——mMISSOURI DIVISIONfOF HEALTH — STANDARD CERTIFICATE OF DEATH .63a.04'7003

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

T 3 a h g_ STATE FILE NUMBER
DO NOT WRITE AMENDED Registration District No. W _Prlmnrv Registration District No. _o B _Registrar's No 3 e -
ON THIS STUB h !3 b_)l

LA LE

1. pucg o|= DEATH = 2, USUAL RESIDENCE (Whara deceased lived. If institutlon: Residence before

a. COUNTY Boo Al‘ E a. STATE ma b. COUNTY PE - 7-/8 admission)

b, CITY (If autside corparate limits, give TOWNSHIP only) Length of stay in b c. CITY Inside Limirs
R )

TOWN C,OLUlﬂﬂl‘q 55/4\/3 TSS\IN gEO,qL/g Yes B Ne [

¢. FULL NAME OF (If NOT in hospital, give location} Inside Limiis d. STREET {If cutiide, give location} Reside on Ferm

1
0_/02 HOSPITAL OR ADDRESS

2 Po § INSUTUTION 20 of /D, MEDIEnL CEmzBd B N D 404 < . Quire g |Yo0 Nex

3 F= 3. NAME OF DECEASED First Middls Last 4. DATE Month Day Yeor

(Type or prinn .
ot FORRESY A DEcsser SEgywek "™  pel., Si /963

5. SEX 4. COLOR OR RACE 7. Married B Never Married [J |8. DATE OF girTH | 9- AGE {last birthday) |IF UNDER | YEAR | IF UNDER 24 HR

Widowed [ Divorced [] - Months I Days Hours ] Min.
MA-LE | (vHITE ?/20/08 £s \
10a. USUAL QCCUPATICN (Give kind of work done %KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country] | 12, CITIZEN OF WHAT COUNTRY
during most of working llfe, oven if retired) ¥ 4 WL‘-

SELr EmPloyED | wh Sovvn OAKoTa | US A

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

WILCIAM JOHn BEANEL|MOKY E77mn FPEELEL| JEAr BLErwes

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. [17. INFORMANT Addrens

(Yu.'no ;:'unknnwz)-(lf yes, give war or dates of servig— D* . L E'E ﬁ FEFEf M P Q_ Mo

18. CAUSE OF DEATH {Enter only one couse per lina INTERVAL BETWEEN
PART |I. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (o) _Hg_ptl—l-. < Enpiluns
Conditions, if any, DUE O (b) pOS"F - MC.\“i"C. e‘:‘KﬂAD 85

which gave rise tv
sbove cause (a}
staiing the under-
lying cause last. DUE YO (e}

PART II. OTHER S5IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1Il.  decoased wanr female was
disearn condition given in PART | {a) there a pregnancy in last 90 days,

I O Yes | [ Ne l O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter natura of injury in PART | or PART 11 of item 18.)
PERFORMED? (] ] O
YEsO NOQO
20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.

20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., In or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, street, office bldg., e1c.)
NOT WHILE AT WORK []

-
21. | attended the deceased fram_LLuL o_&_lf_ﬁLnnd last saw h|m alive OH—LL’LP_‘
Death occurred at_—_SJ_’_o_—A_-m on the date stated above, and ta the best of my knowledge, from the causes stated.
(Degren or fiTle) | 22b. ADDRESS Z2¢. DATE SIGNED
(343
N -

23a. BURIAL, CREMATION, . 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, town, or county) ¥ , [State)

ermous . | 12-31-1963 |pnna Oos Brma Bmein | _SepALIA, MiSSOUR)

24. FUNERAL DIRECTOR ADDRESS 25.  DATE RECD. BY LOCAL REG. |26. REGISTRAR'S SIGNATURE

Lovghlin Fonevs!Home Sedalia, Mo Dee 31, 1967 |

[Licensed Embalmear's Statement on Reverse Side)
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AMENDMENTS ON THIS" RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

8Y AFFIDAVIT OF

ITEM NO.




#961 o Ntﬂ‘

STATEMENT. BY LICENSED EMBALMER

\

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

or by Student Embalmer No.

working under my personal supervision

Student Signed W /% $ﬂ4
L \— Ca

Signature of Student Embalmer
Licensed Embslmer No. ngjf

P. O. Address %(44,,/4(,,;\ /%

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING “(Failure 1o comply
- wwith the above constitutes grounds for revocation of license):- .o

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng .

_If this body is not embalmed, fact should be so stated above. | .




