MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
;__Prlmary Registration District No. _3013 ——— Registrar's No. 255-

DEPARTMENT OF FUBLIC HEALTH AND WELFA

DO NOT WRITE
ON ™IS STUB

AMENDED

VS 300
Rev. 4/59

DATE AMENDED

Registration Dist

rict Na, ... 20

g

B63-031534

STATE FILE NUMBER

1. PLACE
a. COUNTY

EAT|

-

b

Callaway

2. USUAL RESIDENCE (Where decessed lived.
a. STATE Missouri b. COUNTY OSﬂge

if Institutlon: Residence before
admission)

b. CITY (If outside corporate limits, give TOWNSHIP only)

TOWN Fil ton

Length of Msy in 1b

2.¢

<. CITY
o
TOWN

Chamois

Inside Limits
Yoz [J Neo

<. FULL NAME OF (If NOT in hospital, give locatian)

HOSPITAL OR
INSTITUTIQY | Hospital No. 1

4 Intide Limits

Yes H’ No [

d. STREET

{If cutside, gi
ADDRESS

ve location) Rervide on Farm

Yoo [] No [ﬂ/

3. NAME OF DECEASED
[ype ot print}

First

Mary

Middle
Magdalene

0'Conner

Last 4. DATE

OF
DEATH

Montl

8/26/63

b Day, Year

5. SEX

Female

& COLOR OR RACE
White

7. Marriad
Widowaed

Never Married2g]
Divorced [

10a. USUAL CCCUPATION {Give kind of waork dona

8. DATE OF BIRTH | ¥ AGE (last birthday}

IF UNDER 1 YEAR | IF UNDER 24 HR

2/12/1872 9l

Months Days Hours Min.

10b. KIND OF BUSINESS OR INDUSIRY

12. CITHZEN OF WHAT COUNTRY

BIRTHPLACE (City and stata or country}

Mint Hill, Missouri USA

14. NAME OF HUSBAND OR WIFE
Amanda Coffelt Clem O'Conner

16, SOCIAL SECURITY NO, 17. INFORMANT Address

e State Hospital No. 1 - records

INTERVAL BETWEEN
ONSET AND DEATH

during most of working life, even

ousewor home

E3b. MOTHER'S MAIDEN NAME

lf(rnlirnd)

13a. FATHER'S NAME

arp
15. WAS DECEASED EVER IN U5, ARMED FORCES?
{Yes, no, ar unknown) | {IF yas, ﬂva war of dates of
o)

EMPwirs)

18. CAUSE OF DEATH (Enter only one cayse per
PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Cerebral hemorrhage suspected

-
=z
1Y)
=
=]
Q
o
a

Conditions, if any, pueto by Upper G-I bleeding.
which gave rite To
above cayse {a),
stating the under-

lying causa last. DUE TO {c)

PART 1. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not rellred to the tarminal
diseate condition given in PART | (&)

INSTEAD OF

PART (1. If deceased was female
there a pregnancy in last 90

L[:] Yo l 1 No l [1 Unknown
mjury in PARY | or PART 11 of item 18.}

was

19, WAS AUTOPSY | 20a. ACCBENT SUI%DE HDMEICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of

20¢. 1IME OF
INJURY

Hour Monih, Day, Year
o.m,

p-m.

20d. INJURY OCCURRED
WHILE AT WORK [
NOT WHILE AT WORK []

) ':‘:ll. Xanandi the dec;hseg?n:m AUK. 10 1963

10:55 A M, /ﬁ,
/]

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

20e. PLACE OF INJURY (e.9., in or about home, | 20f. CITY, TOWN, OR LOCATION

farm, factory, street, office bidg., e1c.)

w_Aug. 26, 1963 JIURRRATOMIUX

m on the date stated above, and to tha bast of my knowledge. from the causes stated.
DATE SéGNED
8/20/63

{State)

iy

OR
TYPEWRITER RIBBON

Death o:curred ar

22a. SIGNATURE W

22h. ADCRESS

State Hospital No. 1,Fulton,Mo.
PR

25. DATE RECD. BY LOCAL REG.

RE-/94 3
or’s Sts on Reverse Sida)

USE BLACK INK

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




- 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.

Student

Signature of S1udam‘ Embalmer

. Note: The above MUST BE SIGNED- BL‘( -THE LI’CENSEQ EMBALMER in his OWN-HANDWRITING. (Failure to comply
with the above constitutes grounds for revacation of licersé). T .
If embalmed by a STUDENT, he also shsll sign in his OWN handwriting. ™~ . o -
 If this body is not embalmed, fact should be so stated above. ) . ' :

.




