THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

L2 ...

Primary Registration District No.

29-009007

STATE FILE NUMBER

— Regisftar'!_h‘_ﬁ-..)z...z.?___g......_

ice D n Jnchgish'uﬁon District No. ........
1l 1 1% 19} s;l"];l
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased livad. If institution: Rudid._nc_. befdrs
po o CONIY  Green o STATEHissouri > OWNTYaclede” """?’k
7 b. CITY (lf outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY & =530 Inside Limits
¢ Tg\;RVN 3 . . Yes q Ne ] OR Y e YuD No @
pringfield Town Route d, Conway
c. FULL NAME OF {If NOT in hespital, give location) | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
HOSPITAL O ADDRESS ¥ N
NrTuTion Burge  tHos p 8 hra. Route 1 Yesfel No[]
3. NTAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print) OF
Pamela Sue Adkins DEATHI, RCJ’) 14 — 1959
5. SEX j | & COLORORRACE| 7., eieni Jnever waRrIED[ NC8- DATE OF BIRTH 9. AGE (in yoars ;::::Ea;vem l:ounosa 24 MRS,
. ost birthday . ys urs in,
female white wiDowen[ ] owvorceo[ ]| March 4, 1959 1o l
100. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLAGE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most af working life, sven if retired) INDUSTRY . . . A Pl .
none none Marshfield, iissouri U,5.4.
}130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14 NAME OF HUSBAND OR WIFE
Robert Adkins Charlens McCoy none
15. WAS DECEASED EVER IN U. 5. ARMED FORGCES? 16. SOCIAL SECURKITY NO.| 17. INFORMANT Addrosa
{Yes, no, or unknawn]| (If yes, give wor or dates of service} . .
[ate) none none Robert Adkina ueb souprd
18. CAUSE OF DEATH (Enter anly one couse per line for {a), (b}, ond (c}.) INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET,AND DEATH
IMMEDIATE CAUSE (a) / 2

All disegses in Port | must ba causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
MEDICAL CERTIFICATION

Conditions, if any, DUE TO (b)

which gave rlse to

chove caovse (o), }

tating th, d

lying covss last, * _DUE TO (c) /2 ﬂﬂ‘,ﬂ

PART H. OTHER SIGHIFICANT CONDI

19. WAS AUTOPSY

PERFORMED?
. - YES[] nO[] €
0. ACCIDENT SUICIDE HOMICIDE 205 DE I8E HOF INJURY OCCURREDY {Enter nature of injury inﬁRT -6 PART Il of item 18.)
O [ O
Wc. TIME OF Hewr Month, Day, Year
INJURY  a.m.
p.m.
204. INJURY OCCURRED 20s. PLACE OF INJURY {e.g., inorabout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE L-_] farm, .ctory, street, office bidg., ete.)
WORK AT WORK
21. | ottended the deceased from " - é—‘ and last saw h " alive on -/

Death occurred of

, to 3—!& féi
on —

the dote staled ckove; ond to t!:w bast of my knowledge, 'rot: the causes stated.

X2a. SIGNATURE

(Degree ar title)

225, ADDRESS

2ic. QATE SIGNED

“Zrep

1
2. FUNvDIRW

* —
e 2, ° /670 v 72 7P
230, BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY z#(ocqﬁu {Clty, town, or county) {S1ete)
REMOVAL (Spccﬂy) - . -
3-16-59 Mt BRose Memoriasl Fark Lebanon, vissourl

ADDRESS

Lebenon, Mo.

= / -

25. DATE RECD. BY LOCAL REG.

57

25 R T '4 SIGNATUR,
.
&, e B
- [ 4

(i

«d Embal

s 1t on Reverse Side)



STATEMENT BY LICENSED EMBALMER

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

., Student Embalmer No. .........c.eoeeeee

by M, OF BY ittt e e e s e e s bh s

working under my personal supervision.

Signature of Student Embalmer

-

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.




