MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B63<035820
DEPARTMENT OF PUSLIC HEALTH AND WELFARE . -

ﬁ" "‘"";*mn"""ﬁéi ﬂlﬂ Primary Registrstion District No. sD.O ____ Ragistear's No. _‘LB_Q.Q_..' G STATE FILE NUMBER

DO NOT WRITE AMEN
ON THIS STUB DED il b3 -

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived. If institution: Residence before

a. COUNTY ga_em a. STATE /}mm b. COUNTY Ovu_dm sdmission)

b. CITY {If outside corporate limits, give TOWNSHIP only} tength of stay in 1b c. CITY Insice Limits

10N Soningfield 23 days  Town Ozank Yo' g No

c. FULL NAME OF (If NOT in hospital, giva location! tnside Limit ~d, STREET ] ide, gi i i
HOSPITAL O pital, g fon) ide Limits i (If cutside, give location) Reside on Farm

1N5"TU"°N3’_W¢'.5H Baptist flogp. |*R MO no sireet addness YD Nog

. NAME OF DECEASED First Middle Last 4. DATE Month Day Year

(Type or _prin_?) oy < OF -
Grace (umy Shernow - AW Septe (963

5. SEX . 6. COLOR OR RACE 7. Married [] ~ Never Married [J |8. DATE OF BIRTH | 9 AGE (last birthllay] | IF UNDER 1 YEAR DER 24 HR

. Widowed X Divorced [] 6 4 18 3 70 Months | Days Hours Min,

VS 300
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108, USDAL OCCUPATION (Glve kind of work done | H0b. KIND OF BUSINESS OR INDUSTRY| 17, BIRTHPLACE {City and state or country] | 12. CITIZEN OF WHAT COUNTRY

ring mast pfgworking life, even if retired) . .
Howsantle —

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR:WIFE

Monnoe Williams Myna Osburn William Fvenett Sherrow

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 17. INFORMANT ddress

{Yes, no, or unknown) | (If yes, give war or dates of sarvl
18. CAUSE OFPDEAYH {Entar only ore caute per line for (a), {b), and [c). %‘m

ART ). DEATH WAS CAUSED BY: . ONSET AND DEATH

IMMEDIATE CAUSE (2) MML%JZQ&OQ_

iConditions, if sny, DUE TO (b).
which gave rise to
shove cause (a),
stating the under-
iying causas last. DUE TO (¢}

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the terminal PART lIL. If deceased was female was
disease condition given in PART [ (a) ‘ thera a pregnsncy in last 90 days.

Casun Beian ¢ Ouesvppanstnss [Over [ O Ne | O tnknown

19. WAS AUTOPSY I 20a. ACCIDENT ICIDE  HOMICIDE 206, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? W] m} 0
YES[] nNOO

20c. TIME OF Heur Month, Day, Year
INJURY am.
P .

20d. INJURY OCCURRED . 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
© WHILE AT WORK farm, factory, strest, office bidg., stc.)
NOT WHILE AT WORK [ .

| atended the decéased fro [ . 1&%!& last saw :;;:,nlive on_w !b.?

Desth occurred at. ,‘..’” Pl —m on the date sated sbove, and to the best of my knowledgs, fromithe causes stated.

$

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF :
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- DOCUMENT

MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

2,

.22a. SIGNATURE [Degree or title} 22b. ADDRESS, . 22¢. DATE SIGMED

VAD éag(u_/J/L. AR

23a. BURIAL, CREMATION, | 23b. E 23c. HAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county}
éEMO\.IAL tSpecify) w ! U {.}'
24, FUNERAL DIRECTOR DDRESS 'ﬁé EATE QE%D%Y LOCAL RE&
Olhow Firie Oank, Mo. | P~ 3063
/ _ ) gnk %

{Licensed Embalmer's Statement on Reversa Sids)

SHOULD READ

BY AFFIDAVIT OF

ITEM.NO.
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STATEMENT. BY LICENSED EMBALMER

Ll

~ | hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by i Student Embalmer No.

working under my personal supervision.

Student___~ i : {/%L Zé&ta:

Signature of Student Embalmer s
Licensed Embalmer No. ﬁgﬁa

P. Q. Address_%é_déﬁL

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 embaimed fact should be 50 stated above .
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