AISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
8._5_____Primury Registration District N:‘d_‘.éi;i:_keqimar': Ne. _.-3_':.9_-_---_-

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

FILED VS MAR 1, 1961 3

-61-005800

STATE FILE NUMBER

2. USUAIL RESIDENCE (Where deceased lived.

If institution: Residence before

1. PLACE OF DEATH

{Licensed Embalmer’s Statement on Reverse Side)

a a. COUNTY awnhence a smrsm 0. b. COUNTY S 2 { ine admission)
% b. COHJ;Y {If ourside corporete limits, give TOWNSHIP enly} Length of stay in ib [ C(;LY tnside Limits
]
S o, Vernon, Mo. approx.10 mos.om §laten, Mo. Yoxd Ne D
< <, FULL NAME OF {If NOT in hospital, give location) v Inside Limits . d. STREET (If cutside, give location) Reside on Farm
E HOSPITAL OR . ADDRESS™ =
2 INSTITUTION Sia_te Smaiowm Yeos [ Nc:,[a/ Yo O No (O
[»}
3. HAME OF _DE)CEASED First Middle Last 4. D(.;":I'E Manth Day Year
ype of print .
Marnion . Baken DEATH D 20 79671
5. SEX 6. COLOR OR RACE 7. Marrisd []  Never Married 8. DATE OF BIRTH | 9- AGE {last birthday) | IF UNDER | YEAR _IF UNDER 24 HR
. Widowed [ Divorced 70 g 6 2 Months | Days | Hours Min.
.
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and state or country} | 12. CITIZEN QF WHAT COUNTRY
uting most of orkl Lif wn&rellrad) B
0LLs eut {o Public School Sdaten, Mo. i, S. A,
13a. FATHER‘S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
¥
E. Decken [aura £. Walten
15, WAS DECE ED EVER IN U.S. ARMED FORCES? INFORMANT Address
(Yes, no, or unknown)| (1 yes, give war or dates of service) m
, , edic eco o. Jtate San. .
- 18. CAUSE OF DEATH (Enter only one cause per line for (a8}, (b), and (c). INTERVAL BETWEEN
uz" PART ). DEATH WAS CAUSED BY: OMNSET AND DEATH
% g IMMEDIATE CAUSE (a) pulmona/t# 4,[1_4;48{8[4 cd gﬂg#
a [
Q E 5 f 5 f . l .
5 [a] Conditions, if any, DUE TO {b) ﬂz 4 A i
5 wbl:)i:h Gave riut t)o ]
asbove cause (a), alt
z stating the under- ge
lying couse last, DUE TO ()
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH but not related to the terminsl PART NI, Hf decossed was female wes
g disease condition given in PART 1 (a) there a pregnancy in last 90 days.
§ ID Yes I O N- | [m} Unkwwn*
E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART ) or PART 11 of item 18.)
[ PERFORMED? Q a v
o YES[J NODO
-t .
& 20c. TIME OF  Houl  Month, Day, Year
o INJURY am.
g p.Mm. -
20d. INJURY OCCURRED 206, PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK ] farm, factory, street, office bldg., ste.}
NOT WHILE AT WORK [
a
é 21, | attended the decessed from 5,/] ,/60 w_w;and last saw ;&(iw on 2/20,/6’
Pay Death occurred at 2 - '75 II’) m on the date stated sbovs, and to the best of my knowledge, from the causes stated.
= -
8 5 273, SIGNATURE or title) 22b. ADDRESS 22c. DATE SIGNED
X . .
5 < 22, /’g, Vernon, Missouri EVECYIA
X 23, NAME OF CﬁMETERY OR CRE 23d, LOCATION (Clry. town, or county) /(Sutu) !
c o t )
rd e Q\ Mal M O,
= < | 24, FUNERAL DIRECTOR ADDRESS Q 25. DATE RECD. BY LQEAL REG. | 26. m%ws SIGNAT!
w >
2 || [l “ptey, 2 Kwste Widldinsan Moo | 2o 3> o WMo o oo df—
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. - - - vt -+~ - STATEMENT BY LICENSED EMBALMER

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

Student Embalmer No.

or by
working under my personal sypervision.
Signed % Z -,Zm
igne y > ;

Student
Signature of Student Embalmer
- Licensed Embal% -2~$_ 2
.P: O. Address MZ‘(
L 7 v

The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

. Note:
with th'e‘above"consmmes‘graunds 51 revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting

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






