MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 63.:-043’?02

DEPARTMENT OF PUBLIC HEALTH AND WELFARE 3
a 2

) _j ; oi N STATE FILE NUMBER
DO NOT WRITE © AMENDED P‘ftf"f‘q"h’fﬁ ‘T"" _%/__annry Registration District No. ______________Regmrar'l No. __ _____#___

ON THIS 5TUB

1. PLACE OF DEA - 2. USUAL RESIDENCE [Where decessed lived. If institution: Residance before
a. COUNTY r?.lowg [l . srm(a Ly Klo LR GOUNTY Oﬂ.ange sdmission)
b. CITY {If outside corporate limits, give TOWNSHIF only) Length of stay in 1b c. CITY d - Inside Limits

o est Plaing , 7monthd om Buena Park Ya O No O

<. aLg.slpl::rﬂE OF (If NOT In hospital, give location} Inside Limits d. EE)EJE!EELS (1f cutiide, give location) Reside on Farm
wstionigll P, Memorial Hosp. Yeig Mo} 8857 San Antonio Drier o vo
L]

3. NAME OF DECEASED First Middle 4. DATE Month Day

{Type or prini) [_Ola mau {-}LGLURZOJL({ Dg.:TH /7= 2‘;-7?63

5. SEX 6. COLOR OR RACE 7. Married ¥ Never Marcied (] [8. DATE OF BIRTH | 9. AGE (last birthday) [IF UNDER™] YEAR | IF UNDER 24 HR

jemde wwe Widowed 4 Divorced E] f 2 _7 7 _’ 89 69 gewlmm. l Days Hours Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and ntate o country) | 12. GITIZEN OF WHAT COUNTRY
during;most of working life, even if retired)

el e State 095 Kansas ‘U SA.

13a. FATHER'S NAME EY 13b. MOTHER’S MAIDEN NAME 14, NAME OF P’USBAND OR WIFE

John Sportsman Docie 7 James Wesley S. (7 /Lcwx‘o ;

15, WAS DECEASEDf EVER IN U.5. ARMED FORCES? 14 SOCIAL SECURITY KOG INFORMANT Address Y

{Yes, no, or unknown} ,{Il yes, give war or dates of erv /MGMOR (-}Lawxlojl.d (a 5 2 WM/{. pl

18. CAUSE OF DEATH (Enter only cne causa per line for [a), {b), and {c}. {NTERVAL BETWEEN

PART I. DEATH WAS CAUSED B ONSET AND DEATH
IMMEDIATE CAUSE (8} M
W
Conditions, if any, m i

which gava riss to

above cane (a), - -

stating the under- 55 2o 0

lying causa last. TUP-1O=ich

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to ‘the terminal .PART III. If decessed was female wa
divease condition given in PART | {a) there s pregnancy in last 90 days

I O Yes ] O No I O Unknow

9. WAS AUTOPSY 208, ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In PART | or PART Il of item 18.}
PERFORMED? [} " a ]
YESJ NOQJ .
20c. TIME OF Haour Month, Day, Year
INJURY »m,
p.m.

20d. INJURY QCCURRED 20e. PLACE OF INJURY (s.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, street, office bidg., eic.) .

NOT WHILE AT WORK [J =
N A = - =
21, | arrend ecoased fr = 9’ il é 1n_?‘- ‘_/’ ’é—? and et uwmallv- an 7‘ SL“ /’/,&5

Desth oo T2 D 3 b > m on tha date stated sbove, and to the beit of my knowledgs, from the causes wated.

T, SIG‘ TURE T~ iv; Degrae of m!:;-.; ﬁ 2212:2T_J‘V:)2 N }4@ . DA/‘I’E 5IG -

73s. BURIAL, CREMATION, | 238 DATE% [ 23 NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Ciry, tewn, or counry)

REMOVAL (8 ify) )
emov 2/ — . i Creenville,

24. FUNERAL DIRECTOR DDRESS 25. DATE RECD. BY LOCAL REG. STRAR ﬂGNATqu
Roberntson ]une):.al ome W, P Mo. |1 30 - &3 gzbiuf—h éc )

d Embaimer’s St on Revarys Side)

VS 300
Rev. 4/59

1 o tl_;.).i
20040
3

DATE AMENDED

-9

Yo |~

o

:

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

a‘Q

0
Ny
4

DOCUMENT

JMEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




- STATEMENT BY.LCENSED EMBALMER

N

L ~. N . - N . a . .
| 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

Signature of Sivdent Embaimer

Licensed Embalmer ND.M

i
» [

P. 0. Address

Noie: The .above -MUST BE SIGNED -BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
= " Ywith the above”constitutes grounds for’ revocation of llcense) : - .
o If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

If Ihls body |s not. embalmed fact should be so stated above.




