MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH | BE3027494

DEPARTMENT OF PUBLIC HEALTH AND WEL

FAR :
. . . STATE FILE NUMBER
DO NOT WRITE Registration District No. __-_f?;_____}nm.ry Reglstration District No. __.\i_qﬂgﬁ__!milnafn Ne. __‘_?'?‘3 -

ON THIS STUB AMENDED ] -

1. PLACE OF DEAT) i 2. USUAL RESIDENCE {Where doceased liyed.  If imlitution: Residence befars
VS 300 a. COUNTY babbom a. STATE . b, COUNTY admiasion)

Rev. 4/59 b. CITY (If oumids corporate Timity, give TOWNSHIP oniy) Lenath of atay in 16 . CITY Tnalde Limite

own Syl ton 1 mo. ow  Mokane Y} No 3

<. FULL NAME OF {If NOT in hospiral, give location) Inside Limita d. STREET {If cutside, give location) Reside on Farm
HOSPITAL ADDRESS
TN CSat Laupany e, Hodh,  |Yem mn none YaO Nely,

3. NAME OF DECEASED Firsy Middle Last 4. DATE Maonth Day Yeaar
F

[Type or prin) . [=]
hetfie Wwaonth Powetl DEATH 249, 1963
5. SEX &, COLOR OR RACE 7. Married Never Married [] |8. OAYE OF BIRTH | 9- AGE (law birthday) [IF UNDER 1 YEAR | IF UNDER 24 HR
Semale vhite Widowed Divorced O =1(0~187 88 Montha [ Days [ Hours [ Min.

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

ALY~ e | home Cotloway Country, mp. U S G,

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

Sames G, Nichols Somnie Michael Qamen 0. Powetld

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

[Yes, n%“nmw“) (If yes, give wa;o_r':_l:t:: of servl g b e ] P E E . -” F . Tn/o' .

18. CAUSE OF DEATH (Enmrer only one cause per line Tor (ay; 0], ona xF INTERVAL BETWEEN
PART I. DEATH WAS CAUSED QNSET AND DEATH

BY: . .
-
IMMEDIATE CAUSE (a) 0‘“; WC‘_«

Conditions, if any, DOUE TO (b)
which gave rlse to .
above cause (a).

stating the under-

lying cause last. DUE TO (c]

PART |I. OTHER SIGNIFICANT CDNDJIIDNS CONTRIBUTING 1O DEATH but not relsted to the rerminal PART Il If  decessed wasr female was
disease condition given in PART 1 | thers a pregrancy in last 90 days.

\ .EJ Am m l DO Yer ] W No I O Unknown

19. WAS AUTOPSY 20a. ACCIDENY  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of snjury In PART | or PART 11 of itam 18.)
PERFORMED? ] O 8]
YES [J NO %
20c. TIME OF Hour Month, Day, Yesr
INJURY a.m.
p.m.

20d. INJURY QCCURRED 20e. PLACE OF INJURY (au In or about home, | 204, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [J farm, facfory. areat, office bidg., etc.}
NOT WHILE AT WORK []

. her p L3
21. | attended the deceaed from ' g_b_.—) to. .1 !w l"‘3 and last B e alive on .7 ! 3 /
Death occurred at. q ro E} .m on the date stated sbove, and 1o the best of my knowledge, from the causes sated,
22h. ADDRESS 22c. DATE SIGNED

22s. SIGNATURE j\ gegru or title] ' . F‘ ‘ H o. -’,n 63

23a. BURIAL, CREMATICN, | 23b. DA'IE . [ 23¢. NAME'OF CEMETERY OR CREMATORY -23d. LOCATION ([City, town, ar county) {5tate}

A 7—25—(93 Cemetery Thohane, o,

24. FUNERAL DIRECTOR ADDRESS 25. DATE LOCAL REG. W"uﬁ‘ GNATUR|
Tauhin Sunenal Home, Srwf)bm ino. 27 3 M (fimgé _

{Llcensed Embalmar's nmn 'on Raverse Side)

1014 7)

IDATE AMENDED

I

2
o
g,

422l

10

1

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

(TEM NO.




[
.‘u

.»‘ z :
‘}"‘ "'; - ?:J-:rf__

STATEMENT. BY LICENSED EMBALMER

o

-

1 hereby'céhify that the bc;dy whose narﬁia; is recorae& on the reverse side of this certificate was embalmed by me,-

or by . . i o - > Student Embalmer No. r
| . o ! .

working under my personal supervision. - - - ’ - : . .. .
Student._-__. o S E— . .Signedw
Signature of Student Embalmer ST . . . ' ; l
Licensed Embalmer No Séé gl )
P.O. Address—%#.)w

Note: The above MUST BE SIGNED BY THE I.iCENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
- if this body i$ not embalmed, fact should be so stated above. ~

-
* ~




