MISSOURI DIVISION OF HEALTH—STANDARD CERTIFICATE OF DEATH -63-~01 336

DEPARTMENT OF PUBLIC HEALTH AMD WE

Repistration |F|’
DO NOT WRITE AME fLF'
ON THIS STUB NDED

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Wheu decoased lived. I institution: Residence before

. COUNTY .
§ Lincoln AT ssourt > " Linceln admission)
b. COITRY (Hf outside corporate limits, give TOWNSHIP only) Length of stay in Tb c. CCI)TRY Inside Limits

TOWN  Burr Qak lyr. S roww - Yes [ No O
<. FULL HAME OF {1f NOT in hospltal, give locatian) Inside Limits d.. STREET {If cutaide, give location) Revido on Ferm
[-]

rr?s%:‘ll'{.l#lfoclhk 5 Mi. West 0TF010Y Mo. Yes O No@' 5 ;.E'Dfes;es! £ 7 o Yes [] No [V

VS 300
Rev. 4/59

10579 |

DATE AMENDED

2n570-|

3. NAME OF DECEASED First Middle Lt 4. DATE Month Cay Yaar

{Type or print) OF
EINA EARL  TURNBULL: 3 DEATM Mar. 14,1965

5. SEX 6. COLOR OR RACE 7. Married [] Mever Married [] |8. DATE OF BIRTH | 9= AGE (last birthday) | IF UNDER 1| YEAR (F UNDER 24 HR

Female ihite widowsd®)  Ohered O |pyg, 28,1877 85 |"&™| f&" | "] "

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

during most of working life, aven if tptired)
"Bovisewife Housework Troy Mos U.SeAs

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME GF HUSBAND DR WIFE

Lilburn Ricks ‘Ellen Cottile r 1

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14, SOCIAL SECURITY NO, | 17. INFORMANT Address

{Yes, no, ar unknown)| (If yes, give war or dates o
Mrs M,L, Simpson Foley Mo

18. CAUSE OF DEATH (Enter only one cause pd INTERVAL BETWEEN
PART |. DEATH WAS CAUSED E + ONSET AND DEATH

IMMEDIATE CAUSE () . -

[

o v | &
\)ﬁ-

¢ |

il

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

[=4

DOCUMENT

Conditions, if any, DUE TC (b)
which gave rise to
above cause (a),
stating the under-
lying cause last. DUE TO (<)

PART Il. CTHER SIGNIFICANT CONDITIONS CONTRI”[NG TO DEATH but not related to ghe terminal PART 11N If decessad was female wa
ditease condition given in PART | (a) there » pregnancy in last 90 days.

[Ove [ ONe [ O unknown

19. WAS AUTOPSY | 20a. ACCEI])ENT SUICIDE HOMDICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART 1! of item 18.)
a

PERFORMED?
YES O NO[T

20c. TIME OF  Houl  Month, Day, Year |
INJURY a.m.
p-m.
Z0d. INJURY OCCURRED T0e. PLACE OF INJURY (o.g., in of sbout home, | 20F. CITY, TOWN, .OR LOCATION

WHILE-AT WORK [J farm, factory, street, office bidg., ste.)
NOT WHILE AT WORK 3

e < h Y : . her
‘21, | attended: the ducessad 'fro ; , m_m_’_fr_umd 18st. 54W _juigm 8Hive o

MEDICAL’CERTIFICATION

Death occurred at. 2 m on the.date stated above, and to the best of my knowledge, fram the causes stated.

‘22b. AQRRESS 22¢. DATE SIGNED

K. SIGRATURE 7Y <[Oegree ar fitla) _
sdre— 0‘_&0 | Wan 91,63
T3 BURIAL, CREMATIONY [ 23b. DATE 5. NAME OF CEMETERY OR CREMATORY 233, LOLAFTON [City, town, or toonty) {State]

N

REMOVAL LSpecify) 7 43 Thornhill Cem. Lincoln County

ADDRES! 25, DATE RECD. BY LOCAL REG.

:3* (81763

on Reverse Side)

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




[':_[l’f.)i.i -

TC L L.

TIcapsed il ol .39 Loil DI nediil

ca.l yulos Lok AN

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.

Student.

Signature of Student Embaimer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in
with the above constitutes grounds for revocation of license).

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

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

oo, orkrivag nl ool A PR R e ¥




