MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH _ 53-0411:220

DEPARTMENT OF PUGBLIC HEALTH AND WELFA

STATE FILE NUMBER
DO NOT WRITE AMENDED Registration District No. 3 [__C__...._.Prlmlry Registratian District No. 3&&-[__-_Regulrlr s No. .2 _Z______
ON THIS STUB

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. [ institution: Residence before
* COWNY ot . Francols * SATMY s sourt®™ "™ St. Francof§™

Bb. CCI)E' (If outside corporate limits, give TOWNSHIP only)] Length af stay in 1b . CITY Inside Limits

CR
%N Flat River % Flat Rlver vos ) Mo

¢. FULL NAME OF (If NOT in hospital, give location) legide Limits d. STREET {1f cutside, give location) Retidn on Farm
HOSPITAL OR ADDRESS

INSTITUTION ] YﬂmND O 112 Srd . St . Yer [0 No w

3. NAME OF DECEASED Eirsy Middle Last 4. DATE Month Day Year
[Type or print) OF

ANNA B. SKITH CEAM Qet. 1965

5. SEX 4. COLOR OR RACE 7. Marcled [0  Never Marriad [] [8. DATE OF BIRTH | 9 AGE (lest birthday) | 1F UNDER 1 YEAR IF UNDER 24 HR
) Months | Days

Female vmi te Widowed E Divarced [ :2/11/1 886 77 é lé Hours Min.

10a. USUAL OCCUFATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHFLACE (City and state or ceuntty) | 12, CITIZEN OF WHAT COUNTRY

d-ffaﬁogeowirkhé life, aven if retired) St . FanCOj. 8 CD . MO U

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

C. L. Nixon Unknown J. D. Smith

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14 CACIAI SEMIDITY MM 17. INFORMANT lledsT;d St
-

(Yes, no,ﬂounkmwn]l (If yes, give war or dates of sarvi Cl 1ff°rd th Fl p L Riv

v$ 300
Rev. 4/ 59

DATE AMENDED

18. CAUSE OF DEATH (Enter only one cause per line for (a), {b), and {(c). I‘N'IEIIVAL BETWEEN

PART |. DEATH WAS CAUSED BY: ? —_— AND DEATH
IMMEDIATE CAUSE (s} ML&@@G—

- -
Conditicns, If any, DUE 10 {b) o el
which gave rise to hd V4

above cayse (a), .

stating the wnder-

lying cause las. DUE T0 {c)

PA;I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 1O DEATH but not releted io the terminal PART 1. If decopsad wan famale waes

DOCUMENT

diseaze condition given in PART | (a} . . there a pregnsncy In last 90 days.
3 W ﬂ?—e I O Yes lyNo I O Unknown

19. WAS AUTOPSY WACCBENT SUICEIIDE HOMEIICIDE 20b. DESERIBE HOW INJURY OCCUR . [Enter Bature of injury in PARY | or PART ] of item 18.)

PERFORMED!
YES(] NO:

20c. TIME OF  Hou Month, Day, Year
INJURY a.m,
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILLE AT WORK (O farm, faciery, street, office bldg., eic))
NOT WHILE AT WORK [J

-y her . 5
21. | attended the deceased frol / Mnd last saw i alive DM

8 . 50 t m on the date itated sbove, and to the best of my knowledge, from the causes stated.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

Desth occurred at

USE BLACK INK

22b. ADDRESS 22c. DATE SIGNED

A2 Flot River, Mo. 10/31/63

23a. BURIAL, CREMATION, W 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, of county) (Srata)

22a. SIGNATURE (Degree or title)

TYPEWRITER RIBBON

SHOULD READ

ﬁsag-vfgi’“iW) Woodlawn Cemetery Leadlngton, #Mo.

24, FUNERAL DIRECTOR ACDRESS 25, DATE RECD. BY LOCAL REG. ZO.gISTEAR'S IGNATURE
Murphy L. Spsrks Flat River, iio . 3 zé,l_ﬁ.u' W)

{Licensed Embalmers Statemant on Reverse Side)

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

1 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 personal supervision.
Student Signed% %&L
Signature of Stydent Embalmer b F—'-'/'.

Licensg Embalmeg/No.

P. O. Addres

Note: The above MUST BE SIGNED BY THE LIGENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, hg a!%o shall sign in his OWN handwriting.

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

‘ L™




