MISSOURI DIVISION OF HEALTH — STANDARD  CERTIFICATE OF DEATH 63-"-032‘745

DEPAR g,z a
TMENT OF PUBLIC n::L'mt:up WELFARR Cecirmion it N iﬁ s N é STATE FILE NUMBER
m "01 ml“ 3t o, _ - rlmary egl ation gl Q. egll £ ) o o
OM THIS STUB AMENDED o

1. PLACE OF DEATH 2. I.ISI_IAI. RESIDENCE (Wh_gru deceased lived. If institution: Residence before

a. COUNTY i la ,{ ay etie a. STATE Mig.s0uni. b COUNTY _5‘ a,&n.e admission)

b. Ccl)'ll'!Y {If outside corporate limits, give TOWNSHIP only} Length of stay in 1b c. CCI’LY Inside Limits
TOWN //%MVJ.L[& Ty C{a#d own  Slaten Y B3 No D)
c. FULL NAME OF {If NOT in hospital, give location) Insida Limits d. STREET {If cutside, give location) Reside on Farm

srmmion 479 Fainground Ave. voo o No I AOORESS 827 Hunt Sitneet Yor O NoX]

3. NAME OF DECEASED Firat Miadie . Lawt . 4 DATE Month Day Yeur

{T int} . [ + N
ypa or prin w,l.,L Aibm . Bm” .S/l.. DEATH Aug,u,di 23 ’?63
— coioR o8 BAcE 7 onied [ Never Mamied O 13_ DATE OF BIRTH | 9 AGE (fast birthday) | IF UNDER | YEAR _IF UNDER 24 HR

mal e wu e Widowed [] Divorced [’ c_1 6- 7 89 4 Months | Days

10a. USUAL OCCUPATION (Give kind of wark-done | T0b. KIND OF BUSINESS OR INDUSTRY[ "T1. .BIRTHPLACE (City and state or country} [ .12. CITIZEN OF WHAT COUNTRY

duripg, most ng lifg, even if re!lfed)
‘ ZA. ent Railanad : Laddoni [ AAQURL
13a. FATHER'S M;{O\EC:Z2 /\n 13b. MOTHER'S MAIDEN NAME = L Ma’ 14. lNAME OF H Ushéj.sﬂ.ﬁiv
Belty Butts Analie Helena Zimmerman |Leitie LMM’BM
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. E7. INFORMANT Addrass

{Yes, no, or unknown)}| (1f yes, give war or dates of tarv| N . . . .
We A Buitts, Fn Higoinsv. fo,

no
18, CAUSE OF DEATH (Enter only one cavse per lineverop = INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: ' - . . i ONSET AND DEATH

:Mem_ATsc:\usecaa_d; o o n el 67'/1 Cu r g, & 2 o = Ys

VS 300
Rev. 4/ 59

DATE AMENDED

DOCUMENT

. . g . ,
Canditions, i any, DUE TO {b) vﬂ/o 7t Cé‘o bt~ . C CR7 -1 0 &an d_ /1- ny-

which gave rise to
above cause (a),
stating. the ‘under-
lying cause last. DUE TO (c}

s

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relalld to the terminal PART 111, If deceased was femsle was
disease condition givan in-PART I {a) thers a pregnancy in last 90 days.

|I:|Yes I O No l O Unknown
19. WAS AUTOPSY }l ACCBSN'F SUICEI|DE HOMEI]C'DE 200, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or, PART Il of item 18.}

PERFORMED?
YES O NO %]
20c. TIME OF Hou Month, Day, Year

INJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g-, In or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, factory, street, office bldg., eic.) .
NOT WHILE AT WORK [J .

2i. 1 attended fhe‘de:euad‘frnm -F - 7 'e— { 4 (‘3 m;w.?ﬂ&Land last saw Enaliu on_?/ ZJ) /53

Desth occurred at. A’ SZ o 14 s m on the date stated sbove, and to the best of my knowledge, from the causes stated.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

272a. SIGNATURE 7 [Degree or fitle) 22b. ADDRESS. 4 L. 22c, ,DATE S)GNED

233, BURIAL, CREMATION, [ 23b. DATE "' 73c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION tcuy, 18wn, of county) State]

Panial | 8-26-1963 City

2L FONERAL BVRECTOR < DDRESS 75, DATE RECD: BY [OCAL REG.
Fornest A. Hoefer Higoinaville, fo.

{Licensed Embalmer's Statem on Reverse Side)

BYAFFIDAVITOFF;I 2244 Ilﬁ QIII ﬁ 9

ITEM NO.




STATEMENT BY LICENSED EMBALMER

T

‘e - 3 "
| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed,f;'y me,

or by - Student Embalmer No.,

working under my personal supervision. -

Studerit L Signed /Mh? /)‘./ M’A‘——’

Signntum of Student Embalmer

-

Licensed Embaimer No. 4‘5’07

p. . Address_Higninaville, [,

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). ’ ".

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.’ :




