MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH lG :04633'?

DEPARTMENT OF PUBLIC HEALTH AND WELFA Z 3 { iy .T
. * - STATE FILE NUMBER
DO NOT WRITE AMENDED Ragistration District No, . ____._€ 7 __/ ___ Primary Registeatian District No. _____p_‘_g______ﬂagutur 's No. _.f 7 ..r‘_":—:'zﬂ,_____

ON THIS STUR T 2
1. PLACE OF ( u:h'ﬂ-‘l 51363 2. USUAL RESIDENCE {Whero decossed fved. If insitution: Rasidence bafors

. COUNTY .. ’
‘ Jasper STATE Mo 9N parton

b. Cé‘l: [If outsicle corporate limits, give TOWNSHIP only) Length of stay in 1b <. CCIJTRV Inside Limits
wown  Carthage 2 Monthg| tws Golden City Yes [ No OO

€. FULL NAME OF {1f NOT n howpitsl, give location} Inside Limits d. STREEV {1f cutide, give incation) fteside on Farm

HOSPITAL O .
msmunoNRMcCune_Brooks Hosplta vaal NeD APDRESS 412 Depo't Yos J Neo [

3. NAME OF DECEASED Firsy Middla - Laat 4. DATE Meonth Day Year
{Type or prinn OF
Gertrude Emma Curtis DEATH

V§ 300
Rev. 4/59

adminsion)

"pde v
200015

DATE AMENDED

A"
5. SEX 4. COLOR OR RACE 7. Married [0 Never Married [ 8. DATE OF BIRTH | 9. AGE [lost birthday} |IF UNDER | YEAR | IF UNDER 24 HR

F ema l e White Widowed m Divorced [ 3_24_190 7 56 Months I Days Hours | Min,
—_ 102, USUAL OCCUPATION (Give kind of work done | 10b, KIND OF USINES&WR €} BIRTHPLACE (City and state or couniry) | 12. CITIZEN OF WHAT COUNTRY

SRERR Yo e vendfretind) | A1berts Tool & [Milwaukee, Wis USA

13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME T4, NAME OF HUSBAND OR WIFE

Gust Michael Minnie Edward Curtis
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 17. INFORMANT Address Ca I“thag [=) ' Mo

(Ylwa,orunknown)l(lfyn,givnwnrordan:nfurvl RObert E Curtls 922 E College

18. CAUSE OF DEATH (Enter only one cause per line far {s}, {h), and {c}. INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (a) Ar pDoSdrcov o d‘!‘ ’H Vl'g e —
T

DOCUMENT

which gave rise to
above cause [a),
wiaring the yndar-
lying <ouss lmst. DUE TO (c]

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted toc the terminal PART 111, 1§ deteased was female was
diseasr condition given in PART 1 (8} thers a pregnancy In lasy 90 daye.

rn Yes I xﬂn I O Unknown

19. WAS AUTOPSY | 20a, ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY GCCURRED. (Enter nature of injury in PART | or PART I of item 16
PERF{JRMED? a (w] 8] ~ .
YES NO ([ )

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

20d. INJURY QCCURRED 20e. PLACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK farm, factory, streat, office bldg., etc.)
NOT WHILE AT WORK [J

21. | amended the d d from ?/’V /é 3 , to. 11-4-63 and lair saw :iat::nlive on 11-4-63

m on the date stated sbove, and to the best of my knowledge, from the causes stated.

Condilions, if nrry,] OUE TQ (k).

- - “ ’ M Y

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

'MEDICAL CERTIFICATION’

Death occurred at.
22a. SIGNA (Degree or title) 22b. ADDRESS 22¢. DATE SIGNED
11-4-63
238, BURIAL, CREMATION, | 23b. DATE 23¢c. NAME QF CEMETERY OR CREMATORY 234, [OCATION (City, town, or county) [Sr1ate}
REMOVAL [Specify)

Buria 111=6~1963 Park Cemetery Ca

rthage Mo
24, FUNERAL DIRECTOR ADDRES: 25. DATE REco_._mr LOCAL REG. [ 24, ARIS SIGNATLRE
Knell Mortuary Carthage Mo //-9 =63 %M&
7

Licansed Embaimer's Statement on Reverse Side]

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

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

or by Student Embalmer No. 6 23

working j 2y personal superyision.
Student 4@ Signed \g’( d’u,L,fG‘_Jb(I.’ 1%&.() L /

S!gnn'lura of Sludent Embalmer

Licensed Embalmer No. 4440

P. 0. Address_Carthage, Mo _

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 embalmed, fact should be so stated above.

=
{




