MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH !63‘048624
Registration Dmrlcr No _3.8_-?- ______Prumury Registration District No. __3"__“3_._?_&9“"" s No. _[;&A_‘ STATE FILE NUMBER

DO NOT WRITE
ON THIS STUB AMENDED

1. PLACE OF DEATH ; 2. USUAL RESIDENCE (Where decessed lived. If institution; Residence before
b, COUNTY admission)

Missouri Macon

b. Col'l;i’ (If outside corporate limits, give TOWHNSMIP only) Length of atay in 1b e. CITY lr;lide Limits
CR F

VS 300 a. COUNTY inn a. STATE

Rev. 4/59

oW [oroe) ine " White Town Shi veQ %O

¢. FULL NAME OF {If NOT in hospital, give location] Loside Limits d. STREET (I cutside, give locatian) Reside on Farm
HOSPITAL OR ADDRESS

INSTITUTION St F‘rmcis Hos.pl.t]E Yes [ No [ E_ 1 Qc G ] i 1 Yes 1 No [J

3. NAME OF DECEASED First Middls Last 4, DATE Month Day Yoaor

(Type or print) B OF
William : Carprel Bowdstun DEATH Decerber 20 1963

I —
5. SEX &. CCLOR OR RACE 7. Married Never Married [] [8. DATE OF BIRTH | ¥- AGE (laxt birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR

. i Di d Months [ Days Hours I Min.

Male ¥hite Widowed veredD |Jan 18 1891 72 11| 2
10a. USUAL OCCUPATION {Give kind of work done | 105. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE {City and srere or country) | 12. CITIZEN OF WHAT COUNIRY
during most of working life, even if retirad}

arner . .A_dn}‘r_c_onn_ty__.mou!'__”' i
: 14. NAME OF H

13a. FATHER'S NAME ) 13b. MOTHER'S MAIDEN NAME

DATE AMENDED

in

USBAND OR WIFE

Anthany Bogdsiug ] Anna Hibhard Flete M8y Boydstun
15. WAS DECEASED EV& u.s. MED FORCES?R 14 snrlal SECIRRITY NO. 17.  INFORMANY Address
(Yes, no, or unknown) | (1 , give war or dat f
a3, No, I yeu, give wer or dates o Leland Boydstun Ethgl Vo

18. CAUSE OF DEATH (Enter anly cne cauvae per li . INTERVAL BETWEEN
PART ). DEATH WAS CAUSED 8Y: ONSET AND DEATH

~ | o~

0

™
.}

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD QF

IMMEDIATE CAUSE {a)

7 7 | -
Coqdi:ions, iI: any, 4 4 : E:‘

which gave rise 1o
above cause ({a),
stating the under-
lying cauze last. DUE TO (c)

r 4
1. OTH IGNIFICANT CONDITI i PART 11 If  deceased was  femele wm
PART 11 doiu-E;Re (S G Hion giver in PA \ there a pregnancy in last 90 days.

[4 o ]DTH I O No I 3 Unknown

19. WAS AUTOPSY | 20s. ACCIDENT SUICIDE HOMICIDE 205, DESCRIBE HOW INJURY OCCURRED. (Enfer nature of iniury in PART 1 or PART Il of item 18))
PERFORMED? O O .
YESO NO[O

20c. TIME OF Hour Maonth, Day, Yasr
INJURY a.m. .
p-m.

20d. INJURY QCCURRED 20e. PLACE OF INJURY {a.g., in or about home, | 20f. CHTY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factery, strear, oifice bidg., etc.) .
NOT WHILE AT WCRK O

/ ~— her . -
21. ed the deceased fro"\_ﬁ%—&%_}d last saw hiEm alive on_.LLLQJ__Li_
m,ﬁ ar / ‘ /D m on the date sated sbove, and to the best of my knowledge, from the causes stated.
. . {Degres or fitle] ZZW / % /£5c DATE SIGNED
A AL s D

23b! ndnme\s.r.mﬂsﬂ OR CREMATQY / V' | 23d. LOTATION (City, " 1dwn, of colnty) lSI'u'e]
Lee 22 1963 | . Helton Macon Couniy Mis souri

1RECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. . ISTRAR'S SIGNATURE
W/ﬁf / Cﬂ/ outh Gifford ¥a ZK-Lo- £3 D @Lei‘g_.

{Licensed Embalmer‘s Staternent on Reverse Side} -

DOCUMENT

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

C




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

Signature of Student Embalmer I

Licensed Embalmer No,_ 2052

. P. O. Address__Sonth Gifford Mo
Nofe: The above MUST BE SIGNED BY THE LICENSED FMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). o
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
** If this body.is not embalmed, fact should be. so stated above. T -

i
LY

'
it




