MISSOURI! DIVISION OF HEALTH — STANDARD CERTIFICATE OF

DEPARTMENT OF PUBLIC HEALTH AND WELFAR

DO NOT WRITE
ON THIS 5TUB

VS 300
Rev. 4/59

'moz
20/7/ -

DATE AMENDED

Ragplotestiqn District No. ___ . ____

Registration Diatric? No. _

63-040304"

—al
L

STATE FILE NUMBER

7

O
17

>

2 3 19pT
1. PLACE OR(DEA

b COUNTY (fﬂss

2. USUAL RESIDENCE (Whm@#ea_ud fived, If institutian; Residence before

a. STATE MO

admission)

4

Length of stay in 1b

YR s.

c. CITY

785»4 BEH’OA.I

Inside Limits

Yes [ No O

.
QF {If NOT in hospile!, give
OR /

Innide Limirs

Yas )} No O

d. STREET
ADDRESS

{if aurside, give location)

09 Cherry

Reside on Farm

Yes [J Mo

3. NAME OF DECEASED

{T or print}
Ype P P oN D H

Belle  Faalok

4.

DATE
OF
DEATH

Month

/O —

Day

/£ -

Year

/T o3

5. SEX 4. COLOR OR RACE

FEMALE WwWHITE

Divarced [

7. Mamied (1 Naver Married [J !a. DATE OF BIRTH
Widowed [J

-2,-

9. AGE (last birthday}

92

IF UNDER | YEAR

IF UNDER 24 HR

Months Days

Hours —I Min,

10a. USUAL OCCUPATION {Give kind of work done
-"dyring mown of working life, even if retired)

Housew,fe
t3a. FATHER'S NAME

Ispac Kreewe Y

15. WAS DECEASED EVER LN U.5. ARMED FORCES?

{Yes, no, or unknown) | {If yes, give war or dates of
futliialinanai-ty

o ——

10b. KIND OF BUSINESS OR INDUSTRY| 1L

ownN Nome

t3b. MOTHER'S MAIDEN NAME

BIRTHPLACE (City and stats or eountry) | 12. CITIZEN OF WHAT COUNTRY

EJHCKGDI\J da- Mo. L S A

14. NAME OF HUSBAND OR WIFE

ElLvira (ampBell BT Reter=

14, SOCIAL SECURITY NO. |17. INFORMANT Address

Feavees Keeney Bel{og - Misscos
INTERVAL BETWEEN
NSET D DEATH
Qandr ot (oo

Q ot

Q_,AA,G—V.__&A-‘-—;, MJM.O
N\ -

PART HI, If decassed was femalsa was
thera & pregnancy in last $0 days.

[Un- ] 0 No l 0 Unknown
niury in PART 1 or PART 11 of item 18.)

18. CAUSE OF DEATH [Enter only one cause per
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

—
r4
w
=
3
o
o
o

Conditions, if any,
which gave rise 10
sbove causn (a},
siating the under-
Iying ceuse lant. DUE TO (c}

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal
disease condition given in PART I (a)

DUE TO (b)

INSTEAD CF

19. WAS AUIOPSY 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of
PERFORMED?

YES 0 NC [P

20¢. TIME OF
INJURY

20s. ACCIDENT  SUICIDE  HOMICIDE
- o ] 0

Hour Month, Day, Year
am.

p.m.
20d. INJURY OCCURRED

WHILE AT WORK [T
NOT WHILE AT WORK [J

- hor oo Ik 1 7~ €3
21. | attended the dncensad_f'r_ . to r_J_LéLnd last waw pomalive o
Death occurred at. i O IY\ __m on the dale stated shave, snd 1o the best of my knowledge, from the causes stated.
234 ATGNATURE {Dewr ey 27, ADDRESS w 22c. DATE SIGNED
’ danend Yoo
’ L1

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

300, PLACE OF INJURY [e.9,, in or about home, | 201, CITY, TOWN, OR LOCATION COUNTY STATE

farm, factory, street, offica bidg., atc.)

USE BLACK INK

TYPEWRITER RIBEON
SHOULD READ

23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 73d, LOCATION {Zity, town, or county)

{Stata)
REMOVAL (Specify)
uRral [0/10 /6 3

24. FUNERAL DIRECTOR ADDRESS

£ K EecoracSors Belfon, M sso0c)

{Licersed Embaimer’s Statement on Reverse Side)

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Llcensed Embalmer No. 5 7 7/

- PO

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OW ANDWRITING. (Failure ta comply
with the above constitutes grounds for revocation of license). oLy, . :

If embalmed by a STUDENT, he also shall sign in his QWN handwrmng

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




