MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -63-0C6075
DEPARTMENT OF PUBLIC HEALTH AND WEHLFA

; STATE FILE NU
DO NOT WRITE AMENDED Registration District No. _.5.__.Prirnuy Reistration District No et ED _ Registrar's No. .a_gs_ﬂ_ MBER

Gl T D AR T T — -
1. PLACE OF A 2. USUAL RESIDENCE (Where deceased lived. {f institufion: Residence bafore
a. COUNTY & STATE . .
o Graen ¥ Missourd SEY clakr Sdmision)

Rev. 4/59 b, CITY (If ouhside corporate limits, give TOWNSHIP only) Tength of sty in Tb <. v Treide Umits

oR OR .
oW Springfield .. . oW ke !eg w Cidey Yo O No [l
€. FULL NAME OF (if NOT in hospital, give location) Inside Limits d. STREET f cthside, give localfon) Resids on Farm
HOSPITAL OR ADDRESS
|N5mun0$| John Hospital. -- Yergl No O] S Yes O Ne (O
*7 2 NAME OF DECEASED - First Middle Laat 4. DATE Month “Dey=" ~  Year

{(Type or print) D o

- onovan Wayne Scott- - oéam March 3,1963
5. SEX 6. COLOR OR RACE 7. Momied (1 Never Murisd (] [8. DATE OF BIRTH | - AGE (last birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR
Male Whi te wowsd D Oveeed O (3 /5 /63 ot P M2 (4%~

10a. USUAL OCCUFATION (Give kind of work dono | 106. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (Cify and wtate or country) [ 12. CITIZEN OF WHAT COUNTRY
during mon of warking life, even if retired) ’

one __ISpringfield Mj USA

132. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

N g“'g*gﬁm;lgggoggg;t Betty Reasoner
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO.- |17. INFORMANT Addrens
, of unknow 1 yas, gi d; of servi
(Yu.noqbt]n n)l( yas, give war or dates Noel way_ne Scott LOWI‘y City MO.
INTERVAL BETWEEN

DATE AMENDED

8]
18. CAUSE OF DEATH (Enter only crm cause per line

PART I. DEATH WAS CAUSED BY: ONSET muﬁﬁmu
-
IMMEDIATE CAUSE (a} A’ /.?(A & .

DOCUMENT

Conditions, if any,l DUE TO (k)

e it DUE 10 (s} M MMA- Aﬂo d #/ ‘“‘—J - §

sbove cause [a),
PART 11, OTHER SIGNIFICANT CONDITIOI’%S) CONTRIBUTING TO DEATH b¥t not related to the. lﬂml’ PART IIl. H  decessed was female was

stating the under.
lying causa last
disease condlition given in PART & pregnency In last 90 days.
Unknown

19, WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HOM'_I.CIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury in;PART | of PART 11 of item 18.)

PERFORMED?, I 1= a——————
YES [ NO

20¢. TIME OF Hour Month, Day, Year
INJURY am,
p.m.

254 TNIURY OCCURRED e PLACE OF TNIURY (6.9, in o about home, | 207, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK g farm, factory, streat, offica bidg., etc.)
NOT WHILE AT WORK []

21, 1 atranded the deceased from___ZA [ o dea Flm ot ot uw her alive on 3/3/s3

. Death occurred at. 2;50 A-I."ﬁ__.m on the dste stated abovs, and to the best of my knowledge, from the causes stated.

2p. SIGI;IA'I'UIE . b ﬂbsjbtgp(b{ 4(/ W % 22:./‘;7IGNE

23a. BURFAL, CREMAT IOR . I #3c. NAME OF CEMETERY UR CREMATORY ﬂd LOCATION ( !Dvﬁ', or tounty) (State)
REMOVAL (Specify

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

Lowry Ci
ADDRESS d . DATE RECD. BY LOCAL REG,

5-1/-4.3

on Reverse Side)

ITEM NO.

BY AFFIDAVIT OF




STATEMENT. BY llCEHSEI& EMBALMER

| hereby ceriify 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. r
Student SignedMLML'

Signature of Student Embaimer
Licensed Embalmer No "-i o JJ

P..Q. Address M %

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

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

If this body is not embalmed fact shauld be so stated above.

. ‘N




