MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WEL

DO NOT WRITE Registration District No. ___w—}nmary Registration District No. .S.__t_z_z_g__aegmm ‘s No. _#@____ STATE FILE NUMBER

ON THiS STUB AMENDED

2. USUAL RESIDENCE {Where decessed fived. If insiitution: Residence before

FHER MG b——————————————————————
o. COUNTY C,[aﬂ/a 2. stateflp, b. COUNTY C—&MA admistlon)

b. CITY [If outside corporais llmits, glve TOWNSHIP only} Length of atay in 1b o CITY - . .. . Inside Limits
B S: o7 1l 7 or St Francioville, Mo, -
OWN i, Of 1 a. TOWN Yoo O NoXO*

VS 300
Rev. 4/59

«. FULL NAME OF {If NOT in hospiral give lecation) Inside Limit: d. STREET i i i p
HOSPITAL OR i ADDRESS {It cutsids, give location) Resid Farm
INSTITUTION HLM 6[ Yes 3 No Yex Ny
3. NAME OF DECEASED Middle Last 4, DATE Month Day Yeor

(Type or print) . . 5 OF
DEATH
Maine M" Aw;- [, 1963
5. FX b, CMR RACE 7. Morried [J Naver Married DA‘I’E (lnlf jrth {F UNDER | YEAR IF UNDER 24 HR
anale_ e Widowed [] Divorced / 3’/ Mnnrhl]- Days | Hours | Min.
10a. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) [ 12. CITIZEN OF WHAT COUNTRY

durimnf working life, even if retired) f(@h‘lj{’ .70wa
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Schomn (arwod Lalanda Never Marnied

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

(Yes, no, ohﬁknown)l {1f yes, give war or dates o CAM 5&0% .S‘t. FWV ! ! ﬁb

18. CAUSE OFPDEAIH {Enteér nnly one causa par Tine ToF (4], (BF, 860 (C]- INTERVAL BETWEEN

ART |. DEATH WAS CAUSED BY: g ONSET AND DEATH,
- - -
IMMEDIATE CAUSE (o] /6 WM WMJ,&L&'
Conditions, if any,]  DUE TO (b J&M M,{_& M

DATE AMENDED

DOCUMENT

which gave riva to
above cauvse {3},
stating the under-
lying cause laxt. DUE 1O {c)

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related rto the rerminal PART L) If decessed was female was
diseae condition given in PART I {a} there a pregnancy in last 90 days.

'D Yes I 1 No [D Unknown

9. WAS AUTOPSY [ T0a. ACCIDENT  SUICIDE  HORICIDE | 206 DESCRIBE HOW NJURY OCCURRED. (Enter narure of injury in PART | or FART 11 of jtem 18.)
PERFORMED? [/, - RY
e gNe O Aot Ly W
20¢. TIME OF Hou Month, Day, Year _
INJURY . \5" m & <
g.30 pm ?—Iw(jw L/ - M4 Qm/yvO% /5 +c/

20d. INJURY OCCURRED 20e. PLACE OF[(JNJURY (e, ué in or about home, | 20f, CITY, TOWN, OR LOCATIOW COUNTY STATE

WHILE AT WORK [ rm, factory, atr ica bldg., efc.)
NOT WHILE AT WORK [J 62 4 o / d& n é Ma

J’ and last saw :::' alive on

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

21. | attanded the daceased from

Death occurred at m on the date stated above, and to the best of my knowledge, from the causes stated.

22a. SIG-;A'I' (Degree or titla 22b, ADDR %o 22:.,DA‘I'E- Sl(jN‘ED
_¢_§ it 57, /&Juﬁ"-@ 4 Z.d Aﬁ Y5l
23a, BURJAL, CRE _TION, 1'e3b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOC?TION {City. mzngoun L-ddo [Su?e)
Pt B, 1965 | Sand (eneteny /
24, [AUNERAL CT WES 25. DATE RECD. BY LOCAL REG. 24" REGISTRAR'S SIGNATURE
KaleSaller, Kahoha, To. - (2 /77

{Licansed Embalmer’s Strement on Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

TTEM NO.




§

S
é’?

\

R s,

+STATEMENT BY I.ICENSED EMBALMER

l 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 ynder my personal supervision.

- . ~\Student

« Slgnatura of Student:Embalmer S " -
Licensed Embalmer No.fw
P.O. Addreﬁ%—ﬂﬂ AN -

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {Failure to comply

.~ with the above constitutes grounds for revocation of license).
' 1f embalmed by a STUDENT, he also shal sign in his OWN handwnlmg .
If this.body |s not embalmed, fact should be s0 stated above. ;

-




