MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ~62-03

DEPARTMENT OF PUBLIC HEALTH AND WELFARE :
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VS 300 a a. COUNTY Henry a. STATE I\‘Lj_ ssourf couny Henry admission)
Rev. 4759 % b. CéTRY {If outside corparate limits, give TOWNSHIP only) Length of 18y in 1b <. CCI’TY Inside Limits
o R . .
TOWN >
: 3 ° Brownington yvears wwiBrownington Yajg NeD
[) lf;':J_.J E €. 'I:-I%éP?TJ}xEOORF {If NOT in hospitel, give location} hd {nside Limits d, .EEIEEEELS {If cutside, give location) Reside on Farrn
2“ '+ Lg INSTITUTION a; h ne Ye;q_ No O none Yes OJ N°E
3 3. g:MEorOFr'DE)CEASED First Middle Last 4. DOA:E Moanth Day Year
Fe oo FRANCES LA
DEATH
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(7]
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- X — e - - . .
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{Licensed Embalmer’s Stalement on Reverse Side)

R |



L 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.

Stydent Signed .

g e
Signature of Student Embalmer
Licensed Embalmer No.m
r.0. nitess_(Ubaidias, Vo,

¢ Note: The above MUST BE SIGMNED 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 zlso shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so state_d above.
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