ISSOURI_DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
FILED VS JAN 2 3 1967

AMENUVIEN IS N 171D KELURLD AKE Ao FULLUYS
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Registration Dmru:! No.

----_3_2: __ g ___ ——~Primary Registration District No. 3.'.4__7_-..--.___Regmrar ‘s No. __é___________--_

—~61-004310

STATE FILE NUMBER

1. PLACE OF DEATH
o. COUNTY

ScorrT

a. STATE

2. USUAL RESIDENCE {Where deceased lived.

If institution: Residence before

M”"s‘mm'b. COUNTY SCDTT

admission)

b. C(I)‘l;( {If outside corporata limits, give TOWNSHIP only) Length of stay in 1b e, COTRY Inside Limits
TOWN /?E'Lso 7£UP' ,?’Rg- TOWN ROCKVIE! ) YuKNoD
c. FULL NAME OF [lf NOT in hospital, give location) Inside Limits d. STREET {If outside, give location) Reside on Farm
HOSPLTAL OR . ADDRESS
INSTIUTION. T € fe 1 1 E 245 YHK No (I ffp# 9? ’Ccffﬂffff M 0. Y2 O No y
.
3. (l_‘rlAME OF DE}CEASED First Middle Lost A, Dg'lE Month Day Year
ype or print, * F
cirn  Blav ELDRIDGE | v Tmpw. 4, 196/
5. SEX 6. COLOR OR RACE 7. Married 1 Never Married a DATE OF BIRTH | ?- AGE (last birthday) [IF UNDER 1 YEAR | IF UNDER 24 HR
Mrle M ITE Widowed O Divorced 957 =
10a, USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY I Bl HPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY

during mest of working life, aven if retired)
et eiat,

Care Cigrgveaw, Mo.

US.4.

13a. FATHER'S NAME

Glewy LElogivés

13b. MOTHER'S MAIDEN NAME

MLDRED (’ﬁam&ﬁaé—ﬂ’

14, NAME OF HUSBAND OR WIFE

Doks Nor f?PPJy

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

{Yes, no,

£2

r amknown} § {If yes, give war or dates of service)

——

16, SOCIAL SECURITY NO.

NowE

INFORMANT

Cleww EsdRiDCE -

Address

MEDICAL CERTIFICATION

PART I.

Conditions, if any,
which gave rise to
sbeve couss (a),
stating the u

lying cause last.

DEATH WAS CAUSED B
IMMEDIATE CAUSE (s)

DUE TO (b)

Acute respiratory infection- hyperpyrexia (107)

18. CAUSE OF DEATH (Enter only one causp per line for'{a), (b), and (c).

774

INTERVAFBETWEEN
ONSET AND DEATH

3 das.

Retarded development

DUE TO [c}

Spina bifida

PART H. QTHER SIGNIFICANY CONDITIONS CONTRIBUTING TC DEATH but not related to the terminal PART lIl. f deceased was female was
disease condition given in PART | (s} there a pregnancy in last 90 days.
luvul DNoJ 0 Unknown
19. WAS AUTOPSY 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART }I of item 18,)
PERFORMED? ju| (m] ]
YESOQ NOLJ
20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m, 8

20d. INJURY OCCURRED
WHILE AT WORK O
NOT WHILE AT WORK O

20e. PLACE OF INJURY (e.g., in or about homae,
farm, factory, street, office bidg., etc.}

208, CITY, TOWN, OR LOCATION

COUNTY

STATE

November, 1960

m_J_%-___s_J__ls’Jﬂ-_md {ast uwﬁ alive on. van. _b’ Lobl

21. | attended the d d from
Death occurred el 2130 D m on the date stated sbove, and to the best of my knowledge, from the ceuses stated.
220, SIGNATURE 9 (Degres or mlo) M A 22b. ADDRESS 22c. DATE SIGNED
ZU 0. Cnaffee, Missouri 1/9/61
23a. BURIAL, CREMATION, | 23b. DATE NAME OF CEMETERY OR CREMATORY 23d. LOCATION {(City, town, or :ounty) (State)
REM?VAI. (Specify) .

Taw- 6’ /%/

ﬁi

108 Pagx Cemercry

24, FUNERAL DIRECTOR

Bispluwanorr Funeenl //mﬁ

25. DATE RECW BY LOCAL REG. 2§FR’EZI£SIRARS IGNATUEIE
éHAFAE: /’70 2%[3-/96[ N sl ,«.Mzw‘f??
ﬂ' d Embat Stat on Reverse Side}




STATEMENT BY LICENSED EMBALMER

I 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

Signature of Student Embalmer

Licensed Embalmer No. ?’ f 73-

P. 0. Address_{{

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.




