MISSOURI DIVISION OF HEALTH —~ STANDARD CERTIFICATE OF DEATH =
DEPARTMENT OF PUBLIC HEALTH AND WHLFAR 63 040894

STATE FILE NUMBER
Registration District No. _______

DO NOT WRITE ENDED
ON THIS STUB AM 'l—- i Drrs 3 1M ca
. PLACE OF DEATH & T i 2. USUAL RESIDENCE {Where decuud lived. If institutlon: Residence hefore

a. COUNTY J SPER a. sTATEf § SSOUR [b. counTY JA SPER admistion)
b. CITY (If outside corparats limite, give TOWNSHIP only) Length of s1ay in 1hb e. CITY Inzlde 1imits

o CARTHAGE 20 vears| 8w CARTHAGE Yol Mo 3

. FULL NA.ME OF (Lf NOT in hospital, give location) {ntide Limits d. SIREET (It cutsice, give location) Retide on Fyrm
HOSPI ADDRESS

INSTUTION MCCUNE BROOKS HOSPITAL Yer [ No[d 705 OLIVE STREET Yoo O No [X

3. gm oF p%cms:n Firar Middle Lest 4. DATE Month Day Year
ype ar prin . OF
MAUD MABLE SYLVESTER oeam OCTOBER 16, 1963
5. SEX & COLOR OR RACE 7. married [ Never Married [] |8._DATE OF BIRTH | 9- AGE (la binthdey) [IF UNDER ¥ YEAR | IF UNDER 24 HR
F EMAL E WH IT E Widowed [} Divarced [ 8—-23-1 Bao 83 Months ' Days Hours | Min.
102, USUAL OCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (Ciry and srate or country) | 12. CITIZEN OF WHAT COUNTRY

uf'réﬂms. Efvwnrkmg life, even If retired) HOU SEWIFE CGQE ER COU NTY ’ Mo. U - S .A .

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME t4. NAME OF HUSBAND OR WIFE

JOSEPH S. FRANKLIN MATTIE SMITH LeMuEL Po SYLVESTER

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14 enrisl SECIIBITY WO 17. INFORMANTY Address

(Y.lNBorUnknownll(liyﬂ,givawaro:dnmofnwl u I- E- SYLVESTER'RT 2’CARTHAGE MO.

18. CAUSE OF DEATH (Enter only one cause per line for (a), {b), and [c}. INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET gpND DEATH

IMMEDIATE CAUSE (2)

VS 300
Rev. 4/59

'hea 7
20467

TOATE AMENDED

DOCUMENT

which gave rise to
sbove cause [a),
stating the under-
lying cavsa laal,

Conditions, if nnv.] DUE TO (b)

DUE TO (<}

PART 1). OTHER SIGNIFICANT CONDRITIONS CONTRIBUTING TO DEATH but not related 1o the terminal FPART I1). If  deceased wm female war
diseass condition given in PART | (a) ] there # pregnangy in last 90 days.

- I 0O Ya I {No l O Unknown
19, WAS AUTOPSY 20s. ACCIDENT  5UICIDE HOMnlchE 20b. DESCRIBE HOW INJURY OCCURRED. (Emer nature of injury in PART | or PART 11 of item 18.)
a O

PERFORMED?
YES O NOO

20c. TIME OF Hour Month, Day, Year
INJURY a.m.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

p.m.

204, INJURY OCCURRED 20a. PLACE OF INJURY {m.g., in or about home, | 20i. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factary, streat, office bidg., erc.)
NOT WHILE AT WORK [

v
" 21, | attended the decessed ha;«__%% Mnd last saw h:m alive D_Q&%—é;—
'4' m on the date sfled above, and to the best of my knowledge, from the cades stated

Death occurred at
. 22b. ADDRESS lll22c. DATE SIGNED

MsDa| 1515 HazeL, CarTHAGE, Mo, 10=-17-63

23a. BURIAL, CREMATION, Plc. NAMEYDF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {S1ate)

REMOVAL =B |AL10-19-G3 INDEPENDENCE CEMETERY BATes CouNTyY, MISSOURI
24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. %ﬂ‘s S5iG TLRE
ULMER FUNERAL HOME, CARTHAGE, Mo, | /0-/F-693

[ §
(Liconsed Embalmer’s Statament on Revarsa Side)

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

ITEM NO.T SHOULD READ

BY AFFIDAVIT OF




o

SRS B T o T
q”'* -1 :'*"(.F o2 PRk

-t

.

e

STATEMENT. BY LICENSED EMBALMER

I hereby certify .that the bodyl whose name.is rec‘o'rae—d on the reverse side of this cerfificate was embalmed by me,

or by Student Embalmer No.

. . %— . ‘ /&M
Student Slgned ezé% - %

Signature of Student Embalmar

Licensed Embalmer No. 51 21
P. Q. Address CA RTHAGE 4 MO L

a
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.,, (Failure to comply
, with the above constitutes grounds for revocahon of hcense)
. If 'embalmed by a STUDENT, he alsg shall signin his OWN’ handwrmng
If this body is not embalmed, fact should be so stated above.

t



