MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARR BA 2 s
. . A N 4 P P . . o8 4 e . ? ________
%ONNTELWS‘E’LE . AMENDED Reglstration District hfo._" -~ rimary Registration District No Regintrar’s No. ?
. J
1. PLACE OF DEATH 2. USUAL RESIDENCE (whera deceased lived. If institution: Residence before

a COUNTY H {') '1'1/ 2 / 2. STATE M O b. COUNTY M‘f\ admisslon)

h. CITY (ll' oulside corporate mms give TOWNSHIP only) Length of vay in 1b e CITY Inside Limits

OR OR ; 4
TOWN V4 / //4’ Vs 3_/@_‘_/ _ TOWN /4— / 7/5)/}/ Yes O] No. [

"]
€. FULL NAME oF (IF'NOT in hoipltal, give location) |nsi|d:e/€iﬁ d. STREET (IF curside, give localion) Reside on Farm

VS 300
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5

HOSPITAL O ADDRESS

|N51|runo~mE Mo R ﬂ-/ //"'f'b:/ll-! Y OF No O Yes B—No 3

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

{Typo of print] MA vlds & DEATH 0 ce |9

5, SEX 4. COLOR OR RACE 7. Married [1 _Mever Married (] |8- DATE OF BIRTH | 9- AGE {last birthday) | IF UNGER-1 YEAR IF UNDER 24 HR

Widowed Divorced (3 9 Months | Days Hours Min.
/= o jo=1% [Tost 7 B
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSIMNESS OR INDUSTRY BIRTHPLACErt&w and state or country) | 12. CITIZEN OF WHAT COUNTRY

d;li most of workl"g I,If—gp“’" if retired) - m]_ﬁ / (o) mo

13a. FATHER'S NAME . t3b. MOTHER'S MAIDEN NAME 147" NAME OF HUSBAND OR WIFE

SAmor/ CoX MARY H opksr Pec,

15. WAS DECEASED EVER 1IN U.5. ARMED FORCES? 16. SOCIAL FECURITY NO. Address

(V.-,\.;_W:.u;w]uf you, give war_or dates of serv CE Co k po /V/ﬂAA » ﬂ}o

t0. CAUSE OF DEATH (Enter only une cause per |ine roy tay, (o oo o INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: #3 ONSET AND DEATH
_ IMMEDIATE CAUSE (a) —d Ll e 4 A‘—'—»f a-‘-ééﬂ_ﬂ._.

Conditions, if any, DUE TO {b)
which gave rise to
above causs ({a),
wtating the under-
lying cause [ast. DUE TO (¢}

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the rerminal PART lIl. If deceased was female wa:
disease condition given in PART | {a) there a pregnancy in last 90 days.

'[:] Yes I O No [ O Unknown

19. WAS AUTOPSY, MCIDENT SUICIDE  HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
RS, 8" et o

20c. TIME OF  Houf  Month, Day, Year |
INJURY am.
p.Mm-.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g.. in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, factory, street, office bldg., erc.}

NOT WHILE AT WORK [
m /Q‘IMMI last uw&livenn {?‘,1 ‘-63

m on the date stated above, and to the bext of my knowledge, from the causes stated.
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AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

22aW1’URE ; ; : {Degres or rr:: }h} Zwﬁyy . M %Zﬂ;

23a. BURIAL, CREMATION, | 23b. DA 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) ﬂSruluf

REMDVAL(S ity) EA'I (&~ mgm} OﬂEGO/\/ CO ﬂ?O

NERA[ Ecr 25. DATE RECU. BY LOCHL REG. | 24. ISTRAR'S SIGNATURE”
/-3~ &3 iﬂ.&gﬂl_ éadﬁ__

{Licensed Embalmar’s Statement an Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF
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STATEMENT BY I.ICENSED EMBALMER

L

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

Student Embalmer No.___

or by

working under my personal supervision. % & %\%
‘ Signed

Student__-

Signature of Srudent Embalmer

Licensed Embalmer No.

Ny . “ D= V- U Y POAddressm;%}”W

e

Note: The above MUST BE SIGNED BY THE ‘LICENSED EMBALMER" in_his OWN HANDWRITING. (Failure to comply
with the above consmutes grounds’for revocationof” Iu:ense) . -

a embalmed" by a STUDENT, he also shallﬁlqn.m hl\OWN handwmlng .\ - -
it this body is not embalmed fact should be so stated above. AN
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