MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH =63-023045

DORPARTMEMT OF PUBLIC HEALTH AND W é-_sa 2 ‘ STATE FILE NUMBER
Registration Digtrict No. | L ———Frimary Registration Disirict No e ™__Registrar's No, _£2% ¥ .

DO NOT WRITE
ON Ths §TUB AMENDED

1. PLACE OF DEATH o0 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before

a. COUNTY R a. STATE b, COUNTY admisston
Wright Missouri Wright misston)
b. CITY (1f outside corporats limits, give TOWNSHIP oniy} Length of stay in-1b < CCI)TY Inside Limits

. R
TOWN Mowntaln Grove 20 Years TOWNMountain Grove Yull Ne O

. FULL NAME OF {1f NOT in haspirel, give location) Inside Limits d. STREET (If cutside, give locatian) Retide on Farm
HOSPITAL OR ADDRESS .

INSTITUTION LISE E I S I] SI + Yalﬁ‘No-D { § h35 East South Stnet Yes [] NOQ

3. NAME OF DECEASED - First Middle Last 4. DATE Month Day Yeaar
{Type or print) OF.

SADIE IGRT DEATY 6, 1963
T T coon o8 hcE 7 Married [ Never Maried [] 8. DATE OF BikTH | ¥ AGE (i binhc%;rz:‘?hﬁﬂ 1 YERR [ IF URDER 24 FE
Female Whi te Widowed 1 Diverced [ 5/12/1880 82 Years s ays | Hours I Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stete or country} | 12. CITIZEN OF WHAT COUNTRY
dur'gg maost of working |ife, even if retired)
At home

Anderson, Indiana USA
13a. FATHER’S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
James W.Summers S | Jolm EKnaught .

15. WAS DECEASED EVER IN U.5. ARMED FORCE . Address
{Yes, no, or unknow_n] l {1f yos, give war or dates .
| Mrs Rescoe -8

18. CAUSE OF DEATH (Enter oniy one cause per I ¥ INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: - OZ:ET ANE DEATH
IMMEDIATE CAUSE (s}
[/ |

Conditions, if any, DUE TO {b)
which gave rise to
above cause (4],
stating the under-
lying causa last. DUE TQ {x)

#ART 1), OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART JIL. f  deceased was female was
disssse condition given in PART 1 {s) . X there a pregrancy in last 90 doays.

VS 300
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O

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

o

DOCUMENT

I O Yes | O No ] J Unknown
19. WAS AUTOPSY | 20a. ACCIDENT SUI%DE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1l of item 18.)
a .

PERFORMED?
YES[] NO[]

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

“20d. INJURY OCCURRED 20w. PLACE OF INJURY (e.g., in or abour home, | 20f. CITY, TOWN, OR LOCATICN
WHILE AT WORK farm, factory, sireet, office bldg., ete)
= . NOT WHILE AT WORK [J -

21. 1 attended;the deceased &M_A#i%i&ﬂ‘? :#Lﬁ lest saw ';Lplivo oq_w_.—lﬁz—

Desth_ occurred at. 115 P, m on the date stated above, and to the best of my knowledge, from the causes steted.

22a. 5.|GNA i - EZ (Degree OFE ﬂ . nb.aADDRﬁ i : ! }"4 ] ?:AT;T%D

23a. BURIAL, CREMATION, | 23b. DATE J3¢. NAME OF CEMETERY-OR.CREMATORY 23d. LOCATION (City, town, of county) {State)
REMOVAL (Specify}

Buria /3/1963 Hilleorest C | Mony

B 4 shi, vy ity )
24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. |29 PEGISTRAR'SSIG ‘;I‘ ,’
<

Barber Fumeral Home - Mtn.Grove, Me 5«&3_ [26,3 i( 1) JVPPYY..

i "

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ -

BY AFFIDAVIT OF

ITEM NO.

on Reverwe Side}




SO,

o R, £4Y
N

. T

STATEMENT BY LICENSED EMBALMER

- | hereby certify that the body whose name is recorded on the reverse side of this certificate was émbalmed by me,’
or by M Aﬂf//"q ., Student Embalmer No._é)_Zﬁ

working under my persona! supe

Signature of Student Embalmer

Licensed Embalmer No; 7/45(
ce e s PO Addrﬁ%%;&a{/m

e *. .:;;"‘ -
. e
No!e The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply .
with the above constitutes grounds for revocation of license). . o

I embalmed- by a STUDENT,-he.also shall sign in his, OWN handwmmg -

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