| DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
I?quurraag%is;'ﬁcgngsd 3 g

FILED

DOCUMENT

BY AFFIDAVIT OF

_Primary Registration District No. _3-Q_Q-b.___aegiurar'l Ne. __.g.-L_-----___

~66-000233

STATE FI

LE NUMBER

. PLACE OF DEATH

a. COUNTY BD b

4 W oA

2. USUAL RESIDENCE (Where decessed lived.
a. STATE
Nlo.

If institution: Residence before

admission)

b. COUNW}-“?“:’&T_?_

10a. USUAL OCCUPATION

Glive kind of work done

10b. KIND OF BUSINESS OR INDUSTRY

11. BIRTHPLACE (City and state or country)

b. COHI-ZY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b [ C(_IJLY Inside Limits
TOWN . TOWN . Yes BN
Colunbra [ PDays Lexrnefon  BNo O
c. FULL NAME OF [If NOT in hospital, give location] inside Limirs d. STREET (If outside, give location) Reside on Farm
ll-th(‘:)Sl:‘lr‘l'AL OR y . ADDRESS v
STITUTION . 0. Med.cal Yes B No ] 327 a ] Noll
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) —_— OF
Ette 3 fhomas DEATH 2 9 {940
5. SEX 5. COLOR OR RACE 7. Morried [J  Never Married (] [8. DATE OF BIRTH | 9. AGE (last birthday) LUNhDER 1DYEAR :: UNDER 24 HR
- . Widowed [ Divorced [ nths sys ours [ Min.
fernal = Whrte 2-15-71 5.2

12. CITIZEN OF WHAT COUNTRY

during most Hrki life, evean if retired) K
A B emn ambab 3.4,
13a. FATHER'S NAM 13b. MOTHER'S MAIDEN NAME 14, NMAME OF HUSBAND OR WIFE -
b4
James Beard Almera _-I_Q&L:pamm__
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NOC. 17. INFORMANT Address
{Yes, no, or unknown} | (If yes, give war or dates of service} .f_ } j_ A
| Hospirtel Charl Colwsnbra Mo
18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and {c). v L INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: (‘!NS_ET AND DEATH
IMMEDIATE CAUSE () Qo GesSTIVE HEART FAILURE OcT 155%
-
Conditions, if any,}  DUE TO {b) MYo MATD /AL W FArTION 7=
which gave rise to
above Tc}:uu d(c),
stating the undar- - 7]
Iying causa last. DUE TO (¢} Anff— seceEroes! S ol 6 c’ Ig ég__
-4 PART I1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Il If decesssd was female was
.9_ disease condition given in PART { {a} there & prognancy in last 90 days.
3 ’ O Yes ] R No I O Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. {Enler nature of injury in PART I or PART Il of item 18.)
[ PER| D? (m} O 0
u YES NC [
-
5 20c. TIME OF Hour Month, Day, Year
=S INJURY am. -
2 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, ORk LOCATION COUNTY STATE
WHILE AT WORK [0 farm, factory, sireet, office bidg., etc.}
NOT WHILE AT WORK (0
21. | attended the deceased frol \ il )— e ‘q i3 L?—And last saw 'ﬂ;;.live on. ‘/‘2 & $ ! ?63
Death occurred at. c-a R = _?_m on the dale stated sbove, and to the best of my knowledge, from the causes stated.
220, SIGNAWRE (Degree or title) 22b. ADDRESS 22¢. DATE SIGNED
-, eJ
v bord Q. Hurtiou MDD U.of Mo. Medeol (o lhe  Fabrositn
Z3a. BURMAL, CREMATION, | 23b. DA)‘E S 23c. NAME OF CEMETERY OR CREMATGRY U ATION (City, town, or county) {Stats)
.  REMOVAL (Specify} y )
o EBPe = —

125, DATE

RECD. BY LOCAL REG RAR'S SIGNATURE




STATEMENT BY LICENSED EMBALMER W

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

or by Student Embalmer No.

working under my personal supervision.

Student Signed
Signature of Student Embalmer

'
e
’l‘

T

Note: The above MUST BE SIGNED BY THE UCENSED EMBALMER in his OWN HANDWRITING. (Failure to co
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.




