MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HMEALTH

D0 NOT WRITE
ON THIS STUB

AMENDED

VS 300
Rev. 4/ 59

DATE AMENDED

AND WELFAAR
Registration District No. -_.._______"‘L_l_..._"nmarv Registration Distriet No. -&00 9,____Ia-gmrar ‘s No. ___é.? 6__ _____ B 5.3“6@ 8 Em

-

1. PLACE OF DEATH

a. COUNTY g /‘/&u‘y

2. USUAL RESIDENCE (Where deceased lived.

a. STATE //ss

If institution:

» b. COUNTY c pw\

Residence baefore

admissian)

b. CITY (If outside carparste [igfits, give TOWNSHIP only)

OR
TOWMN

e/ For

Length of stay in 1b

2 Mo

c. CITY

OR
1owN  Boore v /le

Inside Limirg
Yes [J MNe [T

. FULL NAME OF (If NOT in hoapital, give location)

HOSPITAL OR
INSTITUTION

rare //o-gpr'ré/ Ne.

inside Limits

Yes [ No [J

o, STREET
ADDRESS

(If cutside,

70 s, Srd

give location)

Rernide on Farm

Yes 1 No O

. NAME OF DECEASED
{Type or print)

First

A rarm

Middle

\Vohn

Last

rnce

4. DATE

Month

DEATH Pecember 28

Day

Year

2763

. SEX 6. COLOR OR RACE

Aduse WA e

7. Married I
Widowed [

Never Matried [
Divarced []

8. DATE OF BIRTH

22 -/FE7

9. AGE (lest birthday) |

/&

If UNDER 1 YEAR
Months Days

IF UNDER 24 HR
Hours Min.

10a. USUAL QCCUPATION {Give kind of work dane

duging moat af works lite, aven if petired]
Zr r OF it P
13a. FATHER'S NAME

Wollvam Krce

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
{Yes, no, u;‘u?known}l {If yas, give war or dates af wrvice)
@

10b. KIND OF BUSINESS OR INDUSTRY

Self- Erpolo

13b. MOTHER" §MA|D‘E{NAME

11. BIRTHPLACE (City and state or country}

Powrre Aome Als Souwry sS4

14. NAME OF ¥ WIFE

Ca Arerine Frschher Amelia 2. et

14. SOCIAL SECURITY NQ. [ 17. INFORMANT Addrens

Srarte. Ms/fﬂ/ Kecords

INTERVAL BETWEEN
QONSET AND DEATH

12, CITIZEN OF WHAT COUNTRY

18. CAUSE OF DEATH (Enter only one cavia per line
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Cardjg [-3 Arrcsjl
Zer é YY) )

—
z
w
=
35
()
Q
a

Conditions, if any, DUE TQ (b)
wihicth gove rise to
above cauvsr [8),
stating the under-

Iying cavse last. DUE TO (<)

PART 1. OTHER SIGNIFICANT CCONDITIONS CONTRIBUTING 1O DEATH but not related to the Tarminal
disessa condition given in PART | {a}

INSTEAD OF

PART 1Il. If decessed was female was

there a pregnancy in last 90 days.
| O Yes O Ne I O Unknown
20b. DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in PART | or PART 11 of Item 18.)

19. WAS5 AUTOPSY
PERFORMED?
YES[] NOS

20c. TIME OF
INJURY

200. ACCIDENT  SUICIDE  HOMICIDE
| O 0

Hou Month, Day, Year I
a.m,

p.m.

20d. INJURY OCCURRED
WHILE AT WORK [J
NOT WHILE AT WORK O

Shale A Aa, _
21, MraHended geﬂﬁ:{from. ‘ ‘fo-30-63

Death occurred at 90 A

T

23b. DATE 23c. NAME OF CEMETERY

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

208. PLACE OF INIURY {a.g.. in ar sbout hama,
form, facrory, strest, office bidg., eic.)

201, CITY, TOWN, OR LOCATION

PEIEEY E 3 STE.. .2

m on the dafe ytated above, and to the best of my knowledgs, from the causes stated.

270, ADORESS 22¢c. DATE SIGNED
-Z s !_4_ E»;ﬂ m Wta | %25/
d. LOCATION {City, rown ar tounty) {Stats)

OR _CREMATORY
zjﬂ‘g\flﬂﬁpﬂ itv) JR-FO-£3 I /Y é‘m ﬁﬂﬂ/l/é'{// (-3 Ao,

24. FUNERAL leECTQR ADOREWIVE”’.// 25. DATE RECD. BY LOCAL REG. 4. REGISTRAR'S, SIGNATURE
T s To o 0 LovwekA ] Nome 170, Lbe) 28 (962 hbuu%} Aduttns . /

{Licensec Embatmers Statement on Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

23a. BURLAL,

BY AFFIDAVIT OF

ITEM NO.




STA'I’{EMEN‘I’ BY LICENSED EMSBALMER

* I 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 - sagnedMM

Signature of Student Embalmer

Licensed Embalmer No.

N s 3 . PIOQ. AddreSS'%z’M

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
" 'with the above cansiitutes grounds for. revocation of license). . ) :
== - If embalmed by a"STUDENT, he also-shall sign in his OWN handwrmng - ST 7

I this body is not embalmed, fact should be so stated above. ’ '




