'SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

IMENT OF PUBLIC HEALTH AND WELFA

Regu!raﬂon District Ng,

__..-_-_-Z E__ ___Jrlmary Registration District No. [__0__2" ....... Registrar's No

STATE FII.E' NUMBER

AMENDED
BT 3 TAM § 0 gmamy - -
- 1_# ilACE OF DEATH- AV + V7 1J0L 2. USUAL RESIDENCE {Where deceased lived. lfci sfitu!io;\o Residence before
a " -a COUNTY a. STATE b. COUNTY ACL I sdmission)
i ckaon Missourt ‘g}n-g-ﬁﬂaﬁL'
% o b. C(l)'l;( (If outside corporate Hemits, give TOWNSHIP only) Length of stay in 1b CiTY K / MJ.A s C f T'f Inside Limits
< JP TOWN - § l'own 3 Yer ) Mo [
2 8 Y 2 yra, B
w T c. ﬂgslfpﬁlAME OF {If NOT in hospital, give location} Yinside Limits d, :I‘:r)%iEETss = (H cutside, give locstion) Reside on Farm
T iNstoTion General Hospltal Yl NnoO —R-ea'be-#r a0y s Nom
3 saof FaETERR
3. NAME OF DECEASED First Middle Lasy 4. DATE Month Day Year
{Type or print) OF
=~ MARY MABELBELL ANDERSON DEATH 12 29 61
ﬁ 5. SEX 6. COLOR OR RACE 7. Married ]  Never Morried (] [68. DATE OF BIRTH | 9 AGE (last birthday) | If UNDER | YEAR iF UNDER 24 HR
:'_U‘ - Fe 13 1te Widowed {J Divorced [ 6—50-87 74 Months | Days Hours Min.
> D 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] 1. BIRTHPLACE {City and state or couniry) | 12. CITIZEN OF WHAT COUNTRY .
g o during most of werking life, even if retired)
=3 Housewlfe Hame Wallington M .q.qm]rtl HEs.A .
g % i 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME e T 174, NAME OF HUSBAND OR WIFE
2 R ' Chesterfiald Shinley William Walter Andersoi
o’ F 15. WAS DECEASED EVER IN U.5. ARMED RCE Addres i
- ":} (Yes, po, or unknown)| (If yes, give war or dates of service) Route # 1
s It | None My .
£ - 18. CAUSE OF DEATH {Enter only one cause per line for (a), (b), and {c). INE
ol |Z PART |. DEATH WAS CALSED BY: r ;‘m.
w S z immeniae caust ) Corebral Thrombosis
«|@
alch 8
SBE e Conditions, if any,]  DUE TO (b)
; oz ket which gave rise to
Z 1. sbove causa {a),
=l o stating the under-
— Iying cause last. DUE TO (¢)
=i 4 PART (1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Ill. If deceased was female was
8 .9_ disease condition given in PART | {a) there a pregnancy in last 90 days.
9] § fl:] Yes I 0O NOJ 0 Unknown
s lé 19. WAS AUTEOPSY 20a, ACC|I:D]ENT SUICEI]DE HOM!!_JCIDE 20b. DESCRIBE HOW INJURY QCCURRED. {Enter nature of injury in PART { or PART Il of item 18.)
4 PERFORMED?
ol v YEsO NO Qg
-t "
g g 20¢. TIME OF Houl Manth, Day, Year
0 =1 I INJURY  am.
Pl a9 w p.m. -
8 —i 20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
% o WHILE AT WORK [ farm, factory, street, office bidg., erc.)
bt = NOT WHILE AT WORK [J
o Q@
é ,5' g 3 21. ) attended the deceased fro - - o 12=20«(1 and last sow D27 live on 12=20=61
o) g e :j Death occurred at 12 :OO Noon -.m on the date stated above, and to the best of my knowledge, from the causes stated.
—t
B -ﬁ s I | 22 sToNATUREC A 22b. ADDRESS 22c. DATE SIGNED
‘ﬁ - 3 D0
-9 U23a. BURIAL, CREMATION, {State)
o o o] REMOVAL (Specify)
Z|o o Burial l-2=82 aral Hil
= f.; < w24, FUNERAL DIRECTOR ADDRESS
w >
g
=|4 | FIWEILERT FUNERAL HouEs(S)K.C. MO.
o

(L|cemed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

.1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by m

or by Student Embalmer No.

working. under my personal supervision.

Student Signed ‘M /@ m
Signatyre of Student Embalmer
Licensed Embalmer No. y7/2

-7 - - - Lo - P. O. Address \—/l-/" 6 M s

e

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comp
with the above constitutes grounds for revocation of license).
* ®°|f @mbalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this '_kzody is not embalmed, fact should be so stated above.
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