ey ¥
MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 00

DEPARTMENT OF PUBLIG- HEAL FH “AN® WEL FARE . ¥
:5 50’ ? 3 & STATE FILE NUMBER
Z___Pn‘mary Registration District No. Registrar's No, _____ 3_ _____ é__

i it istrict No. - _____ [ ______
DO NOT WRITE TR R A
ON THIS STUB AMENDED M Ve = I GA

1. elaceE ATl . 2. USUAL RESIDENCE (Where deceased lived. If institufion: Residence befare

« 8. COUNTY.., - a. STATE b. COUNTY admission)

enry Missouri Henry
b. CITY (If outside corporate-limits, give FOWNSHIP only) Length of stay in 1b c. CITY 7 Inside Limits
R

OR
TOWN - TOWN Y N
Clinton L _weoaorsg =Gy N D

T
c. FULL NAME OF {If NOT in hospital, give tocation} T lnside Limits d. STREET Reside on Farm
HOSPITAL OR O ALCDRESS
INSTITUTION . Yes No Yes Ne
Clinton General e oy

VS 300
Rev. 4/59

12 a4
2 ()9{25,

C P 5 Qarter
3. (I'}I:::Eo?:raf)cEASED i Last - BAT Manth Cay Year
LILLIAN BALLARD oeati - November 26, 1964

5. SEX 6. COLOR OR RACE 7. Married [1  Never Married 3] [8. DATE OF BIRTH | 9. AGE (last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR

Female White Widowed [ Divorced [] Sept 2 , 8 81 Manths anT[ Hours I Min,

10a. USUHAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired)

home Naone Henrsy

Mo 11SA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME SIS ONAME OF HUSBARL DR WIFE

W Rallawd Louisa J., Terrill None
15. #A%Lg%%ﬁED'EVERW‘U.S‘TME‘D‘FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address

{Yes, no, nknown}[ {If yes, give war or dates of service)
o™ L87-3,-2667 | Mrs Roy McGinness, Clinton o,

18. CAUSE OF DEATH (Enter only one cause per line for (a)Ab), and {c}. INTERV. EEN
PART |. DEATH WAS CAUSED BY: ; é . ﬁ ONSET AND _DEATH
TMMEDIATE CAUSE (a) mmmé. N f s
- -
Conditions, If any, DUE TO (b} ( R /f// yr 2 éd,g

which gave rise to

above C;use d(a}, Prr

stating the under-

lying cause last. DUE TOQ {c) __# Lot otin b 2% o

PARY Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not rzelated to the terminal PART Il I deceas was female was
disease condition given in PART | {8) there a pregnancy in last 90 days,

&M?d Clteisterste & sf/WZ/ Cotor. - @)f%é?&/ﬂ [ O Yes Iﬂo l 0O Unknown

19, WAS AUTOPSY | 20a. ACCIDENT  SUICIDEJ HOMICHE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART Il of item 18.,)
PERFQRMED? O O O
YES [1 NO,

20¢. TIME OF Hou Month, Pay, Year
INJURY a.m.
p-m.

20d. INJURY CCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CiTY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK [J

the deceased from. /0" //' é V AO_ALJL&LM& st saw Eﬁ;\ alive on P sz'r é¢
V4

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

x

"| DATE AMENDED

L
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w
=
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v
Q
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AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

/.

(Degree or title] 22b. ADDRESS 22c. DATE SIGNED

- it S
.8 vde S. ST oS 7~ /-2 7-C5
232] BURIAL, CREMATION, Tic. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fawn, or county] {State)
REMOVAL (Specify)

Burial Bethlehem o yazr : s
24. FUNERAL DIRECTOR = TEESTER 05, DATE RECD. BY LOCAL REG. ﬁaf*&écﬁm&ﬁ‘?%hmnu M‘IS‘ sourr——
Consalus . w 27/?6¥W ﬁ%M—

</

USE BLACK INK

TYPEWRITER RIBRON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

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

Signature of Studant Embalmer

Licensed Embalmer No. L{-é 3/()
P. O. Address M{v‘td;. | ; W_,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure fo comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he alsc shall sign in his OWN handwriting.

If this body is_not embalmed, fact should be so stated above.




