MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH :163-0387139

DEPARTMENT OF PUBLIC HMEALTH AND WELFARE

. Regltration Districs N /.- Primary Registration District N 3,.,1’ o, 338 STATE FILE NUMBER
DO NOT WRITE AMENDED _g_! : on € lr?_:lcnrn‘._r__r)___i___._ﬁ_é_a__ - .—.Primary Registration District No. _ "RV E? __Registrar's No. | _wed_wd b0,

ON THIS STuB . L ey ey e A N2 N F~ 10 )
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decened Iwed If institution: Residence before

2. COUNTY Ada 11" a. STATMisS Ouri b. MNTY Adair sdmimion)

b. CITY {If outiide corporate limifs, give TOWMNSHIP only) Length of stay in 1b c. CITY Inside Limits

Town  Kirksville oW Kirksville Yea O No R

¢, FULL NAME OF (If NOT in hospiral, give locatian) laside Limits d. SIREET H cutside, give location) Reside on Form
HOSPITAL OR ADDRESS

INSTIUTIONG ] p kg , OSteopathic Hosplye® N0 R.P.D. #l\l Yes [0 No [

3. NAME OF DECEASED Firsy Middle Last 4. DAITE Maenth Day Year

(Type or print) ANNA BENNETT D?:TH Oct, 11 1963

5. SEX &. COLOR OR RACE 7. Married Never Married (1 8. DAT OF BIRTH | P- AGE (last binhday} | IF UNDER 1 YEAR IF UNDER 24 HR
Fema 18 Whit =] Widowed Divorced [ 9- 90() 63 Months Days Hours Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY

HEATS RIS Pr oven if retired) Domestic Adair Co. Mc. U.S.A,

132. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME QOF HUSBAND OR WIFE

Frank Mason Anna Powers Will Bennett
15. WAS DECEASED EVER IN U.5. ARMED FORC) o E— TY NOQ. 17. INFORMANT Address
(Yes, no, or unknown)l {If yes, give war or clates)

——— e Will Bennett, Kirksville, Rt

18. CAUSE OF DEATH (Enter anly ane cause per lina for {a), (b), and [c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: - ONSET AND DEATH
IMMEDIATE CAUSE (1) W
- N .
Conditions, if any, DUE TQ (1) a -
wbhl'ch gave rise f’o . -
above cause (a), s @
slaring the under- MMM P, S :
: DUE TO (¢} — / 7

lying cause last,

PART 11. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING 1O DEATH but net related fo the terminal PART 110, If deceased way  female  wos
disease condition given in PART | (a} thera a pregnancy in last 90 days.

'I:] Yes | O Ne | O Unknown

15. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMIGIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of Injury in FART | or PART IT of item 1B.}
PERFORMED? [} o u]
YES [ NO

20c. TIME OF  Houl  Month, Cay, Yeer |
INJURY a.m.
p-m.

20d. INJURY OCCURRED 20¢. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, IOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, factory, street, office bidg., ete.)
NOT WHILE AT WORK O

21. | attended the deceased fro &-' h ln—//0 -\/ Z‘\é } and last laW‘Hﬂ‘alwe on 74 ~7 & *‘é %

Death occyrred at on the date stated above, and 1o the best of my knowledge, from the causes Mated,

% Ev [egres of nne]Z g@) 225, Eou;{s:s*-z . 2 Z %é& /:;c;;:\'-tizc;aso

V5 300
Rev. 4/59

'oes7

250 ro
L=

DATE AMENDED

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MERICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ .

L3
23s. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fawn, or counly) {State)
REMOVAL [Specify)

Buria 10=13=1963 | Maple Hills Cemetervy

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

Davlia & Davls, Kirksville, Mo, M /&/?63'

(Licansad Embaimer‘s SiaTement on Reverse Side)

8Y AFFIDAVIT OF

ITEM NQ.




STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer

working under my personal supervision. @ Z /ﬂ : ) /
Student Signed M—C@

Signature of Student Embalmer

Licensed Embalmer No L|'219

P. O. Address <] 1 M

Mote: The above MUST BE SIGNED BY THE LICENSED EMBALMERl 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 embalmed, fact should be so stated above.




