MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

. : - ' . - . i . NUMBER
DO NOT WRITE AMERDED Registration District No. 3 g Primary Reg Diatrict No. im_ﬂeglﬂ?ﬂ"l No. _3___5:_1‘_

ON THIS STUB

1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where decossed lived. If institution: Residence baefore

a. COUNTY BOO e : - a. STATE ”. '5s “'_'b COUNTY T admission)

b. COI;Y!(If outside corporate limits, give TOWNSHIF only} Length of stay'in 1b c. CIVY Inside Limits

OR
T
AWN ‘: IU ) 2.2 ll!i TOWN 5 ; ers -“’! Yes TR No ]
¢. FULL NAME OF (If NOT in hnlpnnl givc locat] o Inide LiMits d.. STREEY IF cutside, give locat i

Reside on Farm

n)
HOSPITAL OR sSoaary
INSTITUTION !!!"' "{: - ’[' ¢ & !”L 3 Yes @7 No [ ADDRESS . : Yes O Ne O

3. NAME OF DECEASED First Middle Last 4. DATE Month Day

{Type or print} ) OF
B ” k o DEATH

5. SEX &, COLOR OR RACE 7. Martied IR* Never Mrlﬂ'led [J |8. DATE OF BIRTH | ¥+ AGE (Yast birthday) | IF UNDER 1 YEAR |F UNDER 24 HR
Widowed [ Divorced ] . . - Months | Days Hours Min.

cm Caveas an 3-/0-/52

10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or countty) | 12. CITIZEN OF WHAT COUNTRY

durin st of working I'Ife_, n if retired) ’
;ﬂh’ € g e S [ ]
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Charlie Tackson | Letha willigu Band _
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 14. SOCIAL SECURITY NO. . - Address o

[Yes, no, of unknown)l (If yes, give war or dates of servic— oCr, co ‘u-b'."

° m - & ! . ) -
18, !M.ISE OF DEATH (Enter only one cause per line ) f INTERVAL BETWEEN

PART |. ‘DEATH WAS CAUSED BY: ONSET AND DEATH

IMEDIATE cause OB SSATION oF RE SPiIRATIoN + PUILSE . MM ED/
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Conditions, if any,]  DUE TO (b) Acure  sTEm G:EI-J—- LEyKeEm A - lye,

which gave rise to
above cause (s),
stating the under-
lying c<ause [Fest. DUE TO {c) —_—

PART 1. QTHER SIGMIFICANT COND!T!ONS CONTRIBUTING TO DEATH but not related 1o the I.rm-nll PART 111 ¥  deceased war  famele wes
disesse condition given in PARY 1 (a) . thare a pregnancy in last 90 days.

s :
CLYIYu toccus MEMNGITIS : Ca oF THE CERVIX. [O e I o I 0 Unkacwn
19. WAS AUTOPSY 248, ACCBEN‘[ |%DE HOM&CIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PA’" I of item 18.}

PERFORMED?
YES @ NO [

20c. TIME OF  Houl  Month, Day, Year |
INJURY a.m.
p.m.

20d. INJURY OCCURRED | 20w, PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR EQCATION
WHILE AT WORK (] farm, factory, streat, office bldg., etc.) .
NOT WHILE AT WORK (]

21, | sttended, the deceased from. Y -26-063 Lw__lnd last saw hnm alive on, 51876 )
Death occurred st q -'O ¢A'M m on the date stated above, and to the’ best of my knowledge, from the causes n-ted

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD QF.

MEDICAL CERTIFICATION

USE BLACK INK

. or title) 22b. ADDRESS X 22c. DATE SIGNED

: FA 0 | o ped CenTen 5163
23a. BUR, CREMATION, | 23b. DATE LT 23: NAME OF CEMETERY DR CREMATORY. f LOCATION {City, tawn, or coumy) {State)
L {Specify) — 3
EB@L Y | SmRo-r863| 0Ty (ém ETECY ummeRS g le M isSnT
24. FUNERAL DIRECTOR . ADDRESS 8 ~ Vf 25. DAJE REﬁD BY LOCAL REG. 26. REGISTRAR'S SIGNATURE
I'd 5‘0

—_ Arovey /
.DQIUQO FNERAH [Hon s FALSS oIR | I!Igﬁ [S ; iﬂ LS
er's Statemant on Reverso Side)

{Licansed Embalmer’

TYPEWRITER RIBBON

SHOULD READ ,

BY AFFIDAVIT OF

ITEM 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 ._ _ ~__, Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in. his OWN HANDWRITING (Fanlure fo comp[y
with the above-constitutes grounds for revocation of license). |

If embalmed by a STUDENT, he also shall sign in his OWN handwnimg.' -

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

# . . ! P "
s N . - i 3 . .




