MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B632043492

DEPARTMENT OF PUBLIC HEALTH AND WEL

2 [ STATE FILE NUMBER
O NOT Whi istyation Duh’lc\‘ No __[ —— Primary Regisitation Dintricr No, .a"ﬂ______kegushnl"l No. __’_5 ‘ 9_,____
TE AMENDED =r- o
ON THIS STUB LI =y “U V a_f 1‘-"54

I. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceaged livad. If institution: Residence befare

4. COUNTY Qzeme 5. STATE m-LAAO unl b COuUNTY Cm admisslon)

b. CITY (If ovtside cerporate limits, give TOWNSHIP only} Length of sray in 1b c. CITY Inzide Limits

OR . ) OR
ToWN Sponingfield X days own  Omnk, Route #2 Yo O Mo fg
c. FULL NAME OF {1f NOT in hospital, give |ecation) Imside Limirs d, STREET {If cutside, give location)} Reside on Farm
HOSPITAL O ADDRESS

INSYTUTION, _St goflM ”Oadpbﬂ!l Yol Ne[] 5 W /Vonifuue,ot Yes g No [

3. MAME OF DECEASED Firgy Middle 4. DATE Month Doy Year

{Type or print} Wills Tamens foran DEATH Novemben 12, 1963

5. SEX 4. COLOR OR RACE 7. Mertisd K Never Married [J |6. DATE OF BIRTH | P AGE (lan birthday} |IF UNDER 1 YEAR | IF UNDER 24 HR

W}M‘_.tp Widowed [ Divarced [ 1/15/1&5 &9 Manths I Days ernT Min.

10a. USUAL CCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS QR INDUSTRY BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY

dyring most rworkinq life, even if retired) . . R
anmen. oiny & Stockman _Omnk, Missouni | A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
_Ham.ﬁaa._ﬂmaa.___—__% Hf#“i iz Jane Grubaugh
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 1AL secumn' NOQ. ‘17. Y ¥ Address

{Yes, no, or unknown) | (If yes, give war or dotes of serv

no -——— I !Faé [,'!h
18. CAUSE or DEATH (Enter only ona cause por fins S TERVAL BETWEEN
ART |. DEATH WAS CAUSED BY: V DINSET AND DEATH
JMMEDIATE CAUSE fa) =

Conditions, if any, DUE 1O {b)
which gave rise to
above csuse (o),
sfating the under-
lying cause {ast. DUE TO (¢)

PART 1. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART ). If dacaased wan  female  was
disease cpndition given in PART | {a) there & pregnancy in laat 90 days.

rl] Yes l O Ne I [ Unknown

19, WAS AUTQPSY a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY CURRED. (Enter narture of injury in PART | or PART |l of item 18.)
PERFORMED? 0 (W] a
YESO NOOD

. TIME OF Hour Month, Dey, Year
IRJURY a.m.
p.m.

. INJURY OCCURRED 20e. PLACE OF INJURY [e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factory, utrest, office bidg., enc.)
NOT WHILE AT WORK [

| attended the deceased [m"‘%' lo_ﬂ&ljj.m.s_nnd last saw ht i alive on_ﬁ#a‘_%-.Li-‘-j_

Deaih occurred at. (s m on the date vated sbova, and to the best of my knowledge, from the causes stated.

VS 300
Rev. 4/59

DATE AMENDED

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

[ 22c. DATE SIGNED

[1-2]43

ey ot i :
BURIAL, CREMATION, | 23h. DATE 3 8 ) N {State}

"REMOVAL (Spesify)
unial Nov.

24. FUNERAL DIRECTOR

_ AdLs
-
. -

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




L
;,':‘:.?3--..*

L L

STATEMENT. BY LICENSED EMBALMER

| hereby cerlify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by S - _ Student Embalmer No.

N T "“_—....

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No.
P. O, Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING
with J\the above consmutes grounds for revocanon of hcense) a
" If embalmed by a STUDENT he 'also shall' sign in his OWN handwtiting. - T

If 1h|s body is not embalmed, fact should be so stated above. s

neaa oY

4 Fs0

2e.

(Failure to comply




