MISSOURI DIVISION OF HEALTH —STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC MEALTH

DO NOT WRITE
ON THIS STUB

AMENDED

VS 300
Rev. 4/59

'o7a/

OR
TYPEWRITER RIBBON

USE BLACK: INK

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

DATE AMENDED

AND WEL
istration District No,

1. PLACE OF DEATH.

» COUNTY  New Madrid

2. USUAL RESIDENCE (Where decessad lived.

a. STATE MO -

if institution: Residence before

b. COUNTNew Madrid admission)

b. CITY (If outside corporate limits, give TOWNSHIP anly)

rawn New Madrid

Langih of stay in 1b

c CITY

own New Madrid

Inside Limits

Yes 1 No O

¢. FULL NAME OF {if NOT in hospital, give location)
HOSPITAL OR
INSTITUTION No

Insida Limirs

Ym Ne [J

d. STREEY

7895 Line St.

(If cuttide, give location)

Resicte on Farm

Yes [3 Nﬁj

INSTEAD OF

DOCUMENT

SHOULD READ

ITEM NO.

BY AFFIDAVIT OF

“MEDICAL CERTIFICATION

3. NAME OF DECEASED
(Yype or print}

First

Mary

Middle

Renfr

4. DATE Month
OF
pEAH  June

Last

08

Day

§,1963

Year

6. COLOR OR RACE 7.
female negro

5. SEX

Widowed

Married [

10a. USUAL OCCUPATION (Give kind of work done

duﬂaﬁg éf Wﬂe, even if retired)

Never Married []
Diverced [J

10b. KIND OF BUSINESS OR INDUSTRY{ 11. BIRTHPLACE ‘::_J”v and stats or country)

8. DATE OF BIRTH | 9- AGE {lest birthday)

IF_UNDER 1 YEAR

IF_UND

Months

3

Days

Hours Min.

12. CI

Point Pleasant, Mo

ZEN OF

> U S.A.

WHAT COUNIRY

13a. FATHER'S NAME

Unk,

Unk.

13b. MOTHER'S MAIDEN NAME

14, NAME OF AUSBAND OR WIFE
hggg_Renfroe

15. WAS DECEASED EVER IN L.5. ARMED FORCES?

1A sO1al SECLIRITY N

(Yes, nNd unknown) I'[If'yﬂdva war o dates of servi

17, INFORMANT Address

Carrie Minnieweather, New

Madrid,

PART I. DEATH WAS CAUSED 8

IMMEDIATE CAUSE (a)

Conditions, if any, DUE TO (b)
whith gave rise to
abové cause  {a),
stating -the under-

[ying cause lest. DUE TO (¢)

18. CAUSE OF DEATH (Entfer only one Cause per lina for {a], (b}, a

INTERVAL BETWEEN
ONSET AND DEATH

PART I).

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but ot related to the terminal
disease condition given in PART | (a)

e

PART 111,

If  decessed was
there a pregnancy in last 90 days

female wa:

ID Yo

O Ne T O Unknow!

19. WAS’AUTOPSY 20a. ACCIDENT
PERFORM .
~ ovesO SRR L ik

SUICIDE-
o.

HOMICIDE
0

20b. DESCRIBE HOW INJURY: OCCURRED. {Enter nature of Injury in PART } or PART 11 of Item 18.)

Hou
a.m..
pm.

20¢. TIME OF Fonth, Day, Year |

INJURY

704, INIURY GCCURRED
: WHILE AT WORK. L]
- NOT,WHILE'AT-WORK J

F i

20a. PLACE'OF INJURY (e.p,, in or about home,
“farm, factory, street, office bldg., e1e.)

20f, CITY, TOWN, OR LOCATION COUNTY

y

ded the d d from

7

Mnd last saw hlm aliva on.

11:00

A.

Daath oecurred at.

=7 4vu4f4 rd

m on the date stated above, and to 1hu best of my I:nowladqe, from. the couses mnad

(Jearee or titia)

22b. ADDRESS

23b. DATE

6/10/1963

Z3a, BURIAL, CREMATION,
REMiVA (Specitfy)
a

Sandhill

New Madr 1d Mo.

é 23d. LOCATION (Ci£ .z\nn, ar county}

23c. NAME OF CEMETERY OR CREMATORY

24. FUNERAL DIRECTOR ADDRESS

Richar

ds Funeral Home, Ngw Madrid,

25. DAT RECD I.OCAL REG.

{Licansad Embalmer's

R Sicle)




STATEMENT BY LICENSED EMBALMER

L
LI, -

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

or by , - - ) i _, Student Emibalmer No.

_ working under my personal supervision.

Student

]

Signature of Student Embalmer

- 'r_.,.;:f\ gt

Note: The above MUST BE SIGNED BY THE LICENSED EMBAlMéR in- his OWN HANDWRiTING (Fallure to comply
with the above constitutes grounds. for revocation of license).

If embalmed by a STUDENT, he also.shall sign in his OWN handwrifing;

If this: hody is not embalmed: fact should be so stated.above.

'-"—:-‘L " e -v‘.f i . ‘» . “ -l; .L\ ’J




