MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B63-031883

/ O L./(./ z STATE FILE NUMBER
Registration District No. - Primary Reglsmration District No. ! ——Registrar's No. _ L

DO NOT WRITE AMENDED
ON THIS STUB I ED Al 0 p 100n
1. PLACE OF DEATHY ~ U 1JDJ 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

. COUNTY G i . STAT ~ . b TY ; -
a s. STATE Mg COUN G I edmission)

b. Cé'l: [If outslde corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY hl Inside Limits

— OR .-
TOWN . 1N TOWN
— —_Jackson Tovmship 2 yrd. King City Yes O Nofl
c. FULL NAME OQF (If NOT in hospital, giva location) “Inside Limirs d. STREET (If cutiids, give localion) @eside on Farm
HOSPITAL OR ADDRESS

INSTIUTION  Residence: Yor 1 Najgk _RFD 2 YeoEk No D

3. NAME OF DECEASED Firat Middla Last 4. DATE Month Day - .an
{Type ar print) OF -

RALPH! DEWARD BOYD OEATH Aogust 8

5. SEX 6. COLOR OR RACE 7. Married [] " Never Married [] Ig_ DATE OF BIRTH | 9 AGE (last birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR

. P Widowad ' Divorced m Moanths | Days Hours Min,
Yale: Wid.te ° il 2/eaflooy] b2 .
10a. USUAL CCCUPATION {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)

Barbar. Se] E%lo?m__mmﬂh Comty, Ma: Usa
t3a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

_GLige Boyd __Nora M: Lyle: None:
15. -WAS DECEASED EVER IN U.S, ARMED FORCES? ] M“““—“A—‘ 17. INFORMANT Address
(Yel,lioo, ?r unknown) I(If yes, gaﬁ war o;' dates of aervi m Boyd mng Cj.wj I’ﬁ.&som

18. CAUSE OF DEATH (Enter only one cause per line for (a}, (b), and (). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: OMNSET AND DEATH

IMMEDIATE CAUSE (s) Coronary Occlusion 15 min.

- -
Conditions, it any,] ODUETO®)___ Rheumatic wvalvular dlsease 10 years,
which gave rize to
sbove cavse (a), .
stating the under-
lving  cause  last. DUE TO (c)

PART )I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to ths terminal PART Ill. If deceased war fernale was
disease conditicn given in PART | (&) thers a pregnancy in last 90 days

VS 300
Rev. 4/59

11390
203 3¢

DATE AMENDED

DOCUMENT

muscular atrophy--type undetermined- 3 years [DYe ] 'O WNe | D nknawn
19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART |1 of item 14.)
MeMeg| o 0 o

20c. TIME OF T Month, Day, Year
INJURY a.m.
p.m. .
20d., INJURY OCCURRED . ~Z0e.  PLACE OF INJURY [e.g., in or about hame, | 20F. CITY, TOWN, OR LOCATION
- WHILE AT WORK - farm, factory, street, ofice bldg., etc.) .
NOT WHILE AT WORK [ . R

21. | artended the d d from 8-25-62 to 8- -63 and last l.uwhhi:“-al-ivu ;m I=l q—ﬂL

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD CF

MEDICAL CERTIFICATION

Death oocurred at 11.15: ﬁ:‘ m on the date steted sbove, and to the bast of my knowledge, from the causes stated.

21:..' SIGNAE.Z z ;. ./ﬂ W j 22b. . » | : 22c. DATE SIGNED.

233, BURIAL, CREMATION, | Z3b. DATE Z3c. NAME OF CEMETERY OR CREMATORY
REMOVAL (Specify) .

24. y FUNERAL !
y 5

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF .

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

L hereby certify that the body whose name is recorded on the reverse side of this cerlificate was embalmed by me,

* M ' S P ] r - Ty T . LA

or by i 7 ' Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer
- ' e .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in h|s OWN HANDWRITING. (Failure to comply

*with the above constitutes grounds for revocation of Ilcense)
” \If embalmed by ‘a STUDENT, he alio shall sign in his QWN handwrmng
If this body is not embalmed fac? should be so stated above

LR

- T lr

(RN
N .




