MlSSOURl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . .63_021?317
.. e 042 1000 8H4 STATE FILE NUMBER

DR s . ———— e ———————
DO NOT WRITE AMENDED Registration District No. rimary Registration District No. e ——_Regisirar's No.

ON THIS sSTuB §
1. PLACE oiiﬂ#b i i ISDJ 2. USUAL RESIDENCE (Where ' deceased lived. If institution: Residonce bafore

. COUNTY . STATE . b. COUNTY . admissi
Vs 300 ' Buchanan A Missouri Daviess misslon)
Rev. 4/59 b. c&v [T outslde corporate limits, give TOWNSHIP only} Lengith of stay in 1b < cu:r - tnside Limits ¢

0
TOWN 5+ Joseph 4 vears TOWN Al tamont Yea O N

¢. FULL NAME OF (I NOT in hospital, give Iounon) Inside Limits d. STREET {If cutside, give locaticn) Reside on Farm
HOSPITAL OR ADDRESS

INSTITUTIQ -+ Hospital No. 2 Yes[R No[J Yoo No |}

3. NAME OF DECEASED First Middle tost 4. DATE Day Yoar
{Type or print) Dg:TH
Frances o Hager . 9
5. SEX 4. COLOR OR RACE 7. Married [J Mever Married [] [8. DATE OF BIRTH | 9. AGE {last birthday) | IF UNDER 1 YEAR {F UNDER 24 HR

FEI‘HB le w-hite Widowed [ Divorced O] 187 9 8[[. Months | Days | Hours I Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stata or country) | 12, CITIZEN OF WHAT COUNTRY

during most of working life, even if retired)
Housewife Homemaker -- U.S
13a. FATHER™S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

. —— Widowed
15, WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address

(Yes, no, or unknown])| {If yes, give war or dates o .
[0 Record of State Hospital #2

15117

DATE AMENDED

18. CAUSE OF DEATH [Enter only one csure po e ooy yorwrma s INTERVAL RETWEEN
PART I, DEATH WAS CAUSED BY: R ONSET AND DEATH

IMMEDIATE cAUSE () _Broncho-pneumonia 6 _days

DOCUMENT

Conditions, if any,] DUETO(b) _Arteriosclerotic heart disease over 1 vr,
which gave rise o )

above caure (a),
siating the under-

lying - couss laat, oue o) _General arteriosclerosis over 1 vyr.

PART l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART W), If deceased was female waj
divaase condition given in PART | (a) _there.a pregnancy in last 90 days.
R . ID Yes I D-No l O Unknow
19. WAS AUTOPSY 2&0 ACCIDENT  SUICIDE HOMDiClDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART 11 of item 18.)
| o

PERFORMED? o O .
YES[ NO® ARTEEN

20c. TME OF  Houl  Month, Day, Year |
INJURY a.m.
p.m.

20d. INJURY QCCURRED 20e. i’LACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION

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

A a-hended the deceased from. 6 = l' 61 to. 7 = g = 63 and last saw :.-e:.alive on 7-9-63
Death occurrad  at 3:15 _p_rn on the date stated above, and to the best >f my knewledge, from the causes stated.

L CERTIFICATION

None

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

.

OR |
TYPEWRITE_R RIBBON * .

v

P

USE BLACK INK

-~
- o

22b. ADDRESS , 22c. DATE SIGNED

M.D._ State Ho -9-63
23c. NAWE.OF CEMETERY OR CREMATORY . iCAkON [Cl town, oOr cMnrv) {State)
g svilie s

p BEuCKA [ Kirksville College N

24 FRZL DIREQUOR | - . 25 DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE i N
E - L f Ft- Josephy Mo v 11 /043 %WW

{Licensad Embalmer’s Sralemenl?r Revorse Side)

c. 5m/}‘-é./-r;-5?m

SHOULD READ _

BY AFFIDAVIT OF

ITEM NQ.




STATEMENT BY LICENSED EMBALMER

et L

I hereby certify that the body whose name_is recorded on the reverse side of -this certificate was embalmed by me,

Student Ermbalmer No.__

working under my personal supervision.

Student

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITIN
with the above constitutes grounds for revocation of license). - .

If embalmed by a STUDENT, he also shall sign_in _his OWN handwrmng

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




