Doctor, coroner, atc. must use only standord nor:nencln‘luro in item 18, No symptoms will be listed.

All diseases in Part | must be causally reloted.
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Registration District No.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH ™
9 Primc_r'y Re_!i:frction District NDM@_,_ ______ Rog_islmr's No.___

98-015179

STATE FILE

NUMBER

1. PLACE OF DEATH
a. COUNT

a. STATE

- b. COUNT

2. USUAL RESIDERCE (Whore decoased lived. |§ institution: I“_sldnnin befgre
ml ‘on

b, cgrav (If ousside corporate limits, give TOWNSHIP anly)
WA

Inside Limits

Yes Pf] No[]

c. CITY™
OR
TOWN

s
0%}

Inside Limits

é@’as@, Ne (]

¢. FULL NAME OF (If NOT in hospital, give location)

HOSPITAL OR
INSTITUTION

Langth of stay in 1b

d. STREET

{If outside, give location)

ADDRESZ/7 4 ,

Reside on Farm

Yes ] No ?'

3. NAME OF DECEASED Fir Middle * Last 4. DATE pfmh Doy Yeor
{Type or print) 25 DEOAFTH g __"25 -
5. SEX 6. SOLOR OR RACE| 7., ARRIED[JNEVER ﬂmen[‘l 8. DATE OF BIRTH . ' AIGE {In yoors ﬁﬂ,’f,f’," [\’ :;Em l:‘::DER 2;1 :.Rs'
- re— £-1) ol
é’-\_ WIDOWED jnmncsDD ﬁé/ é@ I I

11. BJRTHPLACE,(Clty and state or =;rm f

F12. CITIZEN OF WHAT COUNTRY?

7S f

100, USUAL O PATION (Give kind of work . . KIND OF BUSINESS OR
durin, W if dasi INDUSTRY
‘35

130. FATHER'S JAME

OTHER'S

1IDEN NAME

/

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U. $. ARMED FORCES?
{Yas, 3:&-#:}'{” Yes, give wor or dotes of service)

16. SOCIAL SECURITY NO.

18! CAUSE OF DEATH (Enter only one couse p
PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

ine for {a), {§}, and (c}.}

INTERVAL BETWEEN

&M\Jwy\

X ey
Conditions, if any, DUE TO (b)

which gave rise to }

abave cause o),

tating th d

bping - cavas Jase }  DUE TO {c) 231X

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related fo the termingl diseose condition given in PART | (a)

19. WAS AUTOPSY £/

Death occurred ot

z
=]
=
hi PERFORMED?
g YES[] no )
=1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
WF
8 O o O
5[ 2c. TIMEOF .Howr Month, Duy. Yoor
a INJURY " a.m.
'3 p.m.
20d. INJURY OCCURRED 200 PLACE OF INJURY {e.g., inor cbouthom., 206. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D form, foctory, street, office bldg., etc.)
WORK AT WORK .
21. | cttended the d: d from , ., to mdlusfinwh alive on

m on the date stated cbove; cnd 1;the bast of my knowledge, from the causes stated.

220, SIGNATUf3.| ! W( ]

”““;'im N

22e. PATE SIGNED

URIAL, CREMATION,
EMOV AL (fBcify)

I3b. DATE

J-z¢

23¢c. NAME OF CEMETERY OR

L
24. FPYRERAL DIRECTOR ADDR

EHATOR‘I’

—

{Licensed Tol

otemant m‘ﬁo}lu Sida)
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APR 23 1988

OEMISCOT COUNTY HEALTH DEPARTMENT
COURTHOUSE PHONE 79
GARUTHERSVILLE. MO.

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed

DY M, OF By i e iri et te s ra i rrea e aea sttt e e s araraer .» Student Embalmer No. ..........c..ceveee

working under my personal supervision.

Student ..coooirviiiiiiii e g
Signature of Student Embalmer

Licensed Embal O%Zi}\ |
P. 0. Addresg %%

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).

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.




