MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH Y- < &=

ODEPARTMENT OF PUBLIC HEALTH AND WELF’AR

ooy wowo APELEPD0D-GE

1. PLACE OF DEATH 2. USUAL RESIDENCE he,;f dnfwednlmdﬂli institution: Residence before

~r

s. COUNTY Sharrnon a. STATE b, COUNTY adminsion)
o & = Shannon
b. CITY (if ovhiide corporata limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits
o neh & Eminence
own  Cminefice 1oWN vor o Mo O
<. FULL NAME OF (If NOT in hospirel, give location) Tnside Limits d. STREET (it cutsids, give logation) Reside on Farm

HOSPITAL O . ADDRESS .-
INSTITUTION Jz[ome Yes ] No[3 * Yer [ No £y
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DATE AMENDED

3. (’::AME OF .DE)CEASED First Middle Last 4, DOA:E Manth Day Yoar
ypa or prin
Qra fuin Hunit e  Manach 19 1965

5. SEX 6. COLOR OR RACE 7. Married [  Never Married {J DATE OF mm 9. AGE (last birthday) | IF UNDER | YEAR | IF UNDER 24 HR

() 8.
02 ‘m . JD w.‘dowedm Divereed O 7 15 7 88 Monrhll Days Huursl Min.

104, USUAL OCCUPATION (Givs Lﬂf work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY

SR e Re e ed ™ Juacunbig, To. 3G

13a. FATHER'S NAME % 13b. MOTHER'S MAIDEN NAME “14. NAME OF HUSBAND OR WIFE

millond 3 Suninda Stice

15, WAS DECEASED EVER IN U.5, ARMED FORCES? 16, SOCIAL SECURITY NO., |17, INFORMANT Address

(Yexnno, of unkngwh] I (If yes, give war or dates of service) qu_:lg_,?g,?(o G . Q[L(i :Hun,t 6?,1'__ 1 umom . -mo )

18. CAUSE OF DEATH {Enter only one causa per ling ﬂ {8), (&), and (c). INTERVAL BETWEEN

0

PART I. DEATH WAS CAUSED BY:

v 351 AND DEATH
IMMEDIATE CAUSE {a) Al e
4

DOCUMENT

Conditions, if any, DUE TO {b)
which gave riss to
above canse (o),
stating the under-
lying cause last.y. DUE TO (c}

PART 1. QTHER SIGNIFICANT CONDITIONS coyfﬁt&bnws TO DEATH but not relsted to the terminai PART 11, If deceased was female  was
disease condition given in PART | (a) there » pregnandy in last 90 days.

] O Yes ' { No ] O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE Xb. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of itam 16,)
PERFORMED? [w] 0 g
YES[] NC D

20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY f{e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [J farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK O C?
>/ L

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
{NSTEAD OF

MEDICAL CERTIFICATION

21. | attended the d‘e:ﬁed f!’% nﬁ-(ust saw i alive ong
1. S

m an the date stated abave, and to the best of my knowledge, from the couses stated.

ey |

73 om? A0 12052 7ra Mo Go:

UR1AL"CR%¢'HON 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) [State)

}gemoum ecify) 3/21 /(95 ﬁQ)UfLQ,E, GQHL . co. WUM

24. FUNE 1RECTOR ADDRESS 23, DATE RECD. BY LOCAL REG. |26. REGISTRAR'S SIGNQRE

&Rgm&wa& Edmp Tm”n View, Wo.l Q4| 19—

r {Licensed Embalmer’s Siaieme!\t on Reversa Side}

USE BLACK INK

TYPEWRITER RIBBON.
SHOULD READ

BY AFFIDAVIT OF

ITEM NO,




STATEMENT. BY LICENSED EMBALMER

I 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 personal supervision.

Student
T Signature of Student Embalmer

P. O.-Address

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 also shall sign in his OWN handwnlmg

If this body is not embalmed fact should be so stated above.




