ﬂISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

AMENDED

DATE AMENDED
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istration District

No. ._____

/_Z__-__.,_._,Prlmary Registration District Ne. __4__03.;___Reginr

o fD

1. PLACE OF DEATH i 2, USUAL RESIDENCE (Whare decessed lived. If instinvtion: Residence before
8. COUNTY a, STATE M Ll b COUNTY Ba/m# admission)
b. CCI)':{ {If outside corporate limits, give JOWNSHIP only) Length of stay in 1b <. CO|TRY Inside Limits
TOWN Ca/.j/_wme TOWN CG/J/JV.«Lue. Yes B} No O
c Z%ép?fﬂ%(ﬁw (If NOT in hospital, give location) Inside Limits d:él[l)EREE'I'ss {If cutside, give location) Reside on Farm
INSTITUTIONOAiwmﬂLLC HOAPJM Yes g No [] /% M Sme){: Yes [] No R
3. l‘}lAME OF ‘DECEASED First Middla Lost 4, DATE Month Day Year
rint
{Tye or print) . Hutchens oeam  Februany 2, 1962

5. SEX

male

6. COLOR OR RACE

uhite

Widowed [J

Divorced (X

7. Married [0  Never Married (] [B. DATE OF BIRTH

F2-1881

¢, AGE {last birthday)

{F UNDER 1 YEAR

IF UNDER 24 HR

Mont

50

ks

Days

Hours I Min.

10a. USUAL OCCUPATION (Give kind of work done
f working life, even if retirad)

most

jrm

W QUNER

10b. KIND OF BUSINESS CR INDUSTRY

Missount

1. BIRTHPLACE (City and state or country)

12, CITIZEN OF WHAT COUNTRY

USA

13a. FA!HER‘S NAME

& Mo Hudchens

ot

14
13b. MO

MNartha Hayes

THER'S MALDEN NAME

4. MAME OF HUSBAND OR WIFE

none

15. WAS DECEASED

(Yes, no, or uEknown) (if yas, give war or dates of service)

EVER IN U.5. ARMED FORCES?

16, SOCIAL SECURITY NO.

49 5= 35 1 548

17, INFORMANT

Conditions, if any,
which gave rise to
above cause
stating the under-

18, CAUSE OFPRS?TIH [Enter only one cause per line for (e}, (b), and {c).

DEATH WAS CALISED BY

IMMEDIATE CAUSE (a) L RN

e

vo 4

lexewna

Address

fng, Jennie Burf-(assville, Missourni

INTERVAL BETWEEN

ONSETé LDEATH

[a),

DUEIO(b}?QSSl\;’G énf;t.sfu;n
DUE TO () IQ rfznosc/croz‘/a /-//60/‘2/ :—/)z.s c;a.s €

172 Ars
l/nlmow u.

lying cause last.
=z PART 1. OTHER' SIGNIFICANT CONDITIHONS CONTRIBUTING TQ DEATH but not related to the terminal PART Il. if deceased was female was
g disease cpndition given in PARL.| (a) there a pregnancy in last 90 days.
g lrl'.&ﬁ |uq_‘q_za_ . IDYu | O No l O Unknown
E 19. WAS AUTOPSY 208. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1| or PART Il of itam 18.)
x PERFORMED? 0 (m| a - -
v YES[J NO
—
& | T20c.TIME OF  Hour  Month, Day, Year
3 INJURY a.m.
w p.m.
E3

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f, CITY, TOWN, OR LQCATION COUNTY STATE -
WHILE AT WCRK [ farm, factory, street, office bldg., ets.) e
NOT WHILE AT WORK [J - / A
I -
21. | attended the deceased fro JGMM. 24 ¢ nL"_L_r‘_-!ﬂ 2 ’q‘L nd lest saw [ien i ive on P‘-'b Yua r‘-“ [N lq‘)l
Death ghcurred at. o i: So B m on the date stan , and to the bast of my knowledge, from the causes stated.
el — - .
2295 IGNATURE {Degree or title) ‘ADDRESS 22¢c. DATE SIGNED
e 2FITY . ' 2-7- %
23a. BURIAL, CREMATION, | 23b. DATE R 22d. LOCATION (City, town, or county) (Srate}
REMOVAL (Specify)
- 6= /962 (eneteny (aayei llo M 4

24, FUNERAL DIRECTOR

wlver's

4 ADDRESS

(assville, Missouni

25. DATE RECD. BY LOCAL REG.

A-qo~/76 2

{licansed Embalmar‘s Statement on Raverse Side)

’25,.945121\75 5|GZT - : .
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« . STATEMENT BY LICENSED EMBALMER

1 hereby cerfify 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 persona! supervision,

Student. Signed

Signature of Student Embalmer

' * . licensed Embalmer No 543407 l

P. O. Addresst‘

/

Nofe: 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 aiso shall sign'in his OWN handwriting.

If this body, is not err:balmed, fact ihpuj_d'.pbe 50 stated above.
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