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, 8. COUNTY 57—' Fra NCa '-5 a. STATE Mﬂ' A S A Ty Hginion)

b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits

OR OR - .

TOWN EST/"&F' TOWN ESTHE’- Yes D No O
¢. FULL NAME QF {If NOT in hospital, give location} Inside Limits d, STREET (If cutside, give location) Reside on Farm

HOSPITAL OR ADDRESS

INSTITUTION AT’ /—/dME' Yes @ Mo {J 5“_/ Sl'x T/‘/ S7 Yes O No (B~

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yasr

b RayMmovd  foward  LAvHiw S tapen 27 /965

5. SEX 6. COLOR OR RACE 7. Morried BI" Nevar Marrind [ 8. DATE OF BIRTH | 9- AGE (Jast birthdayl [ IF UNDER 1 YEAR IF UNDER 24 HR

AAAL E \,A/H ’. 'rE Widowed [J Divorced (] LI 28 ngg éé Months | Days Hours Min.

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

Farm fquipment deajer C‘ EMTEr Ville, M@, V. S A.

13s. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF BUSBAND OR WIFE

JAMES [AvH W MoLLig Broww LEATHEL LAVH &

15. WAS DECEASED EVER IN U.S. ARMED FORCES? T —tasisscaunme s |17, INFORMANT Address

{Yes, nwpdmknown)l {If yas, give war or dates of service M VS [[4 fod_ Z A k}{j‘ﬁ/ E‘S r/./ﬁ’r‘ M"

18. CAUSE OF DEATH (Enter only one cause per ling fer—ep=pr xer INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH

mmepiate cavse @ Lnfarction myocardium Instant
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Condifions, if any,]  DUE TO (b) Arterliosclerotic heart disgease

which gave risa to
above cause (&),
stating the under-
lying  cause last. DUE TO {¢)

PART |, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nor related 1o the terminsl PART |11, If  decessed wos female was
diseass condition given in PART | (o) there & pregnancy in last 90 days.

N ’_D Yes I dJ No I O Unknown

19. WAS AUTOPSY | 20s. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART II of item 18.)
PERFORMED? O (] )
YESO NO

20c. TIME OF  Houl  Month, Day, Yeor |
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF {NJURY (e.g.. in or ahout homa, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [J farm, factory, sireet, office bidg., erc.)
NOT WHILE AT WORK (J

21, 1 anended 4 El’7 from. 11-21 -61 :0_11;2_7_-65__”:1 lasr saw :?:alive on. }-l- =2 3:615_

[}
3 ¢ 3 o ?4’ M = on the date stated above, and 1o the best of my knowledge, from the causes stated.

JAMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

D occurred  at.

2a. SIGNATURE A egree or fitle} 22b. ADDRESS 22¢c. DATE SIGNED
Q_/%,{MJ&, 2 49 Benne Terre, Migssouri |[5-5-65

23a. BURIAL, CRE ON 23b. DATE/ 23c. NAME OF CEMETERY OR GREMATORY 23d. LOCATION (City, town, or county} (Stare)

S or AL Wood L AWy CEMETErY | LEAdinGTON

24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

s 26. ISTRAR'S SIGNATLﬁE
CAL afwgu. o SOV FLAT f?:m—,MA Prav S (760 g Q‘«u._%
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{Licensed Embalmer’s Statement Reverse Side)

USE . BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY: _I.IC_E_NSED EMBALMER'

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

or by T ——— Student Embalmer NO.L/-[___

working under my personal supervision.
z '

W
Signed

Student_>
Signature of Student Embalmer
, 5184

‘ Licensed Embal_m'e'r,\No _
3, - r\,
P O. Address '

Nole; 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). )
If embalmed by & STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact_should be so_stated above.




