MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

FILED VS FEB 1

-61-000393

4 6% 1000 134 STATE FILE NUMBER
Registration District No, _____> =% _________Primary Registration District No. ___Z2 = ~_~____ Registrar's Ne. . 20 T _________
YRITE AMENDED
1. PLACE OF DEATH &lm 2. USUAL RESIDENCE (Where decessad lived. If institution: Residence before
I} 8 a. COUNTY a. STATEIH . o . b. COUNTY Ci J admission)
59 % b. CITY {Hf outside corporate limits, give TOWNSHIP only) Length of stay in 1b <. CITY Inside Limits
b OR . OR _Si
S TOWN S4. go/_jep& ‘L"ffe TOWN . 4 Ye'Bl No [
E c. LUL;. NAME OF (If NOT in hospital, give location) Inside Limits d:[‘l;?)iEETSS {If cutside, give location) Reside on Farm
QSPITAL OR N .
i b wstimution Nethodisid //o.df;uja,[ ves  No DD 108 é- ey S4. Yes O No
2 [a]
3. (l:AME OF DECEASED First Middle Last 4, D(;)\;lE Month Day Year
ype or print) .
David A. Turnen T vean  Febauany 2, 1967
B 5. SEX 6. COLOR OR RACE 7. MarrisdA]  Never Married [1 [B. DATE or amm 9. AGE (last birthday) [IF UNDER ¥ YEAR | IF UNDER 24 HR
e » Widowed [] Divorced [] ) . 7(?(92 7? Months Days Hours Min.
10a. USUAL OQCCUPATION (Give kind of work done | 10b. XIND OF BUSINESS OR INDUSTRY| 11, BIRTHPI.ACE [City and state or country) | 12. CITIZEN OF WHAT COUNTRY
v J f king life, if retired 9] o
2 Fysigmmgp ot workina e svenitreried) A Sopn Mfn. Plant Sz, jo eph, urd
9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
—d .
3 vid A. Turner N laren Luetta lunnen
7 7 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
: (Yes,/‘@ or unknown) I(If yes, give war or dates of service) L 2 . y ’4. TW 27(5 ﬂhn.dle.dieﬂ.
'ﬂ & [ 18. CAUSE OF DEATH (Enter only one cause per line for'{2), (b), and (c). INTERVAL BETWEEN
< E PART |. DEATH WAS CAUSED BY: OMNSET AND DEATH
2 U = {1MMEDIATE CAUSE (a)
ol@ >
()
(B {a] O
w1 - . Q
’) oy =} Conditions, if any, DUE TO (b}
) v i which gave rise to . 5
i ‘2 above :;un d(a), Q' q \ A .le
= stating the wunder- -
e lying - catrse last. bue To ()~ ONXQN B XA ALN A\ RLA5 - !
g z PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related fo the terminal PART 1l). If deceated was female was
g disease condition given in PART | () there & pregnancy in last 90 days.
oy
2 g ][an'DNoIE]Unknown
v E 19. WAS AUTOPSY 208. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OQCCURRED. (Enter nature of injury in PART | or PART 1) of item 18.)
g ] PERFORMED? O o
z o Ye&s[J NOQO
2 S| 2 TiME OF  Hour  Month, Day, Yewr
é b= I{NJURY a.m,
dé p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., In or about home, | 20f. CITY, TOWN, CR LOCATION COUNTY STATE
t WHILE AT WORK [ farm, factory, straet, office bidg., etc.}
~ NOT WHILE AT WORK [J
Q
-— -~ -— s - -
é t§ 21. | sttended the deceased from. ‘ 8 - g 1 > } L I and last saw ji., alive on > L B!
9 “ Desth occurred at 70'. 5‘0 a m aon the date stated sbove, and to the best of my knowledge, from the causes stated.
oy X
3 Fl X\ | 72 SioNATURE {Dogree or file) 20b. ADDRE g ~\. m 22c. DATE SIGNED
2 RN DY S W lNo 1otk ST esephMis-3-cy
2 T3a. BURIAL, CREMATION, | 23b. DATE Tic. NAME OF CEMETERY OR CREMATORY Z3d. LOCATION (City, town, or bpunty) {State)
o o REMOVAL (Spcify) .
g e Feb, 4, 71967 ﬁm%.al_?mé_oé[aneim# ¢ Tagenh Mo
= e 74, FUNERAL DIRECTOR ADDRESS 25 E RECD. BWLOCAL REG. |26, REG 'S5 S|GNATURE
w
= ES (lark Funenal Home 5% Joaeph, Mo. 7_44. C /56/ Zeg,, A 4

(Li A Ermbal g

L

on Reverss Side)




STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student Signed < pa
Signature of Student Embalmer
Licensed Embalmer No. '%?j/
P. O. Address

Nofe:' The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above coﬁslituleg grounds for revocation of license).

If embalmed by a STUDENT, he also shail sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above. .

o~
[





