MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DERARTMENT OF PUBLIC MEALTH AND w523 02 3 —“BHJWO—
3___.___anary Registration District Nop. --2---- —-Registrar’s No.

Registration Distrlct No, -
DO NOT WRITE
“ON THIS STUB AMENDED H LT

1. PLACE OF DEATH N 2. USUAL RESIDENCE (Where deceased lived. (f inafitulion; Residonce Before

a. COUNTY a. STATE b. C
Montgomery Mo HBhtzomery somission)
b. Cé‘l;( {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b €. Ccl,'l’Y Inside Limits
R -

o Danville Tonwship 1Q Years TOWN Mineola Mo Yoo O Ne[J
FULL NAME OF (If NOT i tal, tocat! Inside Lienits d. STREET If ide, gi i i

c. FULL NAME O in hospital, give ' fon}) nside Limi STREET i cutsi give Tocation} Fevide o Farm
INSTITUTION Yes[J No O YO No O3

V5 300
Rev. 4/59

0700

o 700

DATE AMENDED

3. NAME OF DECEASED First Middle 4. DATE Month Day Yeor
{Type or print}

2
3 F

— Alber Newingham DEATH 4.16-196
4 % Married X 9 5
5
&

5. SEX 6. COLOR OR RACE Never Masried 1) 18, DATYE OF BIRTH | P AGE (last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
Widowed [] Divorced [ Months | Days Hours Min.

White 1-10-1907

T0a. 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

duri st of ing ife, if retired,
uring HaouoegorWTflea aven if retired) Hﬂ.rriﬂon Ark U S

V3a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

LAY

Albert Waeker | Unlknown _ Paul Newingham

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

Paul Newingham
T S T R ™ ™ Garcinoma left Ovary with T
IMMEOIATE CAUSE (a) ExtenSive Metastases 'y 1 ¥yr.

[Yes, no, or unknawn)| (If yes, Qive wer ar dates o

DOCUMENT

Conditions, if any, DUE TO {b}
which gave rise to
above cause (a),
stating the under-
lying causa last, DUE TO (c)

- PART 1. OTHER SIGNIFICANT CONDITIONS ONTRIBUT NG TO DEA‘I’ buf not related to the terminal PART 1), If deceased was female was
diseass condition given in PART | (a igt é n t a thare a3 pregnancy in last 90 days. ‘
mit

acrum,Neurological Changes wer _ [ Yo [ DN [ O Unkown
; : B0%_ DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART ) or PART |1 of item 18.)

L

1 fYo?
PERFORMED?.
YES[J NOXD
Zoc, TIME OF __Hoof  Manth, Day, Yeer |

INJURY am.
p.m.

:1'06 INJURY - OCCURRED 20e. PLACE OF. INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR. LOCATION COUNTY STATE
WHILE AT WORK ] farm, fadory, meel, offica bldg., atc.)
NO‘I’ WHILE AT WORK [J

2. 1 anendad the deceased ﬁon-Ap_n.J_,__lg_ﬁa— n_pr_.._lé_.__lm last saw _alwe on_m.__l._l9§3—

Death occurred at. L 14 m on the date stated sbove, and to the best of my knowledge, from the causes steted.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

-MEDICAL: CERTIFICATION

22s. SIGNATURE -~ [Degree or ftitle) 22b. ADDRESS - 22¢. DATE SIGNED

. { M orreras Box 8 New Florence, Mo, L/17/63
23a. BURIAL, CR TION, 23c. NAME OF CEMETERY UR CREMATORY 23d. LOCATION {[City, town, or county) {Siate)
REMOVAL (Specify)

Buria m alw Pn_tnx]g____
24. FUNERAL DIRECTOR 25. DATE RECD. BY LOCAL REG.

26. REGISTMR‘S‘?TUW
D B Baker New Florence,Mo 4-/7 _L 3 A \M
(Li d Embalmer’s Stat "t on Reverse Side)

SHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBEON

BY AFFIDAVIT OF

ITEM NO.




'
at

STATEMENT BY LICENSED EMBALMER

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

or by

working under my per-sian-al super"visio'r{_ Co- . " e ‘-_; L R}&J‘/\/
Student Signed t-"\(_) @ Q :

Signature of Student Embalmer

Student Embalmer No.

i Licensed Embalmer No. 3315
iy s

,H;j. ., P.O Address New Florence,Mo

of

ey -
[ . .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in"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 handwriting.
If this'body is not embalmed, fact should be so stated above.




