MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH Y P
prnARTMERT o7 Fu'Ll:ag';::l:nT;lh:::o."ELF‘“i.Bl&rimary Regpistration District No. 1003 gitirar's No. 5277%@5——

DO NOT WRITE
ON THIS STUB AMENDED —FILED NAY 27 19—
v VO

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dacessed llved. If institution: Residence before
VS 300

a. COUNTY a. STATE mmom b. COUNTY admission}
Rev. 4/59 b eIy {If sunaide corporate limits, give TOWNSHIP only] Length of stay in 16 . CITY ' iige Gmime

TOWN ST .mUIS Ho Tg%i'N stJ.ouia Yes q Noe O

€. I:‘lg.épll\‘lrﬂi gF {1 NOT in’hoapinal, give location} . Inside Limits d. ASI;!DE?SS [If cutside, give location) Reside on Farm
#ee

mstivtion §T,LOUIS GITY HOSP, Yes [ No O 815 Chestnut St. Ye [ No [X

3. NAME OF DECEASED First Middle

HTE AMENDED

4. DATE Month Day Year

3t
(Type or print) E co CHAMP]D*! DEATH MAY lh, 1963

| W N

5. SEX 6. COLOR OR RACE 7. Married []  Never Married [J |6. DATE QF BIRTH | 9. AGE (last birthday} | IF UNDER 1 YEAR | IF UNDER 24 HR
Male White Widowed [J _ Divorced ! 7/17/1879 83 Months ( Days Hours_[ Min.

10a. USUAL OCCUPATION (Give kind of work dore | Y0b, KIND OF BUSINESS OR INDUSTRY]| 11, BIRTHPLACE (City and stete or country) | 12, CITIZEN OF WHAT COUNTRY

durln&ﬁs}kf waorking life, wven if retired) Hn 1 m | ] ay '_[hnn. U'S.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME ‘T4, NAME OF HUSBAND OR WIFE

James Champion ) Cynthia (Unknown) Clara

15. WAS DECEASED EVER (N U.S. ARMED.FORCES? L—sAsL 17. INFORMANT Address

(Yas, nk or unknown} | {if yes, glve war ar.dates of ser
d Aline Brunk, 2

18, CAUSE OF DEATH:(Enter only one cauvse per line for (a), (b),-and (). . INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: Pm}vpopituitarism ONSET AND DEATH

IMMEDIATE CAUSE () £ rardid T Pa F v v ot 170 Ay & —

Chromophobe adenoma

Conditions, 1f any, DUE TO (b). CHiAnamePwbsl WA R Kol N T
which .gave rise ta

above cause ({2),
stating the under- . 27
lying couse last. DUE TO {¢)

PART il. OTHER SIGNIFICANT CONDITlONS CONTRIBUTING TO DEATH but not releted 1o ?ho tarminel PART {Il. If decessed was female was
diseass condition given in PART 1 (a) . thera a pregnancy in last 90 days.

Fam P o~ 2 =D Sy ]DYu,E!-'N'o'|DUnknnwn
To. WAS AUTOPSY | 208, ACCIDENT SUICIDE WOMICIDE | 20b. DESCRIBE HOW INJURY OCCURKED. (Enter nature of Imiury, in PART 1 or PART IF of llem 18]
PERFORMED? w] 0 a
YES ¥ NO O
20c. TIME OF Hour Month, Day, Year

INJURY am,
p.m. .-

. INJURY QOCCLURRED 20e. PLACE OF INJURY {e.g., in or shout home, |20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, street, office-bidg., etc.)
NOT WHILE AY WORK J .

her .
21.° 1 sttended the deceased f"°"‘—5mlé;+———' tq___w&__md last saw oo alive on_s¢M3_—_
¢

Death occurred at__ 8 355 A m on the date stated abave, and to the best of my knowledge, from the cavses stated.

72s. SIGNATURE T T, ttingHiay=s o e 220, ADDRESS - 27c. DATE SIGNED
Ll . ™, LAPAYETTE AVE 5/1/63
.-) . S_. Mb—? -_) N 5’ 2

73a. BURIAL, CREMATION, | 23b. DATE }3: NAME OF CEMETERY OR CRI:MAIORY 23d. LOCATION (Clty, town, or county)
REMOVAL {Specify)
Removal 155 1le Prairie Cemetary Caruthersvﬂ.le,l!o.

Z4. FUNERAL DIRECTOR ADDRESS N - 25. DATE EC. LOCAL REG. | 26. ae RS 4 W
Smith Funersl Home,Caruthersville,Mo. MA /7 P

w
IS

|

L"

A

r

AMENDMENTS &N THIS RECORD ARE AS FOLLOWS
INSTEAD OF

-—
[=]

DOCUMENT

E:" |

5

MEDICAL CERTIFICATION

USE BLACK INK
CR
TYPEWRITER RIBBON

Brottongham

ITEM NO.| SHOULD READ

BY AFFIDAVIT OF




" STATEMENT. BY” LICENSED EMBALMER

| hereby cerfify 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

Signatire of Student Embatmer

Licensed Embalmer 6"’/’0{

EE P Q. Address

’w\_ e
)

‘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). T
If embalméd by a STUDENT,.he also shall sign in his OWN handwriting.
If thls body |s not embalmad fact should be so stated abave

I i T SR P




