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MISSOURI DlVISION ‘OF HEAI.TH STANDARD CERTIFI

e DEPARTMENT OF FUBLIC HEAI.'I'H AND HELFAR 553 ' * STATE FILE NUMBER
D'.OL'NOT WRITE Repistrati i — timary Regmuflan District No. istrar’s No, _A#%¥ :

ON THIS STUB NOED . o lgtaxlq

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. 1F imstitution: Residence before
a. COUNTY 2. STATE m() ; " b, COUNTY admission)

VS 300
Rev. 4/59

b. CITY it outsjp corporate hmifl, give TOWNSHIP only) Length of stay in 1b c. CITY . - Inside Limits
. , Inss 1
TOWN

5 W. ‘ T(O)EVN _St LGULA ’ Yes KXNo O

c ;Ué;PTmE ?F {I¥ NOT In hospital, .give location} Inside Limirs d. STREET (I cutside, give location) fleside on Farm

INSTITUTION 1{059 wutnww,tm Yer (BXNo [ - ADDRESS 4‘059 174 &JX‘JH.L.Mie/L Yes 0 No X

r

3. NAME OF DECEASED First Middle: Last 4, DAJE Month Day " Year

(Type or print} ' OF o
August Raymond Nond DEATH May 23, 1963
5. SEX - 4. COLOR OR RACE 7. Married [] Nevar Married (1 |8. DATE OF BIRTH | 9- AGE (last birthday) | IF UNDER § YEAR IF UNCER 24 RR
- w Widnw-dBc Divorced [’ 77_74_ 787 )' 87 Months | Days Hours | Min,
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| T1. BIRTHPLACE iy and Tate or country) | 12, CITIZEN OF WHAT COUNTRY™ - .
dunwmogt of!'wnrking life, even if retired) ” n-d m E f Co. V M, m(). U. 5. A. )

13a. FATHER'S NAME 13b, MOTHER’S MAIDEN NAME 14, NAME OF (SBAND OR WIFE

Andrew  Noad | Unbknoun Opha M, /

15. WAS DECEASED EVER IN U.S. ARMED FORCES? ‘h AOCIAL SECURITY NO.

; §ATE AMENDED

{Yes, no, _’vaunkm:wnll (If yes, givemr or dates of serv Ee::m NO/Ld—??Oj Bwon__gt Am'l., MO .

18. CAUSE OF DEATYH (Enter only one cause per line. To [ - INTERVAL BETWEEN
PART. |. DEATH WAS CAUSED B R . ET JUND DEATH,
IMMEDIATE CAUSE (a) -

DOCUMENT

) )
Conditions, if any, DUE 10 ) _M\re_ M M

which gave rlze to

above cause (a),

stating the under- .

lying cavse [lest. DUE YO (c} ’ _

FART 1. QOTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net relasted to the terminal PART liIl. If deceased was fomale \_ﬂu'a_
disense condition given in PART ) (a) thers a pregnancy in last 90 days. ;

— %;0 -0 I O Yes I 0 Neo I 1 Unknown
79, WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE = | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter neture of inlury in PART 1 or PART 11 of item 18.)
[l O — - :
-—-—-———"—_-—-_-___
20c. TIME OF _H Manth, Day, Year | ..
INJURY

~ AMENDMENTS ON THIS  RECORD ARE AS FOLLOWS
INSTEAD OF

* MEDICAL CERTIFICATION

20d. INJURY QCCURRED 20e. PLACE OF INJURY [e.g., in or.about homu, 20f, -CITY, TOWN, OR LOCATION
WHILE AT WORK [] farm, factory, sireet, office bldg., e A
NOT WHILE AT WORK J

~3
and last saw hip, slive o

m on the date stated above, and to the best of my knowledqe from Ihe causes mnod

21. | sttended the di d from § (J 7 75 A]ﬁn

Death occurred at

‘m.mﬁ e Q - ngw&m"lm 22b.- ADDRESS 6,@1../9 J:‘F & M g 22:~PATE SIGNED

23a. BURIAL, CREMATICN, | 23b. DATE \9 Z3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) #Slmﬂ'

Removel” 5—27— Sunnyside (emeterny |Sonento, .711. vm flozon

24, FUBRA!. DIREC\'ORB Yy T ADORESS 25, DATE RECD. BY LOCAL REG. | 20 GIST R°5 5 /7 p
‘ -

e B il MAY 24 1963 o

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON
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4

“BY AFFIDAVIT OF

ITEM NO.
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'} STATEMENT BY LICENSED EMBALMER

f

0 3 - ;
| hereby certify .that the body. whose name-is recorded on-the reverse side of this cerificate wss embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student.

Signature of Student Embalmer

. A Licensed Embalmer No§%é¢
-._T. -t ) ’ 'P ©. Address /k%{é 7720

.. Natel” The above” MUST BE SIGNED..BY THE_LICENSED EMBAI.MER |n hlS OWN HANDWRITING. (Fallure to comply
; wﬂl'_z _fhe above constitutes grounds for revocation of Ilcense) I G e
) If embalmed by a STUDENT, he also* shall sign in his OWN handwrmng *
lf rhrs body is not embalrned fact, should be so sfafed above R R.. - ‘ 1. e -
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