SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -61-018347
jstration District No. -__g‘a_[,________)rlmury Registration Diatrict No. ﬁé_g.z___kegutrnr s No., _é'é.-:_-__-_ STATE FILE NUMBER

AMENDED
- 1. PLACE OF DEATH -~ i 2. USUAL RESIDENCE (Wher. deceased lived. | institution; Residence befare
[ &. COUNTY s. ST, b. COUN admisaion)
3 Mo omery "Mt asoum 1I!Ion‘i-szcnm:n--v
g b. Cél’a‘f {1f outside corporate limits, give TOWNSHIP only) Length of stay in 1b <. CITY Inside Limits
&5 .
3 TOWN  Yellsvillae . oWellsville Vo) No )
E c. FLg.l NAME OF {1f NOT In hospital gwa location} Inside Limits d. EEF)EREELS (1f cutside, give location)} Resida on Farm
o
< INSTITUTION 210 W. Hudson Yog) NoD) 210 West Hudson Yes O Nnk
3. NAME OF DECEASED First Middie Tast 4. DATE Month Day Yaar
{Type or print) - OF
JOSEPH HARQLD DEVES DEATH  Mw June 5? 1961
5, SEX 6. COLOR OR RACE 7. Married (B Nover Morried [] (8. DATE OF BIRTH | 9 AGE {last birthday)} | IF UNhDER DYEAR ':UNDER 24 HR
Widowed [] Divorced [ Months ays ours Min.
Male white Ma ,1006 55 | 0
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY IRTHPLACE [City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during mast gf working life, even if retired) .
ritender operate beer tavern S8t, Loulg, Mo
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME T4. NAME OF HUSBAND OR WIFE
Frank Deves Agnes Keating [A11ixan L, Deves
15. WAS DECEASED EVER IN U.S. ARMED FORCES? e 7. INFORMANT Address
{Yes, no, or unknown}| {f ygs, give war or f sarvice)
yeB [“abdut IeEs - irs, Lillian Deves, Wellsville
— 18. CAUSE OF DEATH (Enter only one cauze per lina for (a), (b), and (). INTERVAL BETWEEN
Z PART ). DEATH WAS CAUSED BY: ONSET AND DEATH
TR = IMMEDIATE CAUSE (a) . :
(e} 2
a 3
g e Conditions, if any, DUE TO (b}
[ which gave rise to
2 sbove cauie (),
= stating the under-
lying couse last. DUE TOQ {c)
z PART 1), OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to tha terminal PART INl. f decessed was female was
g disease condition given in PART | (a) there » pregnancy in last 90 days.
§ . ]D Yes | O N- [D Unknown -
E 1%, WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enteg nature of injury in PART | or PART 1l of item 18.)
£ Psgromhsm a a [m]
L& h{ .
v e )
& 1720c. TIME OF , Houl  Month, Day, Year
z INJURY Sagemmy
- g 'p Ty J\é 9 6 '
204, INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20F. CITY, TOWN, OR LOCATION COUNTY STATE
LWHILE AT WORK [J dmnpdntomprorretiptliivelyivigasere.) -
NOT WHILE AT WGRK [} y ')-M
[a) . O
g 21. | attended the deceasad from. to. and last saw :f,:.' alive on
o
o Dea!h occurrod at. m on the date stated abave, and to the best of my knowledge, from the causes stated.
—d - d -
8 5 22a. slomn (Degres or titls) 27b. ADDRESS 22¢c. DATE SIGNED
5 = Al Rt egpr srreentiy 644/1(0
Z 73a. BURIAL, CREMATION, | 23b. 23c. NAME OF CEMETERY OR CREMATORY d. LOCATION {Gfty, town, o cofnty) {5t
o a REMOVAL {Specify) all 4
|z z e 9, 196 Troy C Troy,Mo
= < § 24 FU Ell':“hlascron ' ADDRESS v 25, DATE RECD. BY LOCAL REG. | 26." REGISTRAR'S SIGNATURE g
w >
z z| Howard F, Myers, Wellsville,Mo |6-7-G/ allacrg
) F 4
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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 : S e Student Embalmer No.
5 .
L] B, k
:}h‘m\ mY pel"s I ‘SU%GSIOHW‘ {?‘M o
! 0y A,

Student. [ 0 * Signed ?

Signature of,Student Embalmer ..
P i :--.‘.. R T I *

Licensed Embalmer No. 4494

P. O. Address_ﬂ_ﬁllﬂlllﬁ_,m_o_.

TR 3 s  NSte: <The xabove: MGNED BY “THELICENSED EMBALMERin, thWMMRITING (Failure to comply

._!\l '__& with the above constitutes grpunds for revocation of license). .. |
\é If embalmed by a STUDENT, he also shall sign in his OWN handwrmng E)
If this body is not 'embalmed, fact should be so stated above: -

-~ " %






