
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NC. 17. INFORMANT Address
(Yeana or unknnwn)l(lf yes, give war or dates of service} None Ra]ph K. WatkinS 702 lng‘les i de Dr.
s | T T S A e o o Columbia, Mo (Son) TR
z IMMEDIATE CAUSE (o) Cerebral Artery Qcclusion hours
o
o . H :
a Concitions, 1t ey, DUETO ) __Generalized and cerebral arteriosclerosfis Several
which gave rise to
above cause (l).] Y ears
stating the under-
lying cause last. DUE TQ ()
z PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQO DEATH but not related to the terminal PART 11l. If decsssed was femnale was
g dizeaze condition given in PART | (a} there a pregnancy in last 90 days,
» - . f
S Fracture of neck of right femur [O ves |30 8 | O Unknown!
E 19. WAS AUTOPSY 208, ACCSENT SUI%DE HOMEIlCiDE 20k, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w PERFORMED? .
- YESO NG Fall in home.
5 20¢c, 'I'IAJAS $Fx . Hou Month, Day, Year I
B INJUR s,
] - 9-28-61
20d. INJURY OCCURRED 20e, PLACE OF INJURY {t.g., in or about home, | 20f. CITY, TOWN, OR LQCATION COUNTY - STATE
WHILE AT WORK farm, factory, street, office bldg,, ete.) e
NOT WHILE AT WORK] Hame Clarence She]bY Mo.
21. Lartended the deceased from q'28'61 _ 1o, ] ] -30-6] and last saw tier;alivem 11 ‘30"6]
Sccuered  at. 5 . LI»n Q_m on the date stated above, and to the best of my knowledge, from the causes stated.
6 itle) 22b. ADDRESS ZZc. DATE SIGNED
- MD 417 Guitar Bldg. Columbiaj;y_an_43
2 23a. BURJAL, CREMATION, | 23b. D 23c. NAME OF CEMETERY OR CREMATORY 23d. LOQCATION (City, town, of couﬁrylf—' (S1ate)
[} REMOVAL (Specify} — r
£ fentov s L 7 30//96/ | (Zavence Carereey CUCE, AisSau€;
< 2 UNERAL DIRECTOR - DORESS ( oof.oamdS-4 | 25. DATE RECD. BY'LOCAL REG. | 26. REGISTRAR'S SIGNATURE
> v — - A
| Bl Zeaes Soverac Soevice . Mol ey 30 196l o RE Palmor,

{Licensed Embalmer’s Statement on Raverse Side)



STATEMENT BY l'I'CEN'SED EMBALMER

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

“or by R LN R "+ :Stident"Embalmer No. 1

working under my personal supervisién.' ‘-

Student.

Signature of Student Embalmer

. . - . . g/
o + b Licensed Embalmer No. 2

P, O. Address

.t 1 Note: The above MUST:'BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constifutes grounds for revocation of license). :
If embalmed by a STUDENT, he also shall sign in his OWN handwrilwin‘g. .
If this body is not embalmed, fact should be so stated above. -0

+ -

. - . [ ..




