- MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH _ B63-044911

DIPARTMEN‘I‘ OF FPuBLIC HEALTH AND WELFARE

;, ; y STATE FILE NUMBER
. DO NOT WRITE AMENDED Registration District No. ____a:__ﬂ____yr.m..—,. Registration Dlstrict No. 3 05.2. Registrar's No. _ﬂ_’_s

ON THIS STUB FHEED AP T O 1uEs A
1. PLACE OF DEATH 2, UsSUAL R.ESIDENCE (Whert deceased lived. If institution: Residence bsfore
a. COUNTY 5 . STATE pq2 : b. UNTY 4 ixsi
Pettis : ’ Missouri " Pettis scmission}
b. CITY (If ounide corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY

VS 300
Rev. 4/ 59

‘o 50 §
%80 5;

Inside Limits

oR
TOWN Sedalia 135 years TOWN ~Sedalia Yu @ Ne g

c. FULL NAME OF (If NOT in hoypital, give location) inside Limirs d. STREET It cotid i Iocatio i
HOSPITAL OR roe Limi ADDRESS {1t cuttide, give Incation) Reside on Farm

INSTITUTION Byt He]] Hospital Yes gl No [l 602 East 11th Yes [ No[®

3. MAME OF DECEASED First Middle Last 4. DATE Month Day

(Typa or print} OF
WALTER CIARENCE RUSSELT. oeA  December 5, 1963
5. SEX 4. COLOR OR RACE 7. Morried §f] Never Marmied {3 |8. DATE OF BIRTH | 9 AGE (lasr binhday} {IF UNDER 1 YEAR | IF UNDER 24 HR

. Widowad Di Montha Days Hen Min.
Male White idowed ] veeed O | 13/23/92 | T2 ) v | e
10a. USUAL DCCUPATION (Give kind of work dene | 10b, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {Ciry and stats or country) | 12. CITIZEN OF WHAT COUNTRY

d t of king life, if retired) . . . . .
e EinBer. o Missouri Public Lamonte, Missouri U.S.A.
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME QF HUSBAND OR WIFE

Stella Green Adeline Russell

15, WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT s
{Yes, no, or unknown) I(lf e, give war of dlles of service) gﬁ? Ean 11 th

orld War Mrs, Adeline Russell, Sedalia, M

INTERVAL BETWEEN
C ! ONSET Le) TH

DATE AMENDED

Year

PART |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE [a)

es
18. CAUSE OF DEATH {Enter only one caura per lina h@ {b), and [c}.

DOCUMENT

Conditiony, if any, DUE TO (b)
which gava rise To
above cause (a],
slating the under.
lying couse lost. DUE 10 (&)

FART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but ner relared 1o the terminsl FART Hl. If deceased was  femasle wm
diseasa conditien given in PART 1 (a) there a pregnancy in lai! 90 days

[ Yes ] O N:l L] Unknown

19, WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 700, DESCRIBE HOW INJURY OCCURRED. (Enter noture of snjory in PART | or PART 11 of item 18.)
PERFORMER? m] ] a
YES[] N

'

20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.

20d. INJURY QCCURRED e, PLACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK [] tarm, factory, streel, offica bldg., etc)
NOT WHILE AT WORK [J

her
21. 1 onmmpide=thz deceased from Mﬂ kmmj and last saw hlm slive on

eathl ofcurded at 5 :QS .MM, m on the date stated sbove, and to the beat af my knnwledga, from the cayses stated.

a. { rpe ar title) ADDR| 22¢. DATE SIGNED
U5 ¢ Ihol (1 o,(/d&(?o (1.~ o3

23a. BURIAL, CREMATION, | 23b. DATE m A CEMETERY OR CREMATORY 23d. LOCATION (Cily, town, or county) [State)
REMOMWA

12/7/63 al Park Cemetery Sedalia, Missouri

ADDRESS 25. DATE RECD. BY LOCAL REG. 26, REGISTRAR'S SIGNATHR M‘
FTAG D
Sedalia, Missouri e I 3 o

icanged Embaimer’s Statement on Reverze Side AN

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

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 Embalmer No.

working under my personal supervision. .-

Student Signedm

Signature of Student Embalmer

Licensed Embalmer No.te ‘l’ Ii

Cro advestfailaliie o

»-'w" . Notd ‘The above MUST 'BE SIGNED BY THE I.ICENSED EMBALMER in h|s OWN HANDWRITING (Fallure ta comply
L with the above constitutes grounds for revocation of license). .
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng.
If this body is not embulrned fact should be so stated above.

e Q0




