MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH £3-035

OHPAATMENT OF PUBLIC MEALTH AND WELFARE 04 1000 -
. . - . . . b 1 STATE FILE NUMBER
DO NOT WRITE ENDED L Registration District No. - __ —Primary Registration District No. - s No. 19]_-
1

ON THIS $TUB :
Lﬁi@oﬂ@ﬁu} 4 1%8 Z. USUAL RESIDENCE (Where deceased lived. If instifulion: Residence befors
nchanan

a. STATEMisSouri b. CQUWBRChmm admission)
b. Cé'LY {If outside carporate limits, give TOWNSHIP only) Length of stay in 1b c. COI}Y ‘Inside Limits
roww 8¢, Joseph - 10 years TOWN  St. Joseph Yes i@ Ne I

c. FULL NAME OF {If NOT in hospital, give locstion) lnside Limits d. STREET id i i
fr ey i Tes {|f outside, give locetion)

INSTIUTION), 0, A, St.Josephs Hospital Y=g NoO 624 S, 10th YO Mo

3. NAME OF DECEASED First Middle 4. DATE Month
{Typa or print}

V5 300
Rev. 4/59

Resida on Farm

DATE AMENDED

Day Year

N O
ALVIN BUFORD . CAMPBELL , oEaTH October 3, 1963

5. SEX 6. COLOR OR RACE 7. Married Nover Marriad [ [8. DATE QF BIRTH [ - AGE (last birthday} | IF UNDER 1 YEAR IF UNDER 24 HR

Widowed 23} d Months | "Days Haours M
male white idow vorced O LM . o i

10a. USUAL QCCUPATION (Give kind of work done | 10b. XIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE [City end state or country) | T2 CITIZEN OF WHAT COUNTRY
d|.rl_in§ maost of working life, even If retired)

_retired construction worker : Albhany, Mo, | 5 .
134, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME

14. NAME OF HU D OR WIFE

Lewis Campbell Sally E, Cannon Mamie
15. WAS DECEASED EVER IN.U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. |'17. INFORMANT Address
(Yes, no, or unknown) | {if yes, give war or dotes of servid

no St glns%h M
18. CAUSE OF DEA'M {Enter only one cayse per line . INTERVAL BETWEE .
ART |. DEATH WAS CAUSED BY: : / ONSET AND DEATH,
IMMEDIATE CAUSE (a) . -
Conditions, if any, DUE TO (b} & d M

which gave rise to
abowve couse  (a),
stating the under-
lyind cause last. DUE TG (2

PART 1. CTHER SIGNIFICANT CDNDITIONS CONTRIBUTING TO DEATH bui not related to the terminal PART 1H. 1§ deceasad WaL female  was
disease condition given in PART § (a) thera & pregnancy in |sst 90 days.

I_D Yeu I 0O No I O Unknown
19, WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter natyre of injury in PART | or PART 1l of item 18.)
a O

DOCUMENT

Z0c. TIME OF Month, Day, Yesr |
INJURY ;

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

20d. INJURY QCCURRED 20e. PLACE OF INJURY [m.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, wreet, office bidg., etc.} .
NOT WHILE AT WORK.[] A o2 . ,/

. | attended the dacessed ﬁom_ﬁmm M_M‘Lnd last saw malivu' nn_&&és—_

10:05 p. m on the date ititad sbove, and to the bést of iy knowledge, from the causes stated.

{Degres or title) ﬁ Q 22b. Angssz ‘ /M Lp /07 7NED

. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or county) T {Stath)

10/8/1963 Ashland Cemetery. St. JosePl:A I Mo.
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 2¢. REGISTRAR'S 51
_24.&5:_&:42&&’ St. Josaph, Mo, | Oct. /4,/763 | Fto, Eitar Zoole

{Licansed Embalmier’s Statement on Revérse Side)

USE BLACK INK
OR
TYPEWRITER RIBBON
S Beveon, Mygﬂlcu CERTIFICATION

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 Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in’
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.




