MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH" -

DEPARTMENT OF PUBLIC HEALTH ANDO WELFARE 4 et P .
Reaisiration District N /?Z beimary Recistration District No. { @ © o i STATE FILE NUMBER
DO NOT WRITE AMENDED l egisirotion District No. oo £ Primary Regiuration Diutrict No. @ @ o= pogistrar's No. __ L,

ON THIS 5TUB

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whefo. deceased lived. [f institution: Residence before

a. COUNTY Ko NV s STATE m' " b, COUNTY g_urj‘” admission)

b. CI'{RY (I autsMe corporate limits, give TOWNSHIFP only) Length of s1ay in 1b ¢ CITY ¥ Inside Limits

OR .
TOWN : < C'f“l ’ . ‘J" Towukams C-'l"'f Yes O No O

. FULL NAME OF (If NOT in hospital, give location) Inside Limitd d. STREET {If cutsifle, give location) Reside on Farm
HOSPITAL OR ADDRESS

|NSTITUTIONh’ N P -T v Yes & No [J 5—,‘ G :ms Yea [J Ne O

3. NAME OF DECEASED First i Last 4. DATE Manth Oay Year

{Type or print) Sa—M —-E?r‘ w”' DE;‘IH ”o ry ,.‘ I!‘}

5. SEX 5. COLOR OR RACE 7. #arried [ Never Married [J §8. DATE OF BIRTH | ¥ AGE (fast birthday} |1F UNDER 1 YEAR [ IF UNDER 24 HR

Widowed Divorced ] B Months Days Haurs Min.

al< Cofer ?-19-04 | ¥ 3

10a. USUAL OCCUPATION {Glva kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stete or country) | 12. CITIZEN OF WHAT COUNTRY
during most of warking llfe, even if retired} ' ) .

rXerv - Karsas C -ty Mo, U s A

13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME J 1 14 NAME OF HUSBAND OR WIFE KS
.

. 1owWn
Day BrewX S +h unknowfl @ aapa ork
15, WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address .
{Ye3, no, or unknown) [If yes, give war or dates of servi Juani ta Hayes 873 B Broadmoor
no i
18. CAUSE OF DEAI’H (Enter only one cause per line vor (an (o, arma(ogs INTERVAL BETWEEN
PART |I. DEATH WAS CAUSED BY: QONSET AND DEATH

IMMEDIATE CAUSE (o} :P Al v aw 4\-" ‘" l'-b\! eve u\.gs‘.‘ .'_('

Conditions, if any, DUE TQ {b)
which gave rise to
above cause (a),
stating the under-
lying cause last. DUE TO (e}

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 11l If decessed was female was
diseare condition given in PART 1 (a} there a pregnancy In last 90 dayw

rE] Yes 1 O Ne l_[] Unknown

9. WAS AUTOPSY | 20s. ACCIDENT SUICIDE HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART I or PART 1l of item 18.)
PERFORMED? O a O : .
YESJ NO[J

20c. TIME OF Heur Month, Day, Yeor
INJURY am. .
pom. -
20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, streer, office bldg., etc.)
NOT WHILE AT WORK [J .-

21, 1 stended the decessed from /O_;Lf_t <7 - e AéL- L3 and last sew m"‘ an.__a‘_‘zk_&L—

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

VS 300
Rev. 4/59

1

E.(7AY, fen
3

DATE AMENDED

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

Daatp”occurred ar.

)

l 2 (DN -'7 — 72 DDRESS 22c. DATE SIGNED

K.e.I.13 HosPiraL n-ze-&3

Ja. BURIALL CR 10N, A 23b. DATE TORY 23d. LOCATION |[City, town, or county) (Srate)
o WA A ' '
-

% 3 K. , .
24. FU L DIRECTUR ADDRES! DATE RECD. BY LOMAL REG. £ 28. REGISTRAR'S SIGNATURE _
WATKINS BROS. FUNERAL HOME 18th & Benton I/")7/63 . 43 Py P ﬁ W rd

{Licensed Embalmer's Statement an Reveria Side)

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

W. Buckinghamepicat certirication

BY AFFIDAVIT OF
W oy

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 Signed r_%ﬁ—qq;;_ /() . Mm{m)

Signature of Student Embalmer

Licensed Embalmer No e o

P. O. Address /df'a) ‘:{@

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
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 embalmed, fact should be so stated above.




