MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFA 5 - T
0O NOT WRITE AMENDED Regiatration District No. —____ 9 _____Primory Registeation Disttict Now _ €. 3 8 Registrar's No. . 2,?__?“1_.__‘

Al e Pw_ .Y
ON THIS STUB FFH =G 5 1963 r—
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before

a. COUNTY STAT| b. COUNTY edmissi
Lafay&tte > mwaom . La,fnuei,tg mission)
b. CcI"I;f {If outside corporate limits, giva TOWNSHIP only) Length of stay in ib c. C1TY Lnside Limirs
own [ exingdon 5 days TOWN//J.g,g,cM ville Yend) No O3
1 hn g(,‘ 2 c. FULL NAME OF (if NOT in hospital, give location) Ingide Limins d. STREET {If cutide, give location) Reside on Farm
- 7 L s HOSPITAL OR . . ADDRESS .
2, e f wstimon Memondial: Hospital Yesgl No D) o alee ikl Yer O No jg
fris
13 3. NAME OF DECEASED Firsl Middle Lasr 4. DATE Month Day Year

(Type or print) Wil { Lam Bde Tweﬂ_ D?AI:TH Nov. 9 1963

4 0 5. SEX 6. CO,LOR OR RACE 7. Married (R Never Married [] 8. DATE OF BIRTH | 9 AGE (laat birthday) | IF UNDER | YEAR IF UNDER 24 HR

5 Widowed [ Divarced 3 0_,4 ’qc?é 57 Mtﬁhl‘[qul | Hours Min.

104, USUAL QCCUPATION (Give kind of werk done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (City and state or couniry) | 12. CITIZEN OF WHAT COUNTRY

durrgarjg;bwg}z life, mven if retired} B . ! f ” V‘Lue ﬂb, USA

13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME b 14. MNAME OF HUSBAND OR WIFE

Bernard Thallea Anna mueUeA LLlian NMuellea Thaller
15. WAS DECEASED EVER IN U.5. ARMED FORCES?Y 16. SOCIAL SECURITY NO. INFORMANT Address

(Yas, no, or unknown)[ (If yes, give war or dates af 1orv

no | mﬂA um._Zb.aJJ.u_l{t%wm
18. CAUSE OF DEA'I'H {Enter only une cause per linelror o -

PART I, DEATH WAS CALISED BY: l/ ﬁ ONSE D DEA'I'H
IMMEDIATE CAUSE (a) () a '/ S

e

ATE FILE NUMBER

VS 300
Rev. 4/5%9

DATE AMENDED

DOCUMENT

Caonditions, if any, DUE TO (b}
which gave rise to
above cause (a),
stating the under-
lying cauvse last. DUE TO {¢)

PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUT'ING TQO DEATH but not related to the terminal PART Ill. If deceased was female was
disease condition given in PART | {a) there a pregnancy in last 90 days.

rlj Yes l 0 Ne [D Unknown

19. WAS AUTOPSY /_,_ACt:mEm SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? ] O u]
YES 1 NO BT

200 TIME OF  Houl  Month, Day, Year |
NJURY a.m.
p.m.

20d. INJURY OCCURRED T0e. PLACE OF INJURY [e.0., in or about home, | 20f. CITY, TOWN, OR LOCATION

WHILE AT WORK [ farm, factory, street, oHice bldg., etc.)

NOT WHILE AT WORK [J
s~ - 3 /i~ T~ (3 - r- P~ S

10 and last saw |, alive on,

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

21. | attended 1he deteased from.
Death occurred at. Vi e 403 ﬂ ‘" _m on the data stated above, and to the bes! of my knowledge, from the causes stated.

USE BLACK INK

Deagree or title) 22b. ADDRESS A 22c. DATE SIGNED

22’%/ 62( 7 b, A /M,L/\A» ,,/,,/(.?

23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, 1own, or county) (State}

Burnial " 11-12-1963 §2. Many's Higgineville Missouni

24, FUNERAL DLRECTOR v RESS d 25. DATE RECD. BY LOCAL REG." | 26. REGISTRAR'S SIGNATURE

Fornest A, ﬂagfpn /hnnxnju; ,ffp M. 9 vy /9L

(Llcenned Embalmer’s Statement on Reverse Side)

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




P agasr 7

.

-

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.

working under my persona! supervision.

Student

Signature of Studen! Embalmer

T

Licensed Embalmer No. l" ?‘)-8

Higginsville, M.

P. O. Address

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.




