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WRITE PLAINLY—USE [jNFADH\TG BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE

Bunmu OF_JHE (‘13@3
ILED APR L\

Registration District Now..ooeeeeeeee

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registraticn District No...... 3 O.AS )

State File No

Registrar’s No.

1. PLACE OF DEATII:

{a) County Howell

(5) City or town West FPlains,. . Mo..

{1l outaide city or town limits, write "HURAL" sod nnrna of u:-mslup)
{¢) Name of hospital or institution:
.......................... West Plains. tospital ..
{If notin hmpiul or institution, write nrcﬂ oumber or locn uon)

(d} Length of stay: In hospital or institution.... 12 H(Osqu‘ v
pecily whelher

In this community.................lE)....MOIl.th.B

years, manthe or days)

2.

{a)
{e)

()

(e)

USUAL RESIDENCE OF DECEASED:

state. Miszouri . (&) County... _Hﬂwell
Mountain View

City or town..

(1f outside city ur town limits, write “HURAL"} &
Street No. Karal
(11 rural, give localion)
Citizen of foreign country? {Yes or No}

H yes, name country,

MEDICAL CERTIFICATION

3. (¢} PRINT
FULL NaME._____Shirley.. - Dy¥nes ... -
¥-Ann s - 20. DATE OF DEATI: Month.....J AN . day
3. (5 I veteran, 3. (¢) Social Security year 194_3 hour H
name war. No NQ - n.g
21. I hereby ceptify that I attended the d i fry .
) 5, Color or 6. (a) Single, widowed, married, / / 19.2{.3:1\ // 7/ - I#j
4, Sex E Tace L] ddi""’"-'ed--------c-hild-—- that [ last ==K L -slive on / 7/{ 1@&
6, (b} Name of husband or wife.....cooooeeeee. 6. () Age of husband or wife if || @nd that death occurred on the date arid hour stated above. Durati
uraiion
AlIVe. ... i VAT Immedigtg cause of dgath
7. Birth date of deceasedmay o0 1935 - .
{Moath) {Day) (Year)
8. AGE: Yenrs Months Days If less than one day Due to W W
7 7 |1 in || & M&M

Due to...

Mi_a.ao.ur.i...._.d___.

(Siate or foreigu country)

9. Birthplace.
. - {Civy, town, or counly) -

10. Usual occupation None

[ L B

Other conditions.
(Include preguaocy within 3 moaths of deatb)

11, Industryorb R - FHYSICIAN
o ajor findings: —_
B 12. Name...... Frank M Dynes |
) S = - z PR / B Underline |
&\ 13. Birthplace Calif. .. 7 ?ﬁfﬁﬁ’;g
I, l.y. lmv eom:l {State or foreign country) Of autopsy should be
5 { 14. Maiden name... r-ose e charged sta-
E .......... tistically,
g 15. Birthplace T —— {Siate or farcivn muntr;j-" 22. If death was due to external causes, fill in the following/
16, (a) Informant MI‘& Glen Croﬁch (@) Accident, suicide, or homiclde (specify) /

(b) Address Mtn. View,. . Mo. ... || # Dateof occurrence \// N /,
17. (a} Hemoval b I, {b) Date thereof. Jan*th (e} Where did injury occur? {City or town) “(County) (State)

(Busial, cremation, WI'W“') (Month) (Day) (Year) || () Did injury occur in or about home, on farm, in industrial place. in public place?
(&) Place: burial or ErcmnnonStJQseph.,Mo__ -

18, (a) Signature of funeral director... ot . Whileat work;,;__,,_____._,_____,____(Sw”’ res o) of injury.__.__ ::-. .

® Address.....MolntainG 2f W

- 23. SlgnamrP (M.D.ar othu’)
5. @ 3RS - #3 o AL e L aenis 7/
{Datareceived Yocal rediatran)a, [ Addre M . Date signed }(j

i v

{Licensed Embalmer’s Statoment on Reverse Side)




- - .y 3.

- REGEIWVED - - No. 5. | L
Dlstnct Hea Hh ‘GHicer No. ' L : .
Dlstrlct File l\umb‘i‘f y&f/ ;j * ot ‘4 .o ; T

_ 5= 73 !

Date Flled _‘ . P e o - -

e

. STATEMENT BY LICENSED EMBALMER '

r

i+ i 1 hereby certify that the body whose name is recorded on the reverse side of this certificaté was'embalmed by me, orby==_... .. .. s

working under my personal supervision.
T L N . .

; . - "PLO. Addresss LLL AL A
Note: The nbove MUST BE SIGNED BY THE LICENSFD EMBALMER in his OWN HANDWRITING. (Fnllm'e to comply with

the above consututes grounds for revocation of license.) * -~ - .

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




