+ MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARER

%QNNHO'I{SWSI;IEI? AMENDED Registration Diatrict Ne. ___I_za_____-___.anary Registration District No. .zL,QQ_Q____Reg.“,,, s No. __J_,__? S

STATE FiL

1. PLACE OF DEATH i 2. USUAL RESIDENCE (Whure deceased lived. If institution: Residente befors

a. COUNTY G REE'NE a. STATE MI ssouﬂ.fOUNTYLA mENcE admision)

b. CITY (If oulside corporate limits, give TOWNSHIP only) Length of tlay in Ib c. CITY Inside Limits

TOWN &ringfield 4 YEARB TSEVN AS_H GROYE Yes [J Nﬂfl_

c. FULL NAME OF (1f NOT in haspital, give location Intide Limits d. STREET T = - —
HOSPITAL OR ! : ! AUDRESS (If cutside, give location] Reaide on Farm

MIVIPOSTER NURSING HOME  [Y#3 %O R. F. D. 2 g MO

3. NAME OF DECEASED Firss Middle Lant 4. DATE Month
[Type or print)

V5 300
Rev, 4/59

‘0£z
nSS'“n

DATE AMENDED

Day Year

MARY MALIN COPE D oA JULY B_% 1863
IF_ UNDER | YEAR

5. SEX 4. COLOR OR RACE 7. Married Naver Married [J |8. DATE OF BIRTH | 9. AGE (last birthday)
Widowed Diverced [ Months | Days Hours Min.

s, ____FEMALE| GHITE | 5 13 1a7 B8 |
_— 10a. USUAL OCCUPATION [Give kind of work done { 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) [ 12. CITIZEN OF WHAT COUNTRY
: during most of warking life, even if retired)
dusékeeper DOMESTIC _ | LAWRENGE CQ. MO, | U, &. A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

15, WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURL N . INFORMANT AEdreu'

(Yos, no, or unknown)| (If yes, give war or dates of servi S

18. CAUSE OF DEATH [Enter only one cause par lina TOT &y, To], Ao XT- INTERVAL BETWEEN
PA

RT ). DEATH WAS CAUSED NS EATH
mmepiate cause o HEMOrrhage, cerebral '?, ??%"j’

If UNDER 24 HR

DOCUMENT

Conditions, if any, DUE TO (b}
which gave rise to
above cause (a),
atating the under-
Iying cause last. DUE TO {«)

PART 1. GTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the lerminel PART Lil. If docessted was  female wa
disease condition given in PART | (a) thara a pregnancy in |ast 90 days.

ID Yes l gNo ] [T Unknown

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 206. DESCRIBE HOW INJURY OCCURRED, (Enfer nafure of injury in PART | or PART 11 of item 18.)
- PERFORMED? [N = ) ] m] .
YES ] NOXD -

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

26d. INJURY QCCURRED 20s. PLACE OF INJURY {a.g., in or about home, | 20f. CITY, TOWN, QR LOCATION COUNTY
WHILE AT WORK g farm, factory, street, office bldg., efc.)
NOT WHILE AT W 18]

21. | atiended the decessed from 7 3 5 1 63 to. 7 26 63 and last saw hlm alive on. 7 214' 63

nD“‘h occurrad &t 4 :”m a. m on the date staied above, and to the bes: of my knowledge, from the cayuses stated.

224 SIGNATURE ' or ti 22b, ADDRESS 505 P‘[edl Cal Arts Blo p-22t DATE 5|GNED
' Springfield,Mo 7,29,63

., = A
CREMATION, | 23b. DATE 23¢c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or :ounry] tStale)

SRR | JuLy a8 1963 JOHNS CEAPEL ORM, GREENE GOUNTY MO,
ADORES

25.—DATE-RECD.-BY-LOCAL-REG— 'N.—REGISTMR‘S'StGNQURE

0. |T-30-¢3 f#; . re s

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDBICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ *

BY 'AFFIDAVIT OF

ITEM NO.

- .

{Licensed Embalmer's Statement on Reﬁrt_: Su‘cle]J . -




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. E ? ? g &j
Student. Signed a

Signatura of Student Embalmer

Licensed Embalmer No.
P. O. Address_u ﬁ‘M el

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Failure 10 cornp}y
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 is not embalmed, fact should be so stated, above.




