MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE. OF DEATH -63-005036
DEPARTMENT OF PUBLIC HEALTH AND WELFARE I X 3 j
Doon ';a{sv;%‘: AMENDED Ragistrati istrict No., -“-._q._--.._.._‘ﬂ.ﬁ_}rlmlrv‘Reqilfraﬂon District Mo. -__..Q..Q.a____kegimar‘; Mo. _2 S

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decested lived. |f institution: Residence before

a. COUNTY a. STATE b, COUNTY i
Adalr Mo, Adair admission)
b. CéTRY (If outside corporate limits, give TOWNSHIP only) Length of stay in-1b € C[!,'ll"Y Inside Limits

TN Kirksvblle years TOWN  g4rpksyille Yes [§ No OO
c :rréé:?‘l’ﬂEﬂgF {If NOT in hoapiral, give location) Inside Limits d:é!RJEREE})S {If cutside, give location) Reside on Farm

Grim-Smith YoXl NoD L0l West Hickory Yes O No

v$'300
Rev. 4/59

DATE AMENDED .

. NAME OF DECEASED First Middle Last 4. DATE Month Day Year

Givee or pin) LESLIE THOMAS  SHUBERT b February 16 1963
5. SEX 6. COLOR OR RACE 7. Married . Never Married [1 [8. DATE OF BIRTH | 9. AGE [last Birthday) | IF UNDER | YEAR _IF UNDER 24 HE
Male White Widowed [J Divoreed ] 3 /27 /89 7 3 Months | - Days [ Hours ] Min.

10a. USUAL OCCUPATION {Give kind of work dons | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stete or country) | 12, CITIZEN OF WHAT COUNTRY

ri f rking life, if, retired)
 YRotype operator | newspaper .Kirksville, Mo. U s
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF RUSBAND OR WIFE

Elwood Shubsert Sarah Naomi Bolce Effie Dye Clark Shubert
15, WAS DECEASED EVER IN I_J.-S:.ARMED FORCES? . 16. SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, no, I:Na.uaknown)l (If yes, qwqﬂwg or detes of ;3 Effie Shuhert, -KirkSVille ,MO .

18, CAUSE OF DEATH {Enter only ane cause. per INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BYl

IMMEDIATE CAUSE {4) fe k=l Jko Va4 5rCn /-b £ Aoy (\/Pl-lf v 4&4_._

ONSET AND DEATH

N ‘ "
“ Cundlhum, lfl any,] DUE TO (b}

DOCUMENT

which gave rise to
® cause {a)
stating the ynder
lying ‘cause last. DUE TO (e}

PART 1), OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 1O DEATH but not relstsd to the termina) PART 1) If decessed was  femsle  wa
disease condition given in PART | [s) there a pregnancy in last %0 days,
lDYel I O Ne [[:IUnlmo\wn
19. WAS AUTOPSY | 20a, ACCIDENT  SUICIDE Homcllcms 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART [l of item 18.)
a O

PERFORMED? .
YES [] NOZR -

20c. TIME OF  HouF  Month, Day, Yesr |
INJURY am.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {2.9., in or abouf home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factory, street, o office bidg.,
NOT WHILE: AT WORK (]

211 attended.the deceayed from_jz—én‘c__c—\g———, to. } -/K d 3 and last saw h Mi—_

A m on the date stated above, and to the best of my knowledge, from the causes stated.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

Death occurred at

22n. SIGNATURE : {Degrea, or title] 22b. -ADDRESS 22c. DATE SIGNED

Y2 b Aoopsi S Go. b /9-£32
23a. BURIAL, CREMATION, 23b. DATE ZMAME QF CEMETERY OR CREMATO’_!V 23d. LOCA N (City, town, or county) s l,;(Sla‘?e)

REMOVAL (Specify]

Buria | Feba 18/63| Maple Hills : Kirksvillé. Adair, Yo,
- 25. DATE RECD. BY LOCAL REG.

24. FUNERAL DIRECTOR ADDRESS EGISTRAR 5 SIGN,

Foster Memorial Home,Kirksville,Mq.Z.4 ?_7:/?_65 éaﬁo{/

{Licarwed -Embalmer’s Statement af. Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




[*o W arrmed

wf

Y

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whaose 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

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING (Failure to comply
with the above constitutes grounds for revocation of Ilcense)

If embalmed by a!STUDENT, he also shall sign in his OWN handwnhng e
. If this body is not embalmed, fact should be so stated above.




