ARKANSAS DEPARTMENT OF HEALTH

DE’PR‘NT ‘ 2 E 82 82 Division of Vital Records
ANENT L CERTIFICATE OF DEATH
&?&mNS 1. DECEDENT'S NAME (Firsl, Middle, Las!) 2. SEX 3. DATE OF DEATH (Month, Day, Year)
1ANDBOOK Altha Elizabeth Davis female | OQct. 25, 1993
s 4. SOCIAL SECURITY NUMBER|5a. AGE — Last Binthday| 5b. UNDER 1 YEAR| Sc. UNDER 1 DAY 6. DATE OF BIRTH 7. E‘RTHPI(‘“ACC (City and State or
’ (Years) Months 1 Days Hours | Minules {Month, Day, Year) Foreign Country)
431 78 1852 95 ! ! Mar. 29, 1898 Christopher, IL
8. WAS DECEDENT EVER INJJS. 9a. PLACE OF DEATH (Check only one)
ARMED FORCES? no HOSPITAL: OTHER: ; .
{Yes or Noj [$npatient 1" ER/Qutpatient |1 DOA It Nursing Home {1 Residence {71 Other (Specify)
Sb. FACILITY NAME (If not institution, give street and number) 9c. CITY, TOWN, OR LOCATION CF DEATH 9d. COUNTY OF DEATH
North Arkansas Medical Center Harrison : Boone
10, MARITAL STATUS — Morriad 11, SURVIVING SPOUSE i 12a. DECEDENT'S USUAL OCCUPATION 120.KIND OF BUSINESS/INDUSTRY
Never Married, Widowed, (it wife, give maiden name) " (weew hind of work done during most of working life,
Divorced (Specify} Do not use retired.)
g widowed na Postmaster Post Office
5“9" 13a. RESIDENCE — STATE 13b. COUNTY 13c. CITY, TOWN, OR LOCATION 13d. STREET AND NUMBER
=0 .
Er AR Boone Harrison Rt 2 Box 41 B
2;7:- 13e. INSIDE CITY 131, ZIP CODE 14. WAS DECEDENT OFJ:*HSPANIC ORIGIN? 15. RACE — American Indian, 16. DECEDENT'S EDUCATION
wg LIMITS? ) {Specily No or Yes — Hf yes, specily Cuban, Black, While, elc. (Specily only highest grade completed)
HE (Yes or No) Mexican, Puerto Rican, etc.) [3{No 17 Yes (Specily) . oS dary (0-12) | Callegs (14 or & 1)
no 72 6 O 1 Specity s ementary/Secondary (0- ollege (1- .
) white 12 4
17. FATHER'S NAME (First, Middle, Last) 18. MOTHER'S NAME (First, Middle, Maiden Surname)
William Houston Frye Mary Ellen Lentz
19a. INFORMANT'S NAME (TypelPrint} 19b. MAILING ADDRESS (Stree! and Number or Rural Route Number, Cilty or Town, State, Zip Cods)
Irene Bradford PO Fox 741 Kimberling City, MO 65686
4 20a. METHOD OF DISPOSITION
Ao
I tyéurial [l Cremation || Removal from State [ | Donation | | Other (Sploch‘i/)
20b. DATE OF DISPOSITION (Month, Day, Year) 20c. PLACE OF DISPOSITION (Name of cemelery, crematory, or 20d. LOCATION — Cily or Town, State
Oct. 29, 1993 overpleeze] lefonte Cemetery | Bellefonte, AR
21a. SIGNATURE OF EMBALMER 21b. LICENSE NUMBER 22a. NAME AND ADDRESS OF FUNERAL HOME 22b. LICENSE NUMBER
Holt Memorial Chapel
X} Ug\Jéj/j\WL@Uh\ 1§14 1904 Capps RD Harrison, AR 123

Approximale

23. PART . Enter the disease! w/(zs or complications that used the death. Do not enter the mode of dying, such as cardiac or respiratory
€ us

arres!, shock, or h failure. Lis! only one ‘on Mach line.
2y g f
(—_%77 IMMEDIATE CAUSE
Ef_ﬁ — (Final disease or condition -3 a.
’;_’E resulting in dealh) DUE T(lJ {OR AS A CONSEQUENCE OF):
;JO
(“#,é Sequentially list conditions, [sR

il any, leading to immediate
cause. Enter UNDERLYING
CAUSE (Disease or injury ©
thal initiated events

resulting in death) LAST

DUE TO (OR AS A CONSEQUENCE OF}):

1
i
i
1
1
!
1
I
!
]
|
!
P
l
1
1
1
T
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d.
PART 1L Other significant conditions conlribuling to death but not resulling in the underlying cause given in Par 1. 24, WAS AN AUTOPSY 25, WERE AUTOPSY FINDINGS
FPERFORMED? AVAILABLE PRIOR TO
- {Yes or No) COMPLETION OF CAUSE
o OF DEATH? (Yes or No)
26. MANNER OF DEATH . 27. DATE OF INJURY 28. TIME OF 29, INJURY AT WORK?
(Month, Day, Year) INJURY (Yes or No)
Q Nalural {1 Accident it Homicide { ] Suicide "] Could not be Il Pending M
“ Determined investigation

30. DESCRIBE HOW INJURY OCCURRED '

31. PLACE OF INJURY — Al home, tarm, sireel, factory, olfice | 32. LOCATION (Street and Number or Rurat Foute Number, City or Town, State)
building, elc. (Specily)

33. TIME OF DEATH 34, DATE PRONOUNCE ( or({ Day, Jear) 35. WAS CASE REFERRED TO MEDICAL EXAMINER/CORONER?
{Yes or No)
1813 pu| Oct. /3/ no

36. MEDICAL EXAMINER  On the basis of ex tion andigf investigation, in my opinion, death occurred al the lime, 37. DATE SIGNED
or CORONER Only date and place a ue 10 the catise({s)and manner as slaled. (Month, Day, Year)

2

Signature and Title
38. CERTIFYING ,s my knowled eath occurred al the time, date, and place, and due to lhe 39. DATE SIGNED

PHYSICIAN causc(s) arl/manner as qlal Month, Day, Year)
, , (17 M.0). @ 7 17 /T

Signature and Title -
40. NAME AND ADDRESS OF PEHéON WHO COMPLETED CAUSE OF DEATH (T,v)ge/Pnn{)

Thomﬁﬁ S. Leslie, M.D., 306 N.Chestnut, Harrison
. REGTRAR'S SIGNATURE _ 427 DATE FILED (Month, Day, m/;
s R iéwl% O S ias
N fEv (Ih 84 V-2
THIS IS A CERTIFIED COPY OF AN ORIGINAL DOCUMENT

THIS IS TO CERTIFY, that the above is an éxact reproduction of the original death certificate, which is in my possession
this date and of which | have the authority to issue under {%cﬂ’t 120 of 1981, IN TESTIMONY WHEREOF, witness my hand

and seal of office st

AR _ 7.2 0
X

(SEAL)

" Date [0 /ng’ 4\3 County Registrar‘\, ,/',/—--\f’\( £y r{/ A“‘ d )W a——

! s
A O

YR-10% (R 10/87)



