MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH E63-7-035205‘

DEPA T QF PU
PARTMEMT OF PUBLIC HEALTH AND WELFAHEO42 1111 STATE TIlE NUNBER

3 N ) - . A, . .
DO NOT WRITE AMENDED Registration District No. ___________ > 02 | Primary Regmrlhon District No. : s No.
ON THIS STUB

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessad lived: If institution: Residence l:;afore

a. COUNTY Bucha nan & STATE MO b. COUNTY Buchanan admission)
b. CITY (If outside corporate limits, give TOWNSHIP anly) Length of stay in 1b c. CITY Inside Limits

TOWN DeKalb, 87}71'8 own  DeKalb Ye{ No O

€. 'I:-C%EPTT‘;AAT_EO%F (If NOT in haspital, give location) Ingide Limits d. STREET (If cutside, give location) Reside on Farm

netntionDeKalb 01d Folks Home |ven wen || *°  xx - Yo 3 No 5

3. NAME OF ‘DfCEASED First Middie Last 4. DATE Month Year
{Typs or print) Lillie B Sampson pia Sept. 12 1963

5, SEX 6. COLOR OR RACE 7. Married Never Martied [] |8. DATE OF BIRTH | ¥ AGE {last birthday) ['IF UNDER 1 YEAR _IF UNDER 24 HR

Fema le White Widowed Divorcsd O 10 H «10 R 187 5 87 Months | Days Hours Min.
10a. USLIAL OCCUPATION (Give kind of work done [ 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and statw or country) | 12. CITIZEN OF WHAT COUNTRY

H;d mosf of worbé ii.fa, even if. ratired) Home DeKalh ’ MO U oS DA -

ida. FATHER H NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Peter A Jones Sarah Garton William R Sampson

15. WAS DECEASED EVER IN U.S. ARMED FORCES 14 SOCIAL SECIIRITY NO. | 17.' INFORMANT Address
{Yes, no, or unknown) | {If yes, give war or dates of
Pansy Agee, DeKalh, Mo

18. CAUSE OF DEATH (Enter only ‘one cause per lina 1ar (a], (B, and [c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: e ‘ g % 2 ﬂ ONSET AND DEATH

IMMEDIATE CAUSE (a) Mﬂb l
Conditions, if any, DUE TQ (h) M } M

which gave risve to 1]

above cause (a),

‘stating the under-

lying cause last. DUE TO (¢}

PART 1. OTHER 5IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1. ¥ deceassed was formale  was
disease condition given in PART | (a) there a pregnancy in last 90 deys.

rD Yes ]XU No | m] Unk_nown

r9 WAS AUTOPSY | Z0s. AGCIDENT SUICIDE °HOMICIDE 206, DESCRIBE. HOW INJURY OCCURRED. [Entfer nature of injury in PART 1 or PART Il of item 18}
Fonmrfn? 0 5] o... .

VS 300
Rev. 4/59

DATE AMENDED

DOCUMENT

-
Foc. TIME OF _ Foul  Month, Day, Yeer |
INJURY am,
p.m.
20d. INJURY OCCURRED Z0s. FLACE OF INJURY (e.9., in or sbout home, | 201, CITY, TOWN, OR LOCATION CTOUNTY STATE -
WHILE AT WORK [] ) farm, factory, street, office bidg., efc.)
. NOT WHILE AT WORK ]

2. 1 aﬂendu;i the deceased from \ D\ g ‘_I to. 9/12 /631 and last saw ::-rru alive on W

l:co m on the date stated above, and to the best of my knowledge, hg-n the causes stated.
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Death occurred at

B e L

USE BLACK INK

SHOULD READ -

H./f. (hrf:gf, HEPB_L CERTIFICATION

TYPEWRITER R!BBbN

23c. MAME OF CEMETERY OR CREMATORY 234, ‘bCATION {City, town, oF county)

Westlawn Cemetery DeKalb, Wo

ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE
St. Joseph,UbJeg g /£ /943 |Pdew Clal Soedde X

(Licensed Embalmer’s Statement on Reverse Side)

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,

oty

working vnder my personal supervision.

Student.

- Signature of Student Embalmer-

Note: The above MUST BE SIGNED BY THE'.L!CENSED EMBALMER in.his OWN HANDWRITIN (Failure to comply
with the above constitutes grounds for revocation of license). o

1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.

'
- -t




