MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . =63-013048

DEPARTMENT OF FUBLIC HEALTH AND WELFAR 1003 g STAEFIET
. in iatri N imary Registration District No, 9= 0 W2 . Regitttar's No. _237_{___ UMBER
DO NOT WRITE - AMENDED o ;

oo
i

ON THIS STUB . ok N 1 | R
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceasad lived. [f institution: Residence before
. COUNTY : L a. STATE Hieaourih COUNTY St Landd admission)

b. cg"z\' {If outside corporate {imits, give TOWNSHIP only) Length.of stay in 1b <. CITY ) Insids Limirs

OR
w3t Louis 13 days ™o Brentwood Yo %O

¢. FULL NAME OF {If NOT in hospital, give location) Inside Limit d. STREET 13 ide, gi i i
HOSPITAL OR mits ADDRESS (If cutside, give location) Reside on Ferm

INSTTUTION  S4. Lnke's Eospital Yoot No“l:]‘r 2819 Lasmdell Dre Yo O No i

V5 300
Rev. 4/59

-

DATE AMENDED

3

N
L\QQI
=

3. NAME OF DECEASED First Middls Toet T oaTE Worth Duy Yo

{Type or print) BONNIE BT BONDURANT | DEATH March 13 1963

5. SEX 8. COLOR DR RACE 7. Married Never Married [] [8. DATE OF BIRTH | ¥- AGE [lesf birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR

Fﬂ‘l‘ white Widowed Diverced [ a .10-18& 81 Mnnllul Oays Hours Min. .

10a. USUAL OCCUPATICN [Give kind of work done | 10, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

lnﬁgon of Fﬂrlking lifa, even If ratired) Own han Vandalia, Mo,

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

Jackson Bridwell Unknown Larry Bondurant

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NQ. [17. INFORMANT Addreis

(‘l’n,nooor unknown) |(If vos, give war or dates of servi h' ' B t .bw
ondur a'n—’ he_
INTERVAL BETWEEN

18. CAUSE OF DEATH (Enter snly one cevis per line
PART 1. DEATH WAS CAUSED BY:

[= I & T I S )
o~

® |~
<

i

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

ONSET AND DEATH

o

IMMEDIATE CAUSE (s) L f'?wcu_ﬁ—naw.«'d_ ' /&VM&ZEI_M

DOCUMENT

Conditions, if ary, DUE TO (bY )% s ol e 2 v

which gave rise to N N
above cause (a)/ ) -
stating the under- 43 x -
lying cause last, DUE TO (C)K .
PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the te.rmmal PART 1Il. If decessed was female  was
disease condition given in PART | [a) ere a pregnancy in lest 90 days.
. [Dvu_[m—mlumknm
19, WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HOMI:IICIDE 20b. DESCRIBE HOW NJURY OCCURRED. [Enter nature of tnjury in PART | or PART I} of item 18.)
ERFORMED [} m} 4

T
YES 0O NOo 3

20¢. TIME OF Hour Manth, Day, Yeer ]
INJURY a.m. <. . )
p.m. .

20d. INJURY OCCURRED 20w. PLACE OF |NJURY (&.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COQUNTY
WHILE AT WORK (1 farm, factory, sireet, office bldg., efc.) . .

MEDICAL CERTIFICATION

NOT WHILE AT WORK [

21. | sttended the decwased fruﬂ__%& X 'n._M_w__—lnd last saw #,:'aliva on_ﬁg'&?,@——
08 Pt

Death occurred &t m on the date stated above, and-to-the bu‘l of-my.knowledge, from the causes stated.

22¢, DATE SIGNED

USE BLACK INK
oR
TYPEWRITER RIBBON

SHOULD READ

22 SIGNATURE > {Degres or title} 22b. ADDRESS, g P Lv Ke 3 HO> P Tl
G"LM'Q""" ;e D, STLY I, M $3-13~63
23a. BURLAL, CREMATION, | 23b. DATE Z3c. NAME OF CEMET_E!Y QR CREMATORY 23d. LOCATION (City, town, of cauhty] [Srate)

B REMOVYAL '(Specify) St LB uia sc 0., M
2A FUNERAL DIRECTOR S ADDRESS . DATE RECD. BY LOCAL REG. 26. .RE *
JAY B, SMITH, Haplewood. Mos MAR 141963 W M___/_VL_

BY AFFIDAVIT OF

TTEM NO.




-

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

.or by N Student Embalmer No.

working under my personal supervision, ﬁ
Student ' Signed J\

- . . Signature of Student Embalmer . -

Licensed Embaimer No. fﬂj

P. O. Address - /

b . . . [

N

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER m his OWN HANDWRITING. {Failure to comply-
with the above constitutes grounds for Tevocation of license). ’
¥ emb_almed,by a STUDENT, he‘also shall sign in his OWN handwriting.
if this-body is. not embalmed, fact should be so stated above. .
] cooatm o - S K :




