MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH =63—-018738

DEPARTMENT OF PUBLIC HEAL"‘H AND WE,

‘ol ’ . STATE FILE NUMBER

PO NOT “'IlTE . AMENDED Primary Registration:District No. i ______I!ggufrur s No.

ON THIS STUB

f.lmcs OF DEATH 2. USUAL-RESIDENCE (Where ‘deceased lived. I insfitution: Residence before
a. COUNTY Scott C e e STATEM{ g gsourit county Seott admision)

b. CITY (If outside:corporate limits, give TOWNSHIF only) Length of.stay in 1b c. CITY: . Inside Limits

OR . OR

rown  T1lmo 9 years ows  T1lmo veiXl No[J
¢ FULL NAME OF (If NOT in hospital, ‘give location} Inside Limits d. STREET (If cutside, give location) Réside ‘on Farm

HOSPITAL OR'~ ) ADDRESS

ANSTITUTION at home "Yesﬂ No'(J Yes 1 No I
3. NAME OF DECEASED First. . . Middle 5 . Last 4. DATE

Moeorsm - WILLTE ~EVERETT =~ COPE o April 20,1963

5. SEX 4. COLOR-OR RACE 7: Married % Never Married (] 8. oms OF rm-; 9. AGE (last birthday) | IF_ UNDER T.YEAR _IF UNDER 24 HR
}Gale White Widowed [ ‘Divoread [ ‘9- l Months | Days | ‘Hours Min.

VS 300
Rev. 4/59

1,000

DATE AMENDED

. 2/0‘09

Year

10a. USUAL OCCUPATION Give kind of work done | 10b. KIND OF BUSINESS-OR INDUSTRY} 11. BIKTHPLACE (City ‘and- state:or country} 12. CITIZEN OF WHAT COUNTRY

during most.of working life, even if re'hrud) . . ,
__Rebired Parmer far i ‘Tenn.,

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME t4. NAME OF HUSBAND OR WIFE
Dan J, Cope Elizabeth Fields | Zola Bell Cope

15, WAS DECEASED EVER IN-U.S. ARMED FORCES ‘NQ. | 17. INFORMANT Address

{Yes, rﬁﬁr unkni‘i\niﬁ), (1f. yes, give war or dates o ms Winnie MB.B Ellis Steele ,MO

T8. CAUSE OF DEATH (Enter only one cause per line for:(a), {b),.and (c). INTERVAL : BETWEEN
PARY |. DEATH WAS CAUSED 8Y: b ¢ ONSET:AND, DRATH
IMMEDIATE: CAUSE (a) W = » . ; : Wj-l.a-zi LA

Conditions, if any, | DUE TO (b)
whith' geve rise fo
‘above’ cause  (a),
stating.the under-
lying cause last. DUE TO (g)

‘ ‘PART .. GTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not:reiated to the terminal ‘PART 111, 1 decemd Vwas female was
" disease condition given in PART [ (a) . . “ there & pregnancy in last 90 days.

i [ ]DYesll:]Noll:]Unltnawn

7. WAS‘AUTOP.SY N NT_ 'SUICIDE  HOMICIBE "20b. DESCRIBE HOW- IN.JURY OCCURRED (Emer nature of |n|ury uf PART'| or PART H of item 18.)
PERFORMED? . oa -
YES NO G-t ) ] C ‘ -
20c: TIME . OF Hout,  Month, Day, Year -
INJURY am. .
p.m.

20d. INJURY, OCCURRED 20e. PLACE.OF INJURY (e.g.;'in or about home, | 20f. CITY, TOWN, OR LOCATION . COUNTY _STATE
WHILE AT WORK [ T farm; facfory, sireet, office bldg., ete.).
‘NOT-WHILE. AT WORK [].

| 217. 1 attended the deceased from / 96 a V M ¢ " ‘10 '—Gagna»la’sr saw g;{,éli'fe on. L/ - 26 ""'& 3

Death occurred ‘at ECP A - m n the daté stated_sbove; and. 15 the best of my knowledge, from the causes stated.

: ATURE e or title) - ‘ -22b \ADDRE557 S T ) 22¢. DATE SIGNED
MQ.Q DQW WS | T1imo, Mo . 4/20/63

RléAVLAfg(gMATf!y())N 23b; DATE 23c. NAMBLOF CEMETERY OR CREMATORY 23d. !.OCATIION ’.(Cif}_’. town, or-coumy) (State)'
1al  4/22/63 MtA¥ion Cem Steele,Mo

24.. FUNERAL DIRECTOR ADDRESS 25, DATE RECD: 8Y'LOCAL.REG. | 24: -REGISTRAR'S SIGNATURE

&
‘German Funeral Home Steele,Mo, M P)¥—L3 P Hesl

{Licensed Embal_mer'_‘ Staternent on Reverse Side)
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MEDICAL . CERTIFICATION

v

USE BLACK INK
. OR .
TYPEWRITER RIBRON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




- STATEMENT BY LICENSED EMBALMER

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

- . —

- e o et

.or ,I:;y - Student Embalmer No.

working under my personal supervision. _ - L - . Lo /
Student. : Signed > . -

Signature of Student Embalmer
LLLT 0
. Licensed Embalmer No. 7

P. O. Address % %

\

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). ) i

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

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

Horo




