MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH“\- e = 7 563-026’795

DEPANTMENT OF
o PUBLIC lHIAl,.TH AND WELFAR \5-04. STATE FILE NUMBER
Registration District No. _______ %= f ____Primary Registration District No, =" | - ————-Registrar’s No, e

. pﬁt‘i‘o'rﬁm};h‘— J- 'ﬁgm 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. uis a »_ s
COUNTY ] ) STATE M4 5 sQur ¥ COUNTY SD: L 0L rg on)

b. CITY (If outsida corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits

oW Affton,Mo, Town Affton Yes & Mo [0

Rev. 4/59
1 !Eé I Y- c. f-’l%éPﬁ";TEogF (If NOT in hospital, give location) Inside Limirs . d. :I;E%EEES {If cutside, give location) Reside on Farm
wstuTion' 9557 Lydell Yos o O ST 9557 Lydell Yor O NeET

2,000
i J. NAME OF DECEASED First Middle L 4. DATE Maonth Day Year

3 or print’ . . N

(ivee orernt Raymond  C. Tipton = . sxmJune 13, 1963
5. SEX 4. COLOR OR RACE 7. Married ] Never Married (] |8, DATE OF BIRTH | 9- AGE {last birthday) | IF UNDER | YEAR IF UNDER 24 HR
male Whi te i Widowed [J Divorced [ Oct‘.25 . 15 05 57 - Manths Days ] Hours Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (Cily and state or country} | 12. CITIZEN OF WHAT COUNTRY

ad;rnsm;akiu’voreki;gllifabeﬁa if retired) JELFa EMF;\JVED Hamj_]_ton’ 0h10 , USA

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

William Tipton Catherine Hugsman Lucille Tipton -

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 17. INFORMANT Affton Mo Address

(Yeﬁg, or unlmuwrﬂ 0OF yeas, giveriwca)r or dates of serv LUC]_ 119 Tlpton 955? Lydell

15. CAWSE OF DEATH (Enter only one cause per line for (a], (b), and (c). I RTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (a) M i ﬂ‘iﬂ& ¢
-

Condirions, if sny, DUE TO (b}
whith gave rize 1o

above causze (a),

stating the under- 5 H D

lying cause last. DUE TO (¢)

PART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal PART II1. I¥ deceased was female was
disease condition given in PART |'(a) there a pregnancy in last 90 days.

] [ Yes l O Ne [ O Unknown

19. WAS AUTOPSY [ 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or FART |1 of item 18.)
PERFORMED? [m} O a
YES [ NO

20c. TIME OF  Houl  Month, Day, Year |
INJURY am.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK ] farm, facrory, sireet, office bldg., etc.)
NOT WHILE AT WORK (] / ye )

! =
21. | attended the deceased fro Mand iast saw Rlenr.' alive or\_é% z:j
Death occurred at. 7 q h m, the date stated above, and to the best of my knowledge, fr the tauses atated.
Vi {Degreg or IHIEK’ . jDRESﬁ - ] rd 22c, DXTE 5 ED
5 M

23a, BURIAL, CREMATION, lybm 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, orfounty) (Stagh}

REMOVAL (Specify) .
removal mot Sacred Ht, Cem, Festus, Mo.

AL DIRECT ADDRES: 25, DATE RECD. BY LOCAL REG. 26. GISTRAR’S SIGNATURE
% ut PFuneral Hom 2 .

ern .._ 3
6322 § Grand, St, Tmnq' Mo,

{Licensaed Embalmer’s Statement on Reverse Side)

DO NOT WRITE
RAL AMENDED

VS5 300

DATE AMENDED

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK
OR

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

—




. STATEMENT BY_LICENSED EMBALMER
Yo o _\" \_-‘--.‘:\ :\_t' ol

| hereby certify that the body whose name is recorded on rhe reverse side of this certificate was embalmed by me,

. e
.

or by _ - " Student Embalmer No._____

working under my personal supervision

Student L Signed(. M/

Signature of Student Embalmer
Licensed Embalmer Na. ¢‘? ﬂ)\

P. O. Address "Srora.ﬂ—‘—""—ﬂ )zw

ay e .‘Ngte The above MUST BE, 5|GNED\B‘{-‘THE LICENSED EMBALMERnn, his OWN HANDWRITING, (Failure to comply
with 1hé “above constitutes grounds for revocallon of license). L
If embalmed by a STUDENT, he also shall' sign in his OWN handwnnng
_ If this body is npt embalmed, fact should be so stated above.

i

- C A
- \..\\ om0y




