MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
....... ~——_Primary Registration District No. _Z—:é.f%____aegmrar s No. -/.3_4£_-_______..

amenoen ]l

Regi jon jct No. _

61—-025933

STATE FILE NUMBER

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
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1. PLACE OF DEATH _ 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before
Fa a. COUNTY . . STATE b, COUNTY admissi
o Livimgston . na Vard cnna mission)
) —
z b. Col‘l;( {If outside corparata |imits, give TOWNSHIP only) Length of stay in 1b €. C01R b Inside Limits
‘g town Chillicothe twp 1 hr OWN  Mesa Yes ] No O
o <. ;%épﬁﬂ%? {If NOT in hospital, give locatien) Inside Limits d:;BEREETSS (1f cutside, give location) Reside on Farm
s wstininon DOA-Ghillicothe hoSp.|vao wX 470 E., Millett Ave.ve:0 norX
rHi=]
3. (I:AME OF DEJCEASED Fiest Middle Last 4. DATE Month Day Yoor
ype or print OFf
ALICE BEATRICE WOITH pean Aug. 9, 1961
5. SEX 6. COLOR OR RACE 7. Maerried [ Never Married Ja. DATE OF BIRTH | 9. AGE (last birthday) [IF UNhDER IDVEAR ::UNDER 24l HR
. Widowed [] Di ad Months ays ours Min.
; White oo = 11/12/18 | 43
108, USUAL OCCUPATICN (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during m of wo life, even if retired)
Assenbly ITne Worker |Metorola Corp: | Teansssee USA

t3a. FATHER'S NAME

John Kerfoet

136. MOTHER'S MAIDEN NAME

Lillian K

Xx

hera
E. m;oﬁﬁ% Address

14. NAME OF HUSBAND OR WIFE

15, WAS DECEASED EVER IN U.S. ARMED FORCES?
{Yes, no, or vnknown) I {If yos, give war or dates of sarvice

18. CAUSE OF DEATH (Enter only one ceuse per line for (a), (pigand [c).
PART |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

Marvin C. Wéith, Phosnix

Ariz.

INTERVAL BETWEEN
ONSET AND DEATH

MEDICAL CERTIFICATION

trnsmad
Conditions, if sny, DUE TO (b) fwﬂ- somansd
which gave rise to
shove cause (a), N N
stating the under- m
lying couse last. DUE TO (¢} /P-J-LJ .u.A.JL.-ﬂ- w
FART T GTHER SIGNFICANT CONDITIONS CONTRIEUTING TO BEATH Bot mot umu to the terminel FART IIl. If decessed was fomals  wes
disease condition given in PART § {a) there a pregnsncy in last 90 days.
. P ID Yes I @ No i O Unknown
19. WAS AUTOPSY | 20a. AC@ SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enfer naturs of injury in PART | or PART t1 of item 18.)
PERFORMED? O m]
YES NO deocto  teenclsnd
m'TLMSRQF Hour  Month, Day, Yeer
T
r 30 p.m. ’ - "’ G

20d. INJURY OCCURRED
WHILE AT WORK O3
NOT WHILE AT WORK

20e. PLACE OF INJURY (e.g., in or about home,

201, CITY TOWN OR LOCATION

f COUNTY

STATE

Mo.

fal X' fxto? Ltrur ffice bidg., ﬂs)‘
/,MM

21. | attended the deceased from.
Desth occurred ot

¥.! 30

|

L
v

nd last saw hmallw on

m on the date stated above, and to the best of my knowledge, fram the cavses stated.

22a. ?ATUH

ebden, “D.o.

(Degren or title)

Corrriar-

22bh. ADDRESS

Fo! Jaclaow Mc.’-ﬂw

Z2c. DATE SIGNED

¥-7-¢é1

EMOVAL (Specify
IEEQHMZ é? /i 76 /
24. FUNERAL DIRECTOR Z ADDRESS

Tia. BURIAL, CREMATION, | 23b. DATE

23c. NAME OF CEMETERY OR CREMATORY

23d. LOCATION (City, town, or county)

{518t

25. DATE RECD. 8Y LOCAL REG. [24. R GISiRAR'S SIG%RE_

e L/ FES ,%Z4oazlkﬁ/7/

7

A Erabal
Er

1t on Reverse Side)




4 P v
t . 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 . Student Embalmer No.

working under my personal supervision.

Student._* - s
. Signature of Student Embalmer

.

v Licensed Embalmer N

P. O. Address > »

-

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.






