MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B63=043141

DEPARTMENT OF PUBLIC HEALTH AND WELFAREK o 5 STATE FILE NUMBER
- Registratl istrict N 3 / - ; 3
DO NOT WRITE AMENDED egistration District No. m——Primary Registration District No, __o S Registrar’s Na. .. ——

ON THIS STUB | FIE_:l } | “t', | 3 19&9

1. PLACE OF DEATH 2. USUAL RESIDENCE [Where decened flived. |f institution: Residence before
a. COUNTY : d . STATE b. COUN dmissi
R:f ic/x;q Cape Girardeau : Mo, 'Cape G ra pg Qimien

b. CHTY (If outside corporate limits, give TOWNSHIP anly) Length of stay in b c. CITY

Instda Limits

OR ' OR

own  Cape Girardeay 1 day ToWN Jg ek son Yegfl No O

]2/4 ‘P €. ﬂ.g.épt;l‘ﬂEogF (1f NOT in hospital, give lucation) Inside Limits d. :g’%%%gs (If cutside, give lacatian) Reside an Farm
20/ Lo INSTITUTION SOU’th@st HOSDit&l vengt No ] Nelli e St. Yes O Noi

- . NWAME OF DECEASED First Middle 4, DATE Month
{Type or print}

DATE AMENDED

Day Year
p OF
Anwvir MAST ERSON vta  November 30, 1963
5. SEX 6. COLOR QR RACE 7. Moarried (1 Never Married [] |8. DATE OF BIRTH | 9- AGE {last binhday) | IF UNDER | YEAR IF UNDER 24 HR

Female Wihlte wdwed @ Owersi O 1y spo gl ge | o] o] ] M

104, USUAL OCCUPATICN (Give kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY| 11 BIRTHPLACE {City and stete or country) | 12. CITIZEN OF WHAT COUNTRY

during most of working life, even If retired)
gawife | Shawneetown, | U, S, A,
Retired H , —Ma.

12a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. E OF HUSBAND OR WIFE

Frank Bonney Laura Colyer James @+ Masterson

t5. WAS DECEASED EVER IN U.5. ARMED FORCES? 14, SOCIAL SECURITY NO. | 17. INFORMANT Address

(\’em or unltnown)l (if yes,NIU war or dates of o I'S. J‘ohn Thompsong Jac KSOD . Mo.

18. CAUSE OF DEATH {Enter only one cause per | " INTERVAL BETWEEN

PART |. DEATH WAS CAUSED BY: . - IONSE‘I’ AND DEATH
IMMEGIATE CAUSE (a) W LA«WM 2 dé..-.

DOCUMENT

which gave riss to
above cause (a),
stating tha under-
lying causa last. DUE TQ ()

FART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bur not relaied to the rerminel PART 111, 1 decessed wasr  femsle was
disease condition given in PART 1 [a) . there a pregnancy in last 90 days.
= Yesi 0 Ne I [ Unknown

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART 11 of item 18.)
PERFORMED? [m] [m ]
YES[] NC O

20c. TIME OF_Houl  Manth, Day, Yeor |~
iNJURY a.m. L
p-m,

20d. INJURY QCCURRED 20s. PLACE OF INJURY (¢.9., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY
" WHILE AT WORK [ farm, foctory, street, office bida., efc.)
NOT WHILE AT WORK []

21. | attended the deceased from__M._,—-mL |o_..._L_3_n_.‘._?_and last saw hbuhve on /} - ?a-— ‘?

5 30 R on the date stated above, and to the best of my knowledge, from the causes stated.
22c. DATE SIGNED

ey 7Ny TR s ™ PN PR Py

1] - - a .l‘ - P
Conditions, if any, DUE TO {b) M“{ m—u—oé—dq_—ﬁ_ -7
d ¢ <«

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

Death occurred at.

SHOULD READ

23s. BURIAL, CREMATION, | 23b. DASE 23c. NAME OFf CEMETERY OR CREMATORY 23d. LOQCATION (Cily, tawn, or county) (State}

EHFYB T 12/1/1963 Apple Creek Pocahontas, Missouri

24. . FUN'_ER L DIR Q P DDRFSS 25. DATE—:!ECD BY lo? Z 3 . k ISTRAR'S SIGNATURE
= sickson, Mo. | /Z

/‘_ / {Licensed Embalmer’s Statement on Reverse Side)

USE BLACK INK
OR
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 Embaimer No.

working under my personal supervision.

. . .
: ?
Student : Signed Q . Q . @Mﬂp ’QA .
Signature of Student Embalmer . 0 U
Licensed Embalmer NO.M

.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hqs OWN HANDWRITING. (Failure to comply
with the_abowe 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.

'\

-




