THE DIVISION OF HEALTH OF MISSOUN

. Mo, 300 R : R
ot FILED MAR 39 1983 STANDARD CERTIFICATE OF DEATH vt Fite Mo Y52
BLRTH NO. __ Res. 0157, w0.b7/ ___ eriumny aee. 01sT. 0.8 7 4 Registrars No S B
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decoassd lived. If Institution: residence before
. COUNTY . STATE b. COUNTY sdmiulon).
2 Putnam ® Mo. Putnam "~ &
b. ClTY (Il outeide corpurats limita, writs RURAL and give ¢. LENGTH OF ¢, CITY (If ootaide sorporats limdts, writs RURAL and give townabip) M2
townabip)| STAY (in this place) i
TowN Rural, Rie hland fe . TOWN Bural Richland &
d. FULL NAME OF (If not in hospieal or § ion, give atrect add ur )] d. STREET (I rorsl, glve keation) ’
HOSPITAL OR A ADDRESS J
insTiTuTion  Uni onvﬂ_le, Ho. R, F D Inionyill a
3. NAME OF . (FI b, (Midd} - (Last
Diceassn @ (Miadle) o {Last) LOME  Gfmt)  Qw)  Crn
( Type or Print) Begsle Ellen Steela DEATH .
5, SEX ‘ 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In years| ¥ UADER | YEAR | ¥ Uwwer o1 vms,
WIDOWED, DIVORCED (Bpecify) ‘ Last birthday) uma-l ays | Hours | Min.
7 e o June 29,1884 |/ a7
10a. USUAL OCCUPATION (Qivekind of work | 10b. KIND OF BUSINESS OR [N- | 11. BIRTHPLACE (State or forslan country) 12, CITIZEN OF WHAT
o during most of working Uie, aven i recired) " 'DUSTRY /0 COUNTRYT
homework - Putnam Co, Mo, U.38.
13a, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME . ’ 14, NAME OF HUSBAND OR WIFE
Al Dwyer | Martha Brown Bert Steele
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
(Yea.no,or anknown} | (I{ yes. rive war or dates of sarvice) NO.
no XX no .. Bert Steele , Unlonville, Mo

18. CAUSE OF DEATH . DISEASE OR CONDITION M
_ Enter only onecauseper | 1. DIS! OR Di
Hae for {a), (b), and (c} DIRECT LY LEADING TO DEATH® ()

INTERVAL BETWEEN
ONSET AND DEATH

ICAL CERTIFICATION

'

.
.

“This docs not mean | ANTECEDENT CAUSES
the mode of dying, such Morbid conditions, if any, giving DUE T (b>

. USING, UNFADING BLACK INE—MAKE A PERMANENT RECORD €5 &S

a8 Beari fallure, asthenia, | 7ise to the abooe cause {a} fating - [
de. It meana the dis- the underlying cauae last. .
care, infury, or complica- DUE TO ()
tion which cauzed deth, | 11. OTHER SIGNIFICANT CONDITIONS -
Conditions contriduting to the death but not -
related to the disease or condition cauring death. A 5!
19a. DATE OF OP-FEJ’N 19%, MAJOR FINDINGS OF OPERATION f) . [ / . 20. AUTOPSY?
ves (] wo
21a, ACCIDENT {Bpecify) Z1b. PLACEOF INJURY (s fsorabout | 21c. (CITY, TOWN, OR TOWNSHIP) . (COUNTY) (sTaTEy 1
- SUICID! bome, farm, figtory, street.office bldg..et0.)
Lo 2N HOMICIDE \ ., 1
Yo, z:u TIME Y (Mode) (D) < (Teur) lﬂm) z:'a INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
' - oF Y R Ao = LWHILEAT[] NOTWHILE .
\\ . INJURY .- = ‘ WORK" AT WORK

’
¥+

WRITE PLAINLY:

.- Y/ '
2 i hereby tpat “a_uendéd the deceased from WO M ID_Aﬁ' that T laat saw the deceased
a.lwe\'on L0 -ﬁ, 7. AN 1%, and that degth occurred at ., from the causes ang.ofiMthe date slated above.

S OV TR el 7 TR

T
-,

?ﬁ'on ng‘m CREMA- | 24h. DATE 24c. MNE OF CEMEI'ERY OR CREMATORY | 24d. LOCATION (Oity, town, o county) (State)
{EBpeelly) |. 5
nionvillecd A4 L/ Unionville - Unlonville . _Ho,
DATE Rgc-pmrm]_ REGISTRAR'S SIGNATURS 2‘0(9‘ FUNERAL DIRECTOR7S 5] GMETURE ‘ADDRESS
£G i
| 3-22-44 | " 27) pnactl D) aun o Lot e/ fSera Untonville, Yo,

(Licensed Erbalmer's Sntem:m on Reverse Side)
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RECEVED
' District Health Officer Mgt
District Filo Ner.ka?__b% TS :
1
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, of by
[N . Student Embalmer No.
working under my personal supervision, .
Student ..... Ceeteeseressereensieasiereanys Signed..mdz
Student Embalmer

Licensed Emba

the above constitutes grounds for revocation of license.)

<77 N a
oo Adm/%MWf»%/

.

y -

N
-

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
If this body is not embalmed, fact should be so stated above.



