SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —-61—(

Registration D:ﬂrlcl No. _-_Z_____-..--..___.anary Registration District No. __fég__,-___l!eginrar ‘s No. __;3.____ e STATE FILE NUMBER
AMENDED ol i Bl 4 W] [ T.Y.Y]
T UL o TIUFY
1. PLACE OF DEATH B . R 2. USUAL RESIDENCE (Whem decoased lived, If institution: Residence before
8 a. COUNTY J a Spe.r' a. STATE!‘\,ii ssoupr i b. COUNTY Ja Sper‘ sdmission)
% b. C.!'Il't\’ (If outside corporate limits, give TOWNSHIP anly} Length of stay in 1b [N COI'LY Inside Limits
< oWN  Joplin 62 yrs. TOWN Joplin yaa [ No D
<< <. FULL NAME OF {If NOT in haspltal, give location) Inside Limits d. STREET {If cutside, give location} Reside on Farm
L HOSPITA s ADDES&) 2
< INsmuT|0N202 N. Schiffeprdackepr |ves®@x neDO 2 N. Sch aropdeckey | Ye® NoD
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yenr
(Typa or print) . OF
Estile Raymond Daubin, S8Sr.| vaW  June 27, 1961
5. SEX 6. COLOR OR RACE 7. Married []  Never Married {1 [8. DATE OF BIRTH | ¥ AGE {last birthday) | IF UNDER | YEAR IF UNDER 24 HR
Male White Widowed (O Divorced [ 11/26/98 62 yrs. Mamrﬁ'l Days | Hours I Min.
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} [ 12. CITIZEN OF WHAT COUNTRY
Inaurln M'{a“Irk‘T]l"]faf]v lff:mrod) COHStI‘UCtiOn JOplil’] . I‘iissourl U. s . A .
13a. FATHER'S NAME 13b. MOTHER'S MALDEN NAME 14. NAME OF HUSBAND CR WIFE
Robert A. Daubln Minnie Staples Unknowm (Divorced )
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT A Ib B
(Ye;‘[.no or unknown)l (If yes, give war or dates of service) v.irg in ia C ow en l%zn , ﬁgs SOUr'i
— 18. CAUSE OF DEATH (Enter onliy one cause per line for (n) (b}, and (:) INTERVAL BETWEEN
uZJ PART I. DEATH WAS CAUSED BY ONSET AND DEATH
s S wwmeplaTe cause () _Adenocarcinoma of right lung Over 6
o g (Terminal hemorrhage) months
5 o Conditions, if any, DUE TO (b}
— which gave rise to
. above csuse (a),
stating the under-
lying  cause Jast, DUE TO [c)
F4 PART 1), OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART I, 1f deceased was female was
g . disease condition given in PART | (a) there a pregnancy in last 90 days. )
g| Cardiac Asthma. 0ld pulmonary tuberculosis. [ v ] O 8o | O nknown
E 19, WAS AUTOPSY 208. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1l of item 18.)
] PERFORMED? O O )
o YES O NO [T
Z| 20c.TIME OF  Houl  Month, Day, Yaar |
o INJURY a.m.
g p.m.
20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK (O farm, factory, sireet, office bidg., eic.)
NOT WHILE AT WORK [J
-
5 21, | anended the deceased from_-Ia_n_._Zl_,Jﬁél— _Llne_wnd last saw=p T ulive on q-?l"'6l
E Death occurred at. l]"*'q A M F 1hn data stated abave, and to the best of my knowledge, from the causes stated,
5 w
b 22a. SIGNA rew or title) 22b. ADDRESS . i -, 22%. DATE SIG)
. o L L ,9&__ 227 é DeTar Clinic, Joplin,Mo. g-2’7-€T
<>( 23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)
y o REMOVAL (Speci . .
2 = Buriaimm 7/1/1961 |Ozark Memoprial Papk Jeplin, Mi ouri
= E 24, FUNERAL DIRECTOR - ADDRESS 25. ,DATE RECD. 8Y L¢L REG. | 2s. GISTRAR'S SIGNAT
w
= =] Lloyd Kitch Galena, Kansas é H8-7

{Licensed Embalmer’s Statement on Reverse 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 4 _Student Embalmer No._ .

working under my personal supervision.
Student / S|gned 4’*% / /:/J &
Signature of Student Embalmer
Licensed Embalmer No._: 92 /&?_

' * Note: The above MUST BE SIGNED BY' THE ‘LICENSED EMBALMER in his OWN HAN RITING, (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.






