e

N;ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WEL FARK
DO NOT WRITE Registration District No. ________.-3 L_Jrrmury Registration District No. 9_3__4__6____ A

ON THIS STUB SEP T 0 095y
1. PLACE.OF DEATH v

= CONrY gt . Francols
b. CITY (If outside corporate limirs, give TOWNSHIP only}

OR
TowN Bonne Terre

. FULL NAME QF {if NOT In hospital, glve location)
HOSPITAL OR

INSTITUTION Bonne Terre HOSP-

3. NAME OF DECEASED
(Fype or print)

B63<037289

STATE FiLE NUMBER

AMENDED

2. USUAL RESIDENCE (Whera decaased lived.
* SA{ sgourd b ONTSE,
c. CITY

own Flat River

o, STREEY {f cutside, give locstion}
ADDRESS

500 Lewls St.

4: DA'IE Month Day

If institution: Residence before

Francoi gémision)

Inside Limits

Yo ) NoOJ

Raside on Ferm

Yes [ Nok

Year

VS 300
Rev. 4/59

Length of stay in 1b

14 Hrs.

Inside Limits
Yesﬁ No [

DATE AMENDED .

Middia Last

MAY BAY

Firsr

"LILLIE

veam Sept. 10, 1963

5. SEX
PFPemale

6. COLOR OR RACE

White

7. Married []  Never Married 0
Widowed R

8. DATE OF BIRTH

Diverced O 8 /] § /1887

¥. AGE (last birthday)

76

LIF UNDER 1 YEAR

Mtuha| éas |

IF_ UNDER 24 HR
Hours Min.

10a. USUAL DCCUPATION

Give kind of work done

10k, KIND.OF BUSINESS OR INDUSTRY| 11.

BIRTHPLACE (City and state or country)

12, -CITIZEN OF WHAT CQUNTRY

St., Francois Co. #p. U.S.A.

14. NAME OF HUSBAND OR WIFE

Clarence E. bBay
Addraas

Flat River, Mo.

INTERVAL BEYWEEN
ONS;T A DEATH

qey »
/

d\ﬁ\& most of wi F& life, aven if ratired)

13a. FATHER'S NA.ME

William Redfearn

15. WAS DECEASED EVER IN'U.5. ARMED FORCES? P4

(Yes, no, or unknown) | (If yas, give war or dates of
no |

13b. MOTHER’S )\{M\IDEN NAME
Cassle Marlow

SOCIAl SECLEDITY NO. [ 17.

il

INFORMANT

J. E. Bay

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}, and [c).
PART |, DEATH WAS CALISED

IMMEDIATE CAUSF-(I)

520424L4¢£5¢Lf7 A/ an clowm
[/]

DOCUMENT

Conditions, if any,
which gave rive to
above covse [a),
stating the under-
lying cavia  laat, DUE TO (<)

PART Il, QOTHER SIGNIFICANT CONDI'IIDNSbCONTIlIBUTING TO DEATH but not related to the terminal
disease condition given in PART | (a)

DUE TO (b}

PART NI If deceased was female  wes
thare a pregnancy in last 90 deys.

'ID Yes ] mﬂo I 0 Uriknown

20k, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in PART | or PART 1| of item 18.)

9. WAS AUTOPSY 20a, ACCIDENT  SUICIDE _HOMICIDE
« " PERFORMED? = O.+"
©oevEes[ Nog( SRR TR

14 .
20c. TIME OF Manth, Day, Yeasr
. CINJURY !

Houl
a.m.

. pm.
20s. PLACE OF INJURY (e.g., in or about home, | 20f..CITY, TOWN, OR LOCATION COUNTY
20d. INJURY OCCURRED . e tory, strest, office bidg., I

~"WHILE AT WORK ' etc.) \
. NOT WHILE'AT WORK [J Y’ _ ', Y o
E / " her o w— /0/ /?‘;
21. | attended the deceased fro , o nd last saw u i

Death occurred at 6 S 30 A * .m on the date stated sbove, and to the bast of I'fly knowledge, from the cavsss sfated.

224 Sleﬂky / MDeﬂree ar !irle}A 22c, DATE SIGNED
23a. BURIAL, C ATION,

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

" MEDICAL CE_RT_IFICATION

STATE

OR |
TYPEWRITER RIBBON

22h, ADDRESS
Deslogé, Missourl

USE BLACK INK

SHOULD READ

23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county}

{State)
9/12/1963 3t. Francols Memo. St. krancois Co. iio.

ADDRESS 25, [DATE:RECD, BY LOCAL REG. | 24. RE%RAR‘S 2!GNATURE Z [
< N

REMOVAL ISpenfy]

24. FUNERAL D1R£CTOR

Murphy L. Spakks

BY AFFIDAVIT QF

ITEM NO.

Flat_ River, Ho 1y 1463

on Reverse Side)

(Li A4 Embal




" STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this-certificate was embalmed by

or by I -Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Note: The sbove 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. handwnfmg

1£-this’ body is not embaimad; fact should be so stated above.

HonLee




