ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

RTMENT OF PUBLIC HEALTH AND WELFARE
Registration District No. ____

FIEED MAR9H-
AR &~ O

AMENDED

DATE AMENDED

TRl RELURL ARE Ao FULLLYYO

INSTEAD OF

AUVIDINUIIEIN O WY

SHOULD READ

ITEM NO.

DOCUMENT

BY AFFIDAVIT OF

.aj--_.?rimory Registration District No. 3.°.Q-_&_-_Raqilfrar'l No. --__l__!‘i_:‘___ _____

—61-007580

STATE FILE NUMBER

ETeTL
701

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. |f institution: Residence before
. COUNTY . ST, N . . 183
a @oo ”g s 5 ATE”/SSDM{ b. COUNTY Lﬂ {G_ q@ﬂbf_ admission)
b. CITY (tf outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY 7 Inside Limits
R . d OR * ke’
1wy Cofum §/ & oays ToWN L-&an fon Yes | No I
€. FULL NAME OF (If NOT in hospitsl, give location) Inside Linfits d. STREET ~ [If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION 1 s OF M5 S Osesq /kd‘m/ Confer| Yo' & NoO 105 A . Ltk Yes [ No BI”
3. (#AME OF ‘DE)CEASED First Middle Last 4, DOAI;I'E Month Day Year
ype or print .
Emi/, Bnderssn Dunker DEATH  Marck 7] (9¢/
5. SEX 6. COLOR™OR RACE 7. Married []  Never Married [] |8. DATE OF 8IRTH | 9 AGE (last birthday} {IF UNDER 1 YEAR | IF UNDER 24 HR
. . : Months Days Hours Min.
J:Cfm:.fe Wh”“- Widowed Divorced [J 2 - .zy_ 92 ‘ 9

10a. USUAL OCCUPATION (Give kind of work done

during most of zrking life foven if retired)
r=

10b. KIND OF BUSINESS OR INDUSTRY

o=

11. BIRTHPLACE (City and state ar country}

Walerloo, /fissour|

12. CITIZEN OF WHAT COUNTRY

U. 5 4.

13a. FATHER'S N. E 13b. MOTHER'S MAIDEN NAMC 14, NAME OF HUSBAND OR WIFE
James Dunker Ida Shaw
15. WAS DECEASED EVER IN W.5. ARMED FORCES? T T B T17. INFORMANT Address

(Yesﬁaor unknown} l(lf yes, giva war or dates of service)

Univ. a[mssoun HMed. Condre ( Colu n&lq)

MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter only one cause per tine for (a), {b), and (c}.

PART .

Caonditions, If any,
which gave rise to
above cause {a),
stating the under-
lying cause last.

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a}

TasuFFiciavey

INTERVAL BETWEEN

ONSETAND DEATH
fﬂh{ [
3 monThs

BUE 7O (b) dthiﬁ ﬂ?mfu‘: &Zgif' Dlﬁf-a)t.
DUETO{c)_Dl-Q_b.CT&) Wlllrﬂ)

B years

PART 11

disease canditian given in PART | (2

L{r&mm, - 3 months

OTHER SIGNIFICANT CONDI‘I’IONS) CONTRIBUTING TO DEATH but not ratated to the terminal

PART

11, 1§ deceasad vras female was
there a pragnancy in last ) days.

l O Yes I m-No O Unknown

19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? a O j|]
YES[(Q NO@A
20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.

20d. INJURY QCCURRED
WHILE AT WORK [
NOT WHILE AT WORK [J

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

20f. CITY, TOWN, OR LOCATION

COUNTY STATE

21. 1 anended the deceased from_Lz_—tl— _lﬁ_Ll_hJ_nnd last saw leg Qn___,___ll ‘ ,

Death occurred  at.

113

m on the date stated above, and io the best of my knowledge, from the causes stated.

22a. SPGNATURE

23c. NAME OF CEMETERY Oi

LlAca pess

22b. ADDRESS

Z i DATE SIGNED

TORY

MmUY

23d. LOCATION (fry, town, or county}

(Sme)

ymo:

Taq

FUNERAL DIRECTOR

ADDRESS

Jh o QA - U/AA/(-‘Z/C { X109

fsrd Mo

25. DATE RECD. BY LOCAL REG.

Manch 14 190/

{Licensed Embalmer’s Statemaent on Reverse Side}

26. REGISTRAR'S SIGNATURE

Wbl.b..ﬂfa_fn&.mﬂ.h,_



RAREL

STATEMENT BY LICENSED EMBALMER

| hereby cerfify 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. P /
Student Signed W oC- C_W&”W .
4 .

Signature of Student Embalmer
Licensed Embalmer No._"7 Z

7

P. Q. Addressj,}d/.‘/-? z;\ »e

Nofe: 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.






