MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH : I—=0163
EP A P Al N ;
DO NOT W:l'l’: RTMERT oF PY Bhl:oq::ah:n‘r:m:ﬂ :o“_g_i-::rﬁ_c._?rimary Ragistration District Nua_-d .&.4— Registrar’s No. l‘t._s_-_ STATE FILE NUMBER

ON THIS $TUB NDED -

1. PLACE OF DEATH 3 2. USUAL RESIDENCE (Where decessad fived. if institufion. Residénce befors

s COUNTY  Jackson ' -4 STATE Miggourd b COUNTY Jackggn imisgor)
b. %TEY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CI‘I’Y Inside Limig
—-

TowN  Independence 4 yrs, TowN Independence o {YmOgeD :

c. FULL NAME OF (If NOT in hospital, give location) inside Limits d. STREET P i - Resi
HosPIAL R ADRESS (If cutside, give location) eside on Farm

INSTIUTION Independence Sanitarium | NeD 123 Kendall Road _ 7] Yes DO Nod
3. NAME OF DECEASED First Middle Last 4. DATE Month Day - Year
OF

[(Type or print) . .
William Herman Malone DEATH  April 19 19 :
§. SEX 4. COLOR OR RACE 7. Married ®]  Never Married [] [8. DATE OF BIRTH | 9- AGE (last birthdey) |IF UNDER 1 YEAR | IF UNDER 24 HR

Male white Widowed J Divorced [J 6—23—1902 61 . Months I Days Hours T Min.
10a. USUAL CCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INOUSTRY| 11. BIRYTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired)
Retired Farmer F Arkansas
13e. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

_Charles Mathew Malene | i | Mary Malone

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. A Address
(Yes, no, or unknown) , {If yes, give war or dates of servi

——No_ None __123‘_Kendal.‘L_Bd4_1nd.eP;
18, CAUSE OF DEATH {Enter only cne cause per line INTERVAL BETWEEN

PART |. DEATH WAS CAUSED ONSET Arlz DEATH
IMMEDIATE CAUSE (a) 2 g

¢

Conditions, if any, DUE TC (b} Z W %&-— .
which gava rise t0
above cause (8).

stating the under-
lying causa last, DUE TC {c}

PART 1l. OTHER SIGNIFICANT CONCITIONS CONTRIBUTING TO DEATH but not relsted to the terminal PART ill, If deceased was female was
disease condition given in PART I (a} there a pregnancy in last 90 days.

[Fhs l O No I O Unknown
19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Entar nature of injury in PART | or PART §1 of item 18.)
FERFORMED? O a w]) .

V5 300
Rev. 4/ 59

&
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5
]

DATE AMENDED

7
8

Q

10

DOCUMENT

Toc. TMME OF  FHour  Monih, Day, Year
INJURY .
p.m. .

20d. INJURY OCCURREDl 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, stroet, office bldg., erc.)
NOT WHILE AT WCRK

21. ) attended the deceased ffnm__# el § ¢ 7 to. (3 el i ?""J and last saw Maliv- cm_"£_" 12 - 6 =
Ceath. occurred ot IJ- =19~ had } Lm on the date stated above, and to the best of my knowledge, from the causes siated.
22b. ADDRESS 22c, DATE SIGNED

2e. m;m&awh\Q l @qr« nru-ﬂo) - 0 9 ‘ 7_2‘5_‘ 3

232, BURIAL, CREMATION, | 23b. DATE 23¢. NAME OF CEMPFTERY OR CREMATORY 23d.AOCATION (City, town, or county} {Stara)

EMOVAL (Specify)
‘Burial 4-22-1963 Mound Gros

/e ]
24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG.
Roland R. Speaks Indeuendence. Mo. ? 2/ - [ J

{Licensed Embalmaer’s Shnmom on Reverse Side)

-

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

SHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

1 hereby cerfify that the bociy whose name is recorded .on the reverse side of this certificate was emba!m_ed by me,

or. by : Student Embalmer No.
wofking under my personal supervision.

Student

Signaturs of Student Embalmer

Licensed Embalme Ncrj /,}/

_ P. O. Addr &

Nofe: The .above MUST BE S!GNED BY THE.LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
with the above constitutes’ gmunds for 7 revocatson of license). .
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng S
" If this bady is not embalmed fact should be 6 stated above.




