MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARE .
STATE FILE NUMBER
Ragi:lr-tln.n District No. ,...:y...?.'.g.....__}‘rimm Registration District No. .}L‘i_\_ﬂulmu‘: No. Q_‘l._.._...._‘_-

DO NOT WRITE AME
ON THIS 5TUB NDED

1. PLACE OF DEATH y 2, USUAL RESTDENCE (Where decensed lived. 1f institution: Residence before
a. COUNTY Macon L& STATEB.ii 880U rib. COUNTY Mac on admission)
b. CCI)TRY (If outside corporate limits, give YOWNSHIP only) Length of stay in 1b <. Cé‘:{ Inside Limits

TOWN Macon TOWN Macon Yes O No D

¢, FULL NAME OF (If NOT in hospital, give locetion) Inside Llimity d. STREEY {If outside, give location) Reside on Ferm
HOSPITAL OR ADDRESS

INSTITUTION Samaritan Honital YesR Ne [J 811 Jackson Yes [ No J
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year

int,
Type or print) ANNIE CATHYRN THOMAS ba  Feb. 14 1963
5. SEX 4. COLOR OR RACE 7. Married Never Married [] |8 DATE QF/mm 9. AGE (last birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR

Female White | - Widowed Divorced [ |,2/ 19/1875 97 Months [ “Days [ Hours [ Min.

10a. USUAL OCCUPATION [Give kind of work dene | 10b. KIND OF BUS!NE.SS OR INDUSTRY| BIRTHPLACE (City and state or country).| 12, CITIZEN OF WHAT COUNTRY

during mT! ofuwgléng ife aven if retired) At H Ome ECkaI‘d Mine 8. i-f]d .

13a. FATHER'S NAME . : 13b. MOTHER'S MAIDEN NAME 4. NAME QF HUSBAND OR WIFE

William Scheller- Isabelle Close

15, WAS DECEASED EVER IN U.5. ARMED FORCES? . J6. SOCIAL SECURITY NO. [17. INFORMANT Address

(es, no. g grknownd [ {1 yeu, ghve war or detes 1 Mrs. Marion Showen Macon, Mo

18. CAUSE OF DEATH (Enter only one cauvie g INTERVAL BETWEEN
PART i. DEATH WAS CAUSED - ] ONSET_AN| TH

IMMEDIATE CAUSE (o) -

V5 300
Rev. 4/59

Yot

204/l

DATE AMENDED

Conditions, if sny, DUE TO (b)
which gave rise to .

above cause (a),

stating the u .

lying causa last. DUE TO (¢}

PART-Il. OTHER SIGNIFICANT CONDITIONS: CONTRIBUTING TO DEATH but not related .to “the, terminal PART IHl. If decessed was fomale was
diseasa cond_iﬁrm given in PART I (a) ! there s pregnancy in last 90 days.

. f I[:]Yesl Eﬂw‘ O Unknown
19.. WAS_AUTOPSY 20a. ACCll:l?ENT SUI(]'.‘_E]DE HOM&ICIDE 20b. DESCRIBE I!OW INJURY OCCURRED. (Enter nature of injury in PART 1 ar PART I of item 18.)
yesQ NoQO | . .- 7 —

20c. TIME OF  Hour  Monih, Day, Year
T INJURY o S -

20d. INJURY OCCURRED 20e. PLACE OF INSURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE A OWWMML e ————
NOT WH".E A RK 1 .
21. | attended the deceased ﬁﬂn\—f—ﬁ"—— nﬂ;ﬂi‘,’__md last uw_h'niiv- on_u#i‘_g_;
o

.Death qccurred _at. = m_on _the _date stated_above, and h the best of my knowledge, from the cavses stated.

[
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w
=
=
[}
Q
(=]

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

BLACK INK

!

USEi

(ngmn &r title) 22b, ADD

OR
TYPEWRITER RIBEBON

SHOULD READ

- /i ‘ .
235 BURIAL, N;- - ’ 2ac"NARME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county)

Bgﬁgg";‘l‘s"“‘“’ Fe. 16,1963 Richardsdale Bevier Mo.
LINE IR . ADDRESS . 25. DATE RECD: BY LOCAL REG. |2s. ISTRAR'S SIGNATURE
Zp ‘agﬁ/{/m—" s Macon, Mo. | J_¢-63 /g_«té. )’l-‘(ﬁ"*"—‘-‘é“‘l
A\

(LI d Embeimar’s St on R Sids)

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED EMBALMER '

| hereby cerfify that the body whose name is recorded on.the reverse .sride of this certificate was embalmed by me,

1

or by _ : __, Student Embalmer No.

working under my persénal supervision.

Student

Signature of Student Embalmer

; . Licénsed Embalmer No. ?/5/-7 2/

) . P. 0. Address%m/_,%
2 ' ’ N

Note: The above MUST B8E SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Failure to comply
with the above constitutes grounds for revocation of license). . b -

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

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




