MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARRE

é_Y e egition ot No O 2 oy suamrnre KT

DO NOT WRITE
ON THIS STUB

AMENDED

Registration District Ne. __________

B63-027611

STATE FILE NUMBER

VS 300
Rev, 4/59

1. PLACE OF DEATH
u. COUNTY

Christian

2. USUAL RESIDENCE (Where deceased lived.
a. 5TAIE

If institution: Residence before

Missouri ™ ““"  Greene,

admission)

b. COITRY {If outside corporate limirs, give TOWNISHIP only)

TOWN

Ozarik

Length of ttey in 1b

3 months

c. CITY

Inside Limits

OR
TOWN

Yes [0 No [X

Spkingfield

‘o a0

239 &
3

USE BLACK INK
TYPEWRITER RIBBON

AMENDMENTS ON THIS RECORD ARE A5 FOLLOWS

DATE AMENDED

¢. FULL NAME OF {If NOT in hoapital, give location)

Bilyeu's Nursing Home

HOSPITAL CR
INSTITUTION

Inside Limits

Yea [ No[Y

d. SIREET
ADDRESS

{If cutside,

Route 3

give location) Raside on Farm

Yes [0 No [

INSTEAD OF

SHOULD READ

ITEM NO.

DOCUMENT

BY AFFIDAVIT OF

. NAME OF DECEASED
{Type or print)

Firs?

GUY

Middie

E, Cl

Lant

LEVENGER

4, DATE
QF
DEATH

Month

July

Day

30,

Year

1963

. SEX

Male

4. COLOR OR RACE

White

7. married M Never Married O
Widowed [ Divarced 1

8. DATE OF BIRTH

August 2

9. AGE {lsst birthday)

1890 72

IF UNDER | YEAR

}ioirhrl- D%l Hours

1IF UNDER 24 HR
Min.

13a. USUAL OCCUPATION

Give kind of work done

duging mosy of working lifg sven if revired)
etire Employee

10k. KIND OF BUSINESS OR INDUSTRY

11. BIRTHPLACE (C

ity and state or country)

Lime and Cement Co

Tennessee

12. CITIZEN OF WHAT COUNTRY

usa

13a. FATHER'S NAME

Robert Cleve

13b. MOTHER'S MAIDEN NAME

laura

14, NAME OF HUSBAND OR WIFE

Metta Clevenger

15. WAS5 DECEASED EVER IN U.5. ARMED FORCES?

1&. SOCIAL SECURITY NO.

17. INFORMANT Address

(Yes, no, or unknuwn)L{lf yes, ﬁva war or dates of servi

18. CAUSE OF DEATH {Enter only one cause per linaber

Mrs. Metta Clevenger Springfield, Mo.

INTERVAL BETWEEN

ART |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (2)

Conditions, if any,

DUE TQ (b)
which gave rise to -
ahova cause (8],
stating the under-

lying cause last. DUE TO (<}

ONSET AND DEATH

&

PART 1L

DTHER SIGNIFICANT CONDITIONS CONITRIBUTING TO DEATH but not reloted 1o the terminai
disease condition given in PART | (a)

 d
PART IIl. If decea was female was
there a ancy in last G0 days.

] ] Yaan O Ne I O Unknown

19, WAS AUTOPSY
PERFORMED?
YES (O NO

208. ACCIDENT  SUICIDE
O O

HOMICIDE
0

20b. DESCRIBE HOW INJURY OCCURRED. [Enter neture of injury in PART | or PART Il of item 18.)

Hou Menth, Day, Year ]
a.m.

p.m.

20¢, TIME OF
INJURY

MEDICAL CERTIFICATION

70d. INJURY OCCURRED
WHILE AT WORK []

NOT WHILE AT WORK []

20e. PLACE OF INJURY (eg.,
|arm, iac:ory street, office bidg., erc.)

in or about home,

Death occurred al

k 21. | sHtended the deceased iraﬂ\#ﬁ‘j’ t
10 P‘ AT on
77

201. CITY, TOWN, OR LOCATION

ond last saw :?,:. alive o

the dite stated above and ta the best oi; knowledge, from the cauies stated.

22q. TURE

7

title}

A

22b. ADDRESS 22c. DATE

23b. DATE

Sugust 2 , 1943

, CREMATION,
REMOVAL {Specify)

Burial

23c. NAME OF CEMETERY OR CREMATORY

Galloway

4. Fl.aloRAL DIRECTOR

Srnfe

AfDRESS
charpf Funeral Home, Imc.
f uri

2 DATE RECD. BY LOCAL REG.
szx,t{- WAL

{Licensed Ermbalmer‘s Statement

4
Reverse Side)




vinftea iy

SRR L

Tdr o wakd, shelt

-

GE RIS T TS T S S T (O Ry B R-ATH

ey ASYnil B3 emansvola rroada.
NP2, B SR iy
. .
N STATEMENT\BY lICENSED EMBALMER

' St \' B N ’ $ B :‘-; - o o= ’ "
I hereby cernfy that the body whose name s recorded on the reverse side of this cerhflcate was embalmed by me,
-, c.‘ . R T T I N ) s

] pral - P

or by M . , Student Embalmer No.

working under my personal supervision,

Student,

Signature - of Student Embalmer

Licensed Embalmer No Fo z—

-

" Note: The. above MUST BE SIGNED BY THE LICENSED EMBALMER in hrs ‘OWN HANDWRITING. (F
with the above constitutes grounds for revocation of I:cense)
If embalmed by a STUDENT;. he also shall sign in his OWN handwnhng
If this’ body |s nottembalmed fact should be so stated ‘above. . - N
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