MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —63-000917
DEPARTMENT OF PUBLIC HEALTH AND WELFA

5 63~1
Registration District No. - rimary Registration District No. ar's No.

STATE FILE NUMBER

DO NOT WRITE
ON THIS STUS AMENRDED

1. PLACE OF DEATH 2, USUAL RESIDENCE (Where docessed lived.  If institution: Residence before

a. COUNTY a. STATE b, COUNTY edmissio
Dade Mo Dade "
[*% Ccl)'l"!Y {If outside corporste limits, give TOWNSHIP only) Length of stay in 1b €. CITY Inside Limits

1o agh TWE . yre oW Lockwood Mo Yer O Mogg
e. FULL NAME OF (If NOT in hospital, give Iocatlon) Inside Limits d. STREET (If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS

INSTITUTION 3 ! Ei !: c . \fel_[] Nog 3 j S E I :] :d Mo Yoy iNoD

37 NAME OF DECEASED First middle 4. DATE Month Day Year
{Type or print)

_ George _ _ oM Jan 1 1963

.5, SEX. . &. COLOR OR RACE 7. Married O] Never Married [1 |8. DATE OF BIRTH | ¥- AGE (lesr birthday} | [F UNDER 1 YEAR | IF UNDER 24 HR

Male - White .Widowed E Divoreed [ D!‘il_15 18 78 84 Mglht ] fgl 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

ﬁm g, monaf vtprklng Ilfi‘ even if rehred) Farming Dade CO mo. USA

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

John R Einleg : - .__Mmm_na%mng_ Bernice Finley
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURI 0. 17. INFORMANT Address -

(Yes, no, ar unLnown)I(if yes, give war or dates of -3 S el Finley Lockwood mu rt,

18, CAUSE OF DEA‘IN {Enter only ons cause INTERVAL BETWEEN
PART |, DEATH WAS CAUSED l CQINSET AND DEATH

IMMEDIATE CAUSE (8)

VS§ 300
Rev. 4/59

DATE AMENDED

DOCUMENT

Conditions, if any, DUE TO (b)
which gave rise o " P——

above cauze (a),

stating the under-

lying cause last, DUE TO (z)

PART 11, OTHER SIGNIFICANT CONDIT!ONS CONTRIBUTING TO DEATH but not related .to the terminal PART 1. If decossed was female was
dizeass condition given in PART | (s} thers a prognancy in last 90 days.

]ijes] O No ’ O Unknown

19. WAS AUTOPSY I 20s. ACCIDENT _ SUICIDE HOMICIDE | 205, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART 11 of item 18.]
PERFORMED?. [m} 0 a
YES[3 NOOJ

20c, TIME OF Hour Nonth, Day, Year
INJURY a.m.
p.am.

20d. |NJURY OCCURRED 20s. PLACE OF INJURY (e.g., in or about hw, 20f. VCITY, TOWN, OR LOCATION COUNTY SYATE
WHILE AT WORK farm, factary, strast, offica bidg,, etc. ]
NOT WHII.E AT WORK {1

' f FoTe
here R
21. | attended the decessed frum_&_é.%i W%_Ln_éj_lnd last saw pio, alive MEM__LL"————

the dats statad above, and to tha bext of my knowledge, from the causes stated,
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MEDICAL CERTIFICATION

R RIBBON

Death occwred at. on

22f ilew W wle) . ' > _ % 22/:— ”;:Z

23a. BURIAL, CREMATION, 231:. DATE 23c. NAME OF CEMETERY OR CREMATORY L LOCATION (City, .town, of county) (State)

REMOVAL (Spacify) 3 % Locmod

- Buriel : -__Laockwood Mo
24. FUNERAL DIRECTOR ADDRESS & 248 EGISTRAR'S SIGN RE
G O, M

USE BLACK INK
OR

W- 0. dYPEWRITE

SHCULD READ

ITEM NO.

“BY AFFIDAVIT OF




v

STATEMENT. BY LICENSED EMBALMER

| hereby cerfify 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

Signature of Student Embalmer

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. 4Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

-1f this body is not embalmed, fact should be- so stated above. -




