ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

-61-043703

STATE FILE NU R
AMENDED Registration District No. -_--_gé’..g____‘}‘rimary Registration District No. ____1’_09_9__., Registrar’s No. 12_?__4 . rmm——— MBE
_Fll ES DEE T R IUOKLT
1Y LAl BE A —° ~ - T 2. USUAL RESIDENCE (Where decensed lived. If inatitution: Residence before
. COU . S5TAT b. COUN admissl
a - “““Buchanan » STA i ssourd ™Harrison misston)
% b. CCI)‘;( {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b <. CII Inside Limits
1
2 oW St.Joseph 3 _months % Bothany YO Mo D
c. FULL NAME OF (lf NOT in hospital, give location} Inside Limits d. STREET ({f curside, give locstion) Retide on Farm
E HOSPITAL OR ADDRESS
< instiution  State Hospital#z Yegr] No O Yo 01 No OO
3. NAME OF DECEASED First Middle Last 4. DATE Month .. - . - Day Year
(Type or print) OF
WILLIAM C. SCOTT otAlfovember 27 1961
5. SEX 6. COLOR OR RACE 7. Married [ Never Married 8. DATYE OF BIRTH | 9- AGE (last birthday) [IF UNDER 1 YEAR [ IF UNDER 24 HR
Widowed Di d Months | Days Hours Min.
Male fhite dowed O vl Mar,l,1879--82
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (Ciry and state or country) | 12, CITIZEN OF WHAT COUNTRY
uring most of working life, even if retired) U S
orer Bethany ,Missouri «S.A.
13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME o 14. NAME OF HUSBAND OR WIFE
15, WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. 5OCIAL SECURITY NO. 17. INFORMANT Address
(Ynoo, or unknown) I(lf yos, give war or dates of serwca'[_ nlmown Probat e c 01.11‘13 ’Ha rris on Coun-t y
= 18. CAUSE OF DEATH (Enter only one cause per line for (a}, (b), and (c}. INTERVAL BETWEEN
E PART |. DEATH WAS CAUSED BY: A é"uﬁT Al DSDEATH
o S IMMEDIATE cause ) BT ONCho-pneumonia q~= Hﬁ-
o O
Q
5 o] Conditions, fany,] DU To mae€neral debility and senility uhknown
[y which gave rise to -
= uboye cause (o),
—_ stating the under-
lying causa last. DUE TO (¢)
5 PART 1l. OTHER SIGNI_FICAI_\JT C‘ONT’{‘ISNS CONTRIBUTING TO DEATH but no! related to the terminal PART NI 1f decoased was :emnln way
=|Chronic braif FYRWF6HEV5¢hile Brain disease with psy¢hosjsbes? presnney in s 0 daye
h} ‘ﬂYell'DNnIDUnkmwn
E 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? m] [m] [u}
%] YES 0 NO %
X | 20c. TIME OF  Hour  Month, Day, Year T
% INJURY e.m, .
A g,
b s 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g.. in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, street, office bidg,, etc.)
¥ NOT WHILE AT WORK [J
Q
g \*r e e MOV, 26,1961 wNov.27,1961 e T NGV. 26,1961
9 § Death occurred ot l: 15 a m on the date stated zbove, and to the best of my knowledge, from the causes stated.
3 o] IN IR {Cegree or ile 'zic. BB, gioweD
I | § - :
- ; 23a. BURIA\L' C!}SMAHISN 23k, DATE . L or county} {State)
[=] pac
g 2 | RenfVa1 11-27-61 Bethany,Missouri
= L 2 NERAL DIRE 2 ADDRESS 25. DATE RECD. BY LOCAL REG. |[26. REGISTRAR'S SIGNATURE
(17 o -
= > Bethany,Mo. L. 15 88/ | toer, Cla ko
2
(L d Embalmer’s § on Reverss 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 Spydent Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

ticensed Embalmer No. 4?Y7

. P. O, Address

Nofe: The above MUST BE SIGNED BY THE- LICENSED EMBALMER in_his OWN HANDWRITING. (Failure to comply °
wuth ﬁ-ne 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.




