MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
PERARTMENT oF PU BLI:W:::::;:"A]: :ow_E_L_F:R_/_7anurv Registration Districr No. Q é_é 7 trar’s No. / 7d STATE FILE NUMBER

DO NOT WRITE Regi
ON THiS 5TUS AMENOED

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where docesssd lived. If institution: Resldence before
a. COUNTY a. STATE b. COUNTY sdmisvlon
Lincoln :

Missaguri Lincoln

b. Cé'l;f {If ounide corporate limits, give TOWNSHIP only] Length of stay in 1b €. C‘;;Y Inside Limits

TOWN podPord snm] 2 wks oW Hawkpoimt Yes g No O
<. FULL NAME OF (If NOT in hospitdl, give location) tnaida Limits d. STREET (1f cutside, glve location) Revide on Farm

HOSPITAL O DORESS
INSTITUSION. mwlg wmle M¥emorial Yea D No [ HooH Yes [ No [

3. NAME OF DECEASED Firsr . Middls 4. DATE Month Day Yeor
(Type or print) OF

DOFRA ELIZABETH _ _ DINARD | "™ Doce 3 1063
5. SEX 8. COLOR OR RACE 7. Married [J  Never Marrled m 9. DATE OF BIRTH 9. AGE {last birthday) | IF UNhD R 1 YEAR | IF UNDER 24 HR
= Widowed .. Di od Montha Days Hours Min,

Female White dowed 0 ' OO | ggpg 17,3 79 |™3] |

10a. USUAL QCCUPATION (Giva kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and srate or country) | 12. CITIZEN OF WHAT COUNTRY

during most of working life, even if retired)
| at homs _Dayis Mo,

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

H enry Dunard Emily Qreech

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 14, SOCIAL SECURITY NO. [17. INFORMANT Address

(Yes, no, of unkrown) l (if ves, g'ﬁawar or dates o Mrs J T
. ohn m

VS5 300
Rev. 4/59

IQ,S ZO
”oJ’?o

DATE AMENDED

18. CAUSE OF DEATH (Enter only one causa INTERVAL Bmﬁ
D

PART |. DEATH WAS CAUSED BY: ONs_E_hn'uD
IMMEDIATE CAUSE (a) U i C‘& G-t

DOCUMENT

Canditians, if any, DUE TO (b) @ @-AA.CM/ "?

which gave rise ta

above c;uu d(d. M 4’5 ) E ﬂ! .
1aring 1l r-
Iy?ngg :cv.ceunll.ﬁ DUE TQ (<} i“t,

PART LI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal PART Il1I. If odeceasred wes Jemale was
disesss condition given in PART | thare a pragnancy in laat 90 days.

] [0 Yes l {1 Ne J ] Unknowan

19. WAS AUTQPSY 20a. ACCIDENT | SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1l of [rem 18.)
PERFORMED? [m] . D o
YES[1 NC O3 .

20c. TIME QF - Hour Month, Day, Yeasr
INJURY sam. = S 7
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20i. CITY, TOWN, OR LOCATION
WHILE AT WORK farm, factory, street, office bldg., erc.)
NOT WHILE AT WORK (] P ,

her
21. 1 attended the deceaed from_%'i@i. lo_m.h_ﬁ.m_nnd last uw_h:.,,.alive on-

m on tha date stated above, and to the best of my knowledge, from the causes stated.

itle n 22b 22c. DATE SIGNED
ol bds |7 £oY ko fi6-d3

.23a. BURIAL MATION, | 23bgDATE 23¢. NAME OF CEMETERY OR CREMATORY 234, !OCATION (City, town, ot county} (State)
REMO&E;F' )

“* /| Doce7,1963 | Troy city o»

_L.—___-.-—_ &
"24. FUNERAL DIRECTOR ADORESS 25. DATE RECD. BY LOCAL REG. . REGRSTRAR'S AY

___ Wayns Moooy  T¥oy Mo. /Lé“/?63

(Li on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




nignail LA - Y

Fuioguapli

ol wrewsaleh
dnesTl iirg Eidaul oo

o B ey sl WL wonlii £} S

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 personal supervision.

Student

Signatura of Student Embalmer

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
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, facl should be so stated _above.
.o 'l:o'-l i ry-N -9 {.J Ly [w 2
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