OURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

ENT ©F PUBLIC HEALTH AND WELFARE
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Reqmrnnon Dutn:: Hci: F_______!#&.Primary Registration District No. _lma.___kegimar'l No.

-61-046066

1168%

STATE FILE NUMBER

LA ]

'l. I'I.ACE OF DEATH

2. USUAL RESIDENCE (Whers deceased lived.

if institution: Residence bhefore

a. COUNTY a. STATE b. COUNTY 7‘ dmbsion)
Ma S ¥ Lﬂ [ )d_gu
Length of stay in 1b e. CITY inside Limits

b. CITY {(If outside corporate limits, give TOWNSHIP only)
LJ

R OR .
TOWN
ST Lowrs ) TOW /A5G oW YILLALL |Y20 NoD
. FULL NAME OF (If NOT in hospurnl glve {ocation} Inside.Limits- |-~ d. STREET {If cutside, give tocarlon) Reside on Farm
HOSPITAL OR o ADDRESS
NSNS 7~ £ g0/ €/ Y HOSPITAL |0 M0 /Y8 PERTHIHIRE YO No O
3. ‘[NIIAME OF pslcsnss First - Eiddle Lasr 4. Déage Month Day Year
ype or print B
/a/%—er ‘ 196 [ oeath  Ne o, f2. /76/
5. SEX 6. COLOR OR RACE 7. Married [ Mever Married 88 [8. DATE OF BIRTH | 9+ AGE (last birthday} | IF UNDER )| YEAR | IF UNDER 24 HR
‘ Widowed [J Divorced [ 1hs, Days | Hours | Min,
_,%ALE___WA//Z! AYe (o
10a. USUAL OCCUPATION (Give kind of work done | 100, KIND OF BUSINESS OR INDUSTRY|[ 11. BIRTHPLACE (City and state or country] | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired) L - -
MISSOURL Y-

13a. FATHER'S NAME

JOSEPN BEIL

13b. MOTHER'S MAIDEN NAME

fosemar e (GhsreseR

14, NAME OF HUSBAND OR WIFE

15, WAS DECEASED EVER IN U.5. ARMED FORCES?
{Yes, n%unknown) I (If yes, give war or dates of service)

16. SOCIAL SECURITY NO.

NINE

17. INFORMANT Address

a.rﬂ"iii/l /Y8 PERTNSH/IRE

18. CAUSE OF DEATH (Enter only one cause per line for (e}, (b), and (c). INTERVAL BETWEEN
PART |. DEATH wWAS CAUSED BY \ n /o » ONSE‘I' AND DEATH
IMMEDIATE CAUSE (alQ vy 25 11 \ \ SANNALS vaURA VAT TN a iV ‘ o e
\ M ol (,v& W MM '. WAl Dado WD tande
Conditions, i any.1  DUE TO o) ] ACAA _ A Py
which gave rise to v N ) Vo
above couse (a), GV\ 0\!"‘ Q&rwn \
stating the und(ur- \h'\ WM M- 0\‘..AAI“'\\ 9 \1- \ qh-
lying  cause last. DUE TO (¢} .
[y
Zz PART 1l. OTHER SIGNIFICANT CONDITIONS coN'TRwUﬂNG To Dsmﬁr‘ﬁ?#hg’? the terminal JPART 111 f deceased was female was
g disease condition given in PART 1 (s) there & pregnancy in last %0 days.
3 7,0 "/? }DYesl DNoIDUnknowu
£ | 7. was AUTORST | 20a. AC T SUICIDE HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)
% PERFORMED? ) ] u] .
v YES No O & So C‘!._Q‘rﬂ\r—‘u.__
& | T20c.TIME OF  Hour  Month, Day, Year ~ )
s INJUR 5.m. :
3 36 Y
g % om \1- Y\

20d. INJURY OCCURRED
WHILE AT WORK [0
NOT WHILE AT WORK

20e. PLACE OF INJURY {(e.9., in or about home,
grm, factory, street, office bidg., etc.)

A wwaa,

208, CiTY, TOWN, OR LOCATION COUNTY

= tN;A CA-'\ \N\,Q\

STATE

21. | attended the decmazed from

snd last saw :::.I aliva on

Death occurred  at.

7ﬂlﬁ

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

22a. $IGNATURE {Degrea or title) 22b. ADDRESS T22¢. DATE SIGNED
g - — .
M_/Zﬁzu. . ;d'/lﬂn—-r‘* /\300 Q"t - /A /6 ‘a

23a. BURIAL, CREMATION, } 23b. DATE bl 23c. NAME OF CEMETERY OR Cfo‘. EMATORY 23d. LOCATIONJ_(CEW, town, or county) (State)

EMOVAL (Specify)

oUA 196/

Dee /I

SUNSET R AL /98K

S7. Lovss o

24 ERAL DIRECTOR

S

Jfﬂf%

D

25. DATE RECD. 3\’ LOCAL REG.
EC 15 o8 .

26. RE? ’S SfNATU: : ’,

/71?
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s s 77 STATEMENT BY -ucsus:o,'mahmsn'

I hereby certlfy ﬁm the body whose name |s‘recorded on the reverse side of this certificale was embalmed by me,

‘e ; et
f . - S Y ¥_’__’/_\ ‘
or by - Stydent Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

T N . Lxcensed Embalmer No A/o 5
P. O. Address }704 %—ﬂ_ﬁ

N
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (FBIU% to compiy‘
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.
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