’SSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

Registration District No. ____ ;_ _]_3:_____Prlmuy Registration District Neo. 3____----3.__&“.."« ‘s No. . E 3-_____

AMENDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whern deceased lived. |f institution: Residence before
a a. COUNTY Fike 2. STATE Migssourd b COUNTY  Pfke admission)
% b. Ccl,'l"( {1 outside corporate limits, give TOWNSHIP anly} tength of stay in 1b <. C‘;TY Inside Limits
R - - R
< TOWN Louisiana 2 months TOWN Louisiana Yos [X No [
‘f' IR ‘I:'lt’léPNl'AMEOOF {If NOT in hospital, give location) - inside Limits d. :IREETSS {If cutside, give location) Reside on Farm
OSPITAL OR . DDRE:
% wsniution Pike County Hospital Yes G No O 516 Maryland St, Yes (] No O
Ja -
3. NAME OF DECEASED First Middle Last 4. DATE Maonth Day Year
(Type or print) OF
Virginia Ellis Baker DEATH June 25 1961
5. SEX 6. COLOR OR RACE 7. Married [0 _ Never Married [1 [8. DATE OF BIRTH | % AGE (last birthdey} | IF UNDER | YEAR IF UNDER 24 HR
Female te Widowed fr-- Divoreed [] 11/10/76 -84 Months I 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 OF WHAT COUNTRY
iRt R (e ven 1 retied) Home Making Lynchburg, Virginia U. S. A,
13a. FATHER'S NAME 13h. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Robert MeDaniel Smith Emma kKnight Joha M. Baker
15, WAS DECEASED EVER IN U.5. ARMED FORCES? 146, SOCIAL SECURITY NO. 17. INFORMANT Address
{Yes, no, or unknawn)] {If yes, give war or dates of service) None E Sue Bak.Br Louisi ana , Mo .
= 18. CAUSE OF DEATH (Enter only one cause per line for {a), {b). and (c). INTERVAL BETWEEN
uz.l PART |. DEATH WAS CAUSED BY e 10[‘18 hriti ONSET AND DEATH
% z IMMEDIATE CAUSE {o) 3 p 8 G tuiha
0]
=) o] Arterioscle
5 [a] C?\nd'.i'ﬁnns, if any, DUE TO (b) 1 rOtic hypert en51ve card io- L ‘
= which gave rise 1o a url ar r a m
(%2
|2 v et Cardliac enlargemen .Functional Capacity 111,
fying cause last. DU SOwiop Do meadd oo 2 _aAA L)
WOAIR Vs UL IEL il ) ey a -
z PART 1. OTHER SIGNIFICANT connmons CONTRIBUTING JO DEATH but not related fo the tferminal PART Iil. If decessed was  female  was
g disease condition given in PART i {a} there 2 pregnancy in last 90 days.
§ . 'C] Yes | 0 No l O Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT "SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART I} of item 18.)
E| - PERFORME g - .0 O
L YESO N
| 20 TIME OF  Hout  Month, Oay, Yaar |
o INJURY a.m.
; p.m.
20d. INJURY OCCURRED 208, PLACE OF INJURY (e.g., in or about home, | 201. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK (3 farm, factory, street, office bldg., #1c.) -
NOT WHILE AT WORK [
fa]
é 21, | attended the deceased from ] 95? to. 6/25' /61 and last saw hl'l"nd"'e on. 6/21[ /61
[a) Death occurred at 1 go An on the date stated above, and to the best of my knowledge, from the causes stated.
-
= w ree or title) 22b. ADDRESS 22c. DATE S)GNED
o 222, SIG é g ]
I o /% M.D}122 S8.3rd.,Louisiana,Mo, 6/2 1
|y r .
ﬁ Z3a. BURIAL, CREMATION, | 23b. DATE Z3c, NAME OF CEMETERY OR CREMATORY 23d. LGCATION (City, tawn, or county) [State)
Y [a) REMOVAL (Specify)
g T Buria) 6/27/61 _ Riverview louisiana ¥issguri
= < ¥ “Zi FONERAL DIRECTOR . RESS 25. DATE RECD. BY LOCAL REG. REGISTRAR'S SIGNATU
= % Sterne Funeral Home, Louisiana Mo. W ih (L\ E“ Sg LA ]

{Licensed Embalmeu $t1atement on Reverse Side}




STATE.'_AEN'I' BY LICENSED EMBALMER
- " e

- 1"hereby certify thit the body whose -name is recorded on the reverse side of this certificate was embalmed by me,

- O LR

or by - : Student Embalmer No.

woarking under my personal supervision.

| J
Student Signeda/z /;?/\%;\/Q i
' |

Signature of Student Embalmer

Licensed Embalmer No. a7 j/
P. Q. Address f;/

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.




