MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH - .63 -0 ;q ! 05
DEPARTMEN OF PUBLIC HEALTH AND WEL FARE &
T 'ltagnstnhun District Ne. __..,:J!_s:.h_l’nmary Registration Digtrict No. 3.!__2_2__Reﬂllh'll‘ s No. ___.z 5_7__-_ STATE FILE NO

DC NOT WRITE iV NS
ON THIS STUB AMENDED FH.ED NOY-1-2
). PLACE OF DEATH 7 USUAL RESIDENCE (Where decewsed lived. 1T instirution: Rendonce Bofors

a. COUNTY Jas per a. STATE Mo . b COUNTY  Ja g per admisslon)
b. Cé]: (If outsida corporate limits, give TOWNSHIP only) Length of stay in 1b [ CCI)TRY . Inside Limits
own Webb City D.0.A. ome  Webb City Yedf) No O

€. FULL NAME QF [If NOT in hospital, give location) Inside Limirts d. STREET {if outside, give [ocation) Resida on Farm
HOSPITAL GR ADDRESS

mstwurion Jane Chinn Hospital |Ye® NeD 122 N. Ball St. Yes O No [X

J. ':AME OF P‘CEASED First Middta Last 4, DATE - Month Dsy . Yoar
(Type or print) Iutie Cresswell Watson vam November 6, 1963

5. SEX 6. COLOR OR RACE 7. Morried [1  Never Married [ lf. OATE OF BIRTR | ®- AGE {lest birthday) [IF UNDER 1 YEAR | IF UNDER 24 HR

Widowed 1 Oivarced [T [ D /13 /185] 8 74 Months l Days | Hours |  Min,

10a. USUAL QCCUPATION (Give kind af wurk done | W0b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and sfate or country) | 12. CITIZEN OF WHAT COUNTRY

duri f kgD lif f .
e Sne Housew{te Nashville, Mo. U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Eminger Creaswell Fliza Jane Smith
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT dr Ba]_l St

e3, no, or unknown f yo3, gi ates of servi .
res gy & e [(1F ven wive wer o der Orin M. Watson, \-# bb Citv, Mo,

18. CAUSE OF DEATH (Enter only one cauie per line INTERVAL BETWEEN
PART !. DEATH WAS CAUSED BY: ONSET AND DEATH

IMmEDIATE caust ) Acute respratory failure 3 min.

VS 300
Rev. 4/59

DATE AMENDED

—
Z
w
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p=1
L
Q
[a]

Canditions, If any, cuetowm__Cerebral vascular acecident 10 min,
which gave rise to
above caume (a},
stating the undar-

Iying  couse last. e o @ Arteriosclerosis

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted fo the terminal PART It If decessed was fomale was
disesse condition given in PART | {a) there » pregnancy in last 90 days.

3 Yes ] 0 Ne ] [J Unkncwn

. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of injury in PART | or PART 1| of item 13}
PERFORMED? 0 ] u]
YE5 O NO

, TIME QF Hour Moanth, Day, Year
INJURY a.m.
p.m.

. INJURY OCCURRED Me. PLACE OF INJURY (e.g., in ar about home, | 20f. CITY, TOWN, OR LOCATICN COUNTY
WHILE AT WORK (] farm, factory, street, office bidg., etc.}
NOT WHILE AT WORK [J

. | attended the dec"ennd from. 10_-15-52 to. lQ—2 2-63 and last lnwmaliwonlo-22—63

Death oecurred at. . 9 4 5 A4 .m on the date stated sbove, and to the best of my knowledge, from tha causes stated.

22a. SIGNATURE or litle) 5 225, ADDRESS 22c. DATE SIGNED
(/( Ip b Webb City, Missouri 11=7-63_

73a. BURIAL, CREMATION, | 23b. DA‘:E EOF csmnenv OR CREMATORY 23d. LOCATION (City, town, or county) (S1ate)

23:
%";?ﬁg"ﬁ"&n Nov. 8, 19 GE Memorial Park Cemetery Tulsa, Qkla.
aERAL DT,ECTOR‘ ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR™S SIGNATURE

s TgEed foney,

{Licensed Embyimer's Statement on Reverse Side}

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHCALD READ

BY AFFIDAVIT OF

ITEM NO.




Tyt e,

" ISTATEMENT. BY LICENSED -EMBALMER

oI S B | R
1 hereby certify that the body whose name s recorded on 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

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure
with. the above tonstitutes 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.




