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“MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

B63<=035720

STATE FILE NUMBER

uTr i TU

1.

PLACE OF DEATH

a. CQUNTY Gr 69116

2. USUAL RESIDENCE (Where deceasad lived. [ institution: Residence beforg

» sareMi ggoux $. coun Johnson

sdmizsion)

b. CITY (If outside corporate limits, give TOWNSHIP only)

rown 8 pringfield

Length of stay in 1b

16 days

c. CITY
2wn Holden

Inside Limits

Yes w No OJ

Reside on Farm

Yo 3 Nof}

€. ;Uéép?ﬂEogF {If NOT in haspitsl, give location}
instiution: . Burge Hospital
NAME OF DECEASED
{Type or print)

Lmside Limits

Yo (X No O

d. STREET {I1f cutside, give locatian)

" West Bra St.

4. DATE Menth Day

ear Sept. 23, 1963

9. AGE (last birthday) | IF UNDER t YEAR IF UNDER 24 HR
7 7 Months | Days Hours Min.

DATE AMENDED

First

Linn
6. COLOR OR RACE

Male white
10a. USUAL OCCUPATION (Give kind of work dons
uring, most of woarkipg life, even if retired)
Mali " carTier
13a. FATHER'S NAME .
Eilvin Orris Bsrnes

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
{Yes, nhuﬁ unknown) | (If yas, give war or dates
- -

Middle Last
Elvin Barnes
7. Married [T Never ‘Married [1 [8. DATE OF BIRTH

- Widowed G Divarcad O |A_0%_ ] 884

T0b. KIND OF BUSINESS OR INDUSTRY| 11.

BIRTHPLACE {City and state or country} 12. CITIZEN COF
Civll Service Holden, Misgouri USA
13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Lavenis F. Roberts deceased
16, .SOCIAL SECURITY: NO. 17. INFORMANT Address

636| Mrs.Betty Billingsley

Year

5. SEX

WHAT COUNTRY,

{NTERVAL BETWEEN

ONSET Ag DEATH
aﬁm .
PART 111 If deceased was fomele wos
- thera » pregnancy in last 90 doys.

, ' ID Yes l O No [ [0 Unknown
20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in PART | or PART Il of item 18.)

18. CAUSE OF DEATH {(Enter only
PART 1.

oogfpe .. ; Rpufe 11 Box 1400
e s Koo 52t o8 o i~

DOCUMENT

Conditions, if any, DUE TO (b}
which gave rise ta
above cause (),
stating the under-

INSTEAD OF

. f.
ling causs last, OUE YM

PART 1l. OTHER SIGNIFICANY CONDHIONS CONTRIBUTING TO DEATH but not relsted to the ferminal
divesse condition given in PART | (a)

19. WAS AUTOPSY CCIDENT  SUICIDE  HOMICIDE
/" O O O

‘Hou Month, Day, Yesr !
&m,

p.m.

20c. TIME OF
INJURY

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

20e. PLACE OF INJURY. [e.g., in of about harme, . COUNTY STATE.

farm, fectory, street, office bldg., etc.)

tammd last saw Wiy afive an : i"'" z 3 L 83.

on the date stated sbove, and to ﬂ'!e best of my knowledge, from the causes stated.

2h.
‘\Auh\

23c. NAME OF CEMETERY OR CREMATORY ' 23d‘

Holden Cemetery Ho

25, DATE RECD. BY LOCAL REG. | 26. R
/o-2-6 3

{Licensed Embalmar’s Statement on Reverwe Side)

20d. INJURY OCCURRED
WHILE AT WORK ]
NOT WHILE AT WORK.[O

4 from 4;'__..'[,-@

20f. CITY, TOWN, OR LOCATION

OR
TYPEWRITER RIBBON

2.

1 attended’ the d

Death occurred at.

- A _—~

ESS T
L o

22¢c, DATE SIGNED

-

{Srate}

{Degree ar title)

USE BLACK INK

Ap—— T

SHOULD READ

ION (City, townfor county)

den, Mo.-
TRAR'S SIGNATURE

. [ 236, DATE

9-25,1963

ERAL DIRECTOR ADDRESS

E B CAST HOLDEN KO

24, Sl

BY AFFIDAVIT OF

ITEM NO.




e\‘ﬁ

STATEMENT BY LICENSED EMBALMER.

..‘*.‘ - [ - - -_‘ "

| hereby cerhfy that rhe body whose name is recorded on the reverse side of this certificate was embalmed by me,
La N ’ L] . . :
wrz W sl e - -

or by - T 5 : Student Embalmer No.______

S oL L -!‘t-‘ - .‘.. J _- E
P ‘ . R -l o e
wprkmg under my personal superwsnon .
* - s alzr & S « _': _ ' , i ;
Student R

Signeature of Student Embalmier

-

Licensed Embalmer

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).
L If embalmed by a STUDENT, he also shall sign in his OWN handwnhng

~

Y i - If this bady is not embalmed Afagr should be so stated above:” e

p—

._mh




