MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ' B63-026714

DEPARTMENTY OF PUBLIC HEALTH ANMD WELF _/ _f STATE FILE NUMBER
DO NOT WRITE AMENDED Registration Diatrict No. ______ Primary Registration District No. . Registrars No. __J__/_ —_——

ON THIS 5TUB EILED IIII TOFE2 -
1. PLACE OF DEATH- ~ T 2. USUAL RESIDENCE (Where decensed lived. If Institylion: Residence before

a. COUNTY &—/ AU S CQUN T a. srmsmssom b. COUNTY St..Iouia- admission)

b. CITY [If outside edrporate limits, give TQWNSHIP anly) A Length of wtay in 1b e, CITY Insida Limits
QR : )

[/9ee/ . || S paliwin Yer e

¥

e
c. FULL NAME &OF in hospital, give logation) (Finside Liming d. STREET Hf cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION :Z‘ Yerld Ne D Yo 0 No )

VS$ 300
Rev. 4/59

600

DATE AMENDED

3. NAME OF DECEASED f Middle 4. DATE Day Year

[Type or print) OF
'
P ), oiam  Sume I L1563
5 4SEX & CoLgg O, RACE 7. Moflied O  Never Marrfed [0 (8. DATE o\émm,-". AGE {lost birthday} | iIF UNDER | YEAR IF UNDER 24 HR
%E ; > 6 ) EI' Z é Widowed [ Divorced i J2 61 Months | Days Hours | Min.
a ual OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS QR INDUSTRY| 11. BIRTHPL!CE {City and state or couniry} l:’.’. CITIZEN QOF WHAT COUNTRY

durinngaﬂucéfeww‘?f i elife. even if retired) At HO]!IB ' Alton.!!o, UaS o =

132. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF AUSBAND OR WIFE

]t | Anna Brown

15. WAS DESEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO_ | 17. IRFORMANT Address

(Yes, nﬁ or unknown]| {If yes, give war or dates of servi G
eorge W,land, Edwardsville,Ill.
INTERVAL BETWEEN

_eNSET AND DEATH

;

IB CAUSE OF BEATH {Enter only ona cayse per line or o wr wo o
'ART I. DEATH WAS CAUSED BY:

1
IMMEDIATE CAUSE (a) __c,_g\.hxwoe‘/

-

Conditions, If any, DUE 10 (b) h

which gavae rise to

above couse (a),

stating the under-

lying cause last. DUE TO (<}

PART 1l. CTHER SIGNIFICANT CDNDI'IIONS CONTRIBUTING\ib DEATH But not related 10 the terminal PART 1l If deceased was female  was
diseass condition given in PART ) (a) there a pregnancy in last 50 days.

M 'D Yes I [Efo I ] Unknown

 WAS AUTOPSY | 20s. ACCIDENT SUICIDE HOMICIDE 0%, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I of item 18.)
PERFORMED? m] [m] m}
YES (] NO m/

_TIME'QF . Hou Month,-Day, Year |
INJURY a.m.
p-m.
. INJURY OCCURRED 20e. PLACE OF INJURY [e.g., in or about home, | 204. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factary, street, otfice bidg., etc. l -

NOT WHILE AT WORK [J
w_& ’qa—b —Mil,?bsnd lasr uwh.'m-ﬂlwenr- M/@ I965

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OQF

MEDICAL CERTIFICATION

. 1 antended the deceased f&m
m on the date stated above, and to the best of my knOWledgﬂ. from the cautes ntated.

22c. DATE SIGNED

ﬁz;&_}u._iz_}—_a..
ZZa. SIGNATURE 8,17 ﬁ“’“’“\“’ ™ b, ab - ADDR%@%%L . g 5-17-63

73s, BURIAL, CREMATION, | 23b. DATE mm: OF CEMETERY OR CREMATORY 23d. LOCATION (City, fown, or county) {State)

R MOVAOI.v(f.!apeiile 6-19-63 orman Ceme'wry (kegqn CO..MO

24. FUNERAL DIRECTOR . ADDRESS 25. DATE RECD. BY chu REG. wrug-s SI‘GNMURE
Carter Funeral Home, Thayer,Mo. —/ 7 -3 ML@R’

(Licansed Ernhaimar’s Statement on Revers Side)

Death occurred at

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




3 STATEMENT BY LICENSED EMBALMER

| hereby certify 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 i . 5 ey

Signature of Student Embalmer &
Licehsad-Enibalmey/No ‘/'é/ (o) KC
"P.O. Addresm

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in. his OWN HANDWRITING. (Failure fo comply
with the above constitutes grounds for revocation of license).

If embalmed by s STUDENT, he alse shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated sbove. '




