MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 7 B63-049177
DEPARTMEMNT OF FUBLIC HEALTH AND WELFAR

STATE FLLE
Registration District No. :BI_L__anuy Registration District No. 3__9_____?___;,9,.",, + No. k{gi““ NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed livad. (f institution: Residence before

. COUNTY isi
! St. Francoils - STATR N saourd ® PN at L Franc o £
b. c&v [If outside corporate limits, give TOWNSHIP only) Length of etay In 1b c. CITY Inside Limits

OR
TOWN
Bonne Terre 45 years| ™““Bonne Terre Yesyd No D3
€. ;U.OLéPTTT\TEoOF (i NOT in hospital, give [ocation) lnside Lirmits d:B!DEREEISS 11 cutside, give locetion) fReride on Farm

msmunongo6 Low St.Bonne Ter‘r'e Yesﬂ Ne ] 206 Low Street Yes [1 Ne 5{
3. NAME OF DECEASED Firsr Middle Last 4. DATE Month Day Yoar

{(Type or print) OF
Emma Sarah Govro Peat December 21, 1963
5 SEX 6. COLOR OR RACE 7. Married {]  MNever Married [ |B. DATE OF BIRTH | ?- AGE {low birthday) | IF UNDER 1 YEAR IF UNDER 24 HR

Female White woewsd B Oeed 01D /9 /1879 84 Mot | [ Heurs |

10a. USUAL OCCUPATION {Give kind of work done | 10b, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12, CITIZEN OF WHAT COUNTRY

during mos 6\{;3:83‘3?-:{‘ wven if retired) Biﬂ: Rivel“ M 11 5 ‘Mo U . S .A .

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND QR WIFE

DO NOT WRITE o
ON THIS $TUB AMENDE

VS 300
Rev. 4/59

DATE AMENDED

William Ransom Lizzie Roan Everett Govro
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SQCIAL SECURITY NO. 17. INFORMANT Address
(Yes, na, ot unknown)l (H yes, give war or dates of service)

nons LaVerne Byasee,Bonne,Terre, Mo.

Q
18. CAUSE OF DEATH (Enter only ons cause per line for {2}, (b), and {c}. INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: QONSET AND DEATH

wwmeplate cause o) Lnfarction myocardium, 2-3 hpurs.

DOCUMENT

oetom Generallized arteriosclerosis,

Conditions, if any,
which gava rise 19]

above cause (a),
stating the under-
lying cause last

DUE TQ (<)

PART i1. OTHER SIGNIFICANT CONDHIONS CONTRIBUTING TO DEATH but not related to the lerminel PART 11l If decessed was female wa
diseare condition glvun in PART | [a) -~ \ thnra a pregnancy in last 90 days.

Ehponic pPhYAbLb1d ol bothd egssy = [0 ves | 5Me | O Unkoown

19, WAS AUTOPSY | 20a. ACCIDENT  SUICIDE Homch&J 20b. DESCRIBE HOW F{JURYT OCCURRED. (Enter dature of injury in PART 1 or PART Ii of item 18,
PERFORMED? .0 ] a : .
YES 0 NO R . -

20c. TIME OF Hou Month, Day, Year I
INJURY a.m.
p-m.

20d. INJURY OCCURRED 20c. PLACE OF INJURY {2.9., in or about home, | 24 CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, atreef, office bldg., efc.)
NOT WHILE AT WORK [}

her . | !Qc 2 I 196 3
21. | anended the deceased frnm—o_cj_Obj_ngsa——. fo_la.‘l_a]-,éﬁg_—and last umlwe on.

m on the date stated abave, and to the best of my knowledge, from the causes stated.
/ i 22b. ADDRESS 22zc. DATE SIGNED

~ [Degree or litle} '
29a. SIGNATURE g Bonne Te]"re, Missourl 1%/43/63

E OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ar county) {Srate)

Rt. 2, Bonne Terre, Mo,
24, FUNERAL D!REETOR ) 12 /23 /1 %gnésssSt -Francol szs Dﬁ?r?n‘scu%%%:)]c{m REG. | 26. éclsnmn H SIGNAL@ r /QL
Dale Sparkd Ronne Terre, Mo, Wec, 33 (963 ¢ cdl o]

{Licensed Embalmer’s Sistement on Revorse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

Ceath ted at

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

8Y AFFIDAVIT OF

T ITEM NO.




STATEMENT BY LICENSED EMBALMER

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

or by ‘ : ., Student Embalmer No,

e

working under my personal supervision.

Student L
© Signature of Student Embalmer
4

Licensed Embalmer No.ééz_%L
P. O. Address mi

Note: The above MUST BE SIGNED.BY THE LICENSEC 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 handwnlmg

If this_body is not-embalmed, fact should be so stated above.




