MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

OEPARTMENT OF PUBLIC HEALTH AND werAngl 3 W : STATE FILE NUMBER
DO NOT WRITE AMENDED Registration District No. _________.._____..__J’l' I!M"Y Registration District No."_."__"_ 7. ____ Registrar’s No. OmE A

ON THIS STUB

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institytion: Residonce before

a. COUNTY a STATE M4 ceowi® COUNTY Crawford  “™itin
b. C(I)‘I;Y {If outside corparate limits, give TOWNSHIP only) Length of stay in 1b c C(;TY Inside Limits
N R
TOWN St.Jhouis TOWN Cherryville Yes 00 No'ff
FULL NAME OF (If NOT in hospital; give !ocaﬂon) Inside Limirs d., STREET {If cutside, give location) Reside on Farm
¢ AL OR . + ADDRESS .

INSTITUTION Parkside Manor Nursing H e No[J ‘mﬁ No O

3. glﬂi OF DE)CEASED First Maddfe Last 4. DATE Month Day Year
ype, ot print - OF
John Alsexander Harrig DEATH May 20, 1963
5. SEX ‘6. COLOR OR RACE 7. Married {1 Never Married [] (8. DATE OF BIRTH | 9. AGE {last birthday) 1 IF UNDER | YEAR _IF UNDER 24 HR
Male White widowed [X Divorced (] ]'/18 /lBﬁh 79 Mon!hs*l Days Hours Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE ity and state or country} | 12, CITIZEN OF WHAT COUNTRY
during mos orkipg life, even if retired)
FRRRER o ovon ¥ roticed) Farming Cherryville,Mo. UsSe
13a. FATHER‘S'J_*IAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

John A Harris Jane Eatan Ida

15, WAS DECEASED EVER IN U.S. ARMED FORCES? 14. SOCIAL SECURITY NQ. [ 77. INFORMANT ] Address

(Yes, no, or unknown)| [If ves, give war or dates of sarv
o | . Delmar Harris, 9638 Gallop
18. CAUSE OF DEATH (Enter cnly one cause per. linal - . INTERVAL BETWEEN
PART ). DEATH WAS CAUSED BY: b - ‘ p - . ANP DEATH

IMMEDIATE-CAUSE (o)

Conditions, if eny, DUE.TC {b} A4 . Z) . . - %

which gave rise to ) i L

above causa (a), 2 4
‘stating the” under-
lying cause [ast.

rFai -
PART Il. OTHER SIGNIFICANT conomor%s) CONTRIBU . |'h Zas  female  was

Vs 300
Rev. 4/ 59

1

20259 A

DATE AMENDED

DOCUMENT

nancy in last 90 days,

disease conditiop glvnn n P, -
M i [ 0O Ne ll:} Unknown

19. WAS AUTOPSY a. ACCYJENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW TMJURY OCC! f igjury in PART | or PART |1 of item IB.}
PERFORMED! a a
YES {3 NO

Z0c. TIME OF  Houl  Month, Day, Year | -

INJURY a.m. - |/ .
p.m. 0
20d. INJURY OCCURRED 20e, PLACE OF INJURY (e.g., in or about home, | 20, CITY, TOWN, OR LOCATION

WHILE AT WORK ] farm, factory, street, office bldg., eic.)
NOT WHILE AT WORK [J

. J s~ a - g Ty . =) A W‘g . f .
.21. | attended the deceased from . L W nd last saw g, alive of -
Dey occurred At - i _—_m on the date styfed above, and to the best of my knowludqe, from 'rhe auses stated.
T2 Ezn E ' ; i zgﬁngns -3 T3c. DATE SIGNED

23a. BURIAL, CREMA/ N, A R S (4 -23¢. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, town, or county) [5'-10)‘
REMOVAL [ ) : ! . Y
Retmoval q : '\ Cross Roads Cemstery Lgasburg,Mo.

24. FUNERAL DIRECTOR . ADDRESS 25, DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SUSNATUR
s

Halbert Funeral Home,Steelvills Mo, -2/~ 2 Al 4. [120.
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MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




* r.-*.
STATEMENT BY- LICENSED:EMBALMER
.. tl 2. . Y

R . . ™
e . - A '
-_| hereby ‘certify”that'the body whose. name i.{}fecord'ed on, the rever_se side of this cerfificate was embalmed by me,

or by __ _ c‘ _ . : Student Embalmer No.
working under m;y personal ‘;upéwlsion.

Student _ ' | | .s.gnedQ\-‘ (/L) F\V’é
0.

Signature of Student Embalmer .
G657
Licensed Embakmer No.___A :

. o Addresxﬁ/f -4%/% g/W

r.h; -1

LAEEEE

Note: The above MUST .BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fallure to comply
with the above. constitutes grounds “for revocstion of license). ‘ .

If embalmed by a STUDENT, he alsé shall sign in his OWN handwriting. - -

If ihls body is not embalmed, fad should be o sfated above

. M ..44.'_‘-,'-'- ..L,r'.




