THE DIVISION OF HEALTH OF MISSOURI T RN 1Ty

s I /- ﬁﬁ'rg "é”i‘ﬁ STANDARD CERTIFICATE OF DEATH . rick . gumisz ...
BIRTH NO. REG. DIST. NO. / bPRIMARY REG. DIST. NO. ﬂ. Registrar’s No.u%_..: ..............
/el 247 |

1. PLACE OF DEATH 2 USUAL RESIDENCE (Wbare decoased lived. If iastitution: resklonce befora
a. COQUNTY HOWG 11 a, STATE MO. ‘ b. COUNTY Howe-ll q_,d‘nh.;an)._
/ b. CITY (It outide corperate limits, writs RURAL and give ¢. LENGTH OF ¢. CITY (1 ouraide corporate limita, writa mm..u. 204 give ;,....u,,, o
sownahip)| STAY (in this place) U ’Z:'

oM Mountain View 10 vears| T  Mountain" View.

Q -

o4 d. FULL NAME OF ( upi or los wol. addreas or location} d. STREET {I? rural, glve locatlon)

S NReHTUTION ADDRESS Lok LT

9 R Lo P

o< 3':';':-:?:%55%'2-: a. (}:im) b./(Middie) c. (Las) PR Y [33}1;. “T{Munth) (Dsy) (Year)

, E (Twpeor i) Berlin Marion Woods pani Feb 11-1980

é 5. SEX . COLOR OR RACE 7 \h\?IAD%%!'EB BIE\\{SRCE[A)R ED, 8. DATE OF BIRTH 9. AGE (In years| If UNDER 1 YEAR | & UNDER & Ha%.
: birthday) Monﬂu D Hours | Mi

2 Marri ;" i 11 23-1870 | 8572 (¢85 | "] ™

< M /[ w rried Apr V44

= 10a. USUAL OCCUPATION (Citvekind of work | 10b. KIND OF BUSINESS OR_IN- | 1. BIRTHPLACE (State or forelgn wuntrv) 12, CITIZEN OF WHAT

=] doneduriog most of working life, even if retired) R ' DUSTRY cou

i Electrician Rushville, Illiionis

13a. FATHER'S NAME . 13b. MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND OR WiFE

<

“ Merion %Woods | unknown , Mary %ioods

[ 15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT' 'S SIGNATURE OR NAME ADDRESS

-« (Yem, no. or unknown) ‘ {11 you, xive war or dates of service) NO.

= no Mary Woods Mtn View, Mo.

l 18. CAUSE OF DEATH MEDICAL CERTIFICATION lg’{gghsmu
[ . 1. DISEASE OR CONDITION . D DEATH
Z l}:;‘:f;:’?g "(’;‘)"":‘ﬁ‘(’g DIRECTLY LEADING TO DEATH®(y)

E «This docs mot mean | ANTECEDENT CAUSES

! the mode of diing, auch | Afortic conditions, if any, giring DUE TO (%)

_ o1 heart faklure, asthenic, rise to the abote coure (a) tlating ) . - L
~ g “ete. It means the dis- the underlping cause last. - . ’

. ease, injury, or tomplica- DUE TO (c)
cx 3 ||tiom which caused death, | 11. OTHER SIGNIFICANT CONDITIONS . . ;
v o Conditions eontribuding to the death bt ot ¢ gx
2 j related to the disease or condition eausing death. )
;a" 19a. DATE OF OPERA- | 18b. MAJOR FINDINGS OF OPERATION - - 20, AUTOPSY?
= TION
= YES D wo [
21a. ACCIDENT {Bpecity} 21b. PLACEOF INJURY (o.g..inorabout | 21c, (CITY, TOWN, OR TOWNSHIP) . {COUNTY} . L(STATE)
'CD - - SUICIDE . . home, farm, fagtory, street, office bldg., eto.) ' .
7z HOMICIDE
g 21d. TIME tMonth) (Dsy) (Year) (Hour} 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
QF WHILEAT[—} NOT WHILE
>|" _INJURY WORK AT WORK
. r
; 22§ hereby cerfify that I attended the deceased from IQ_ﬁ lo M‘i" 193, (hat I last saw the deceased
'j' alive on _ML, 19 \ and that death ¥ecurred a m., from the causes and on the date staied aboye.
E ‘Il 232. SIGNATURE : O‘Dmor title) | 23b. ADDRESS 23%. DATE SIGNED
; ' ! O, bensr M 1275 50
o 24n. BURIAL, CRI 24b. DATE 24:, NAME OF CEMETERY COR CREMATORY 24¢: LOCATION (City, town. or connty) - (State) -
= || TION, REMOYAL )] -
> ria Mtn View Mtn View, Mo,

| DATE REC'D BY LOCAL : AR'S SIGNAT ! g(p 5. FUNERAL DIRECTOR' 8 SIGMATURE ) ADDRESS
é*ﬂ—dam‘ p| Duncan IRuneral Home Mtn View, Mo.

{Licensed Embalmer”s Seatement_on Reverse Side)




RECEIVED =z/23/50 K

District Health Otiosr Mg - §

District File Number. -2 =
—J‘LHZ; 7

Qate Filed

STATEMENT BY LICENSED EMBALMER

I bereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by......

working under tmy persona! supervision.

Licensed_Embalmer No. -%;'2
LY < X A .
P. 0. Addr ?Z( e Cltth & NS

P T STIEE T ) o
Student Enbalmer % * d

- N\t e \'_\“ . . - . . By Y ! T ‘ .
5 Note:\The abosiNMUST_BE IGRED.EVSTHEYY ENSED EVDALJIER .in-bis OWNHANDWRITING. 3 (Faii® Yol somply with
the above constitutes grounds for revocation of license.) : [} ’
If this body is not emhalmed, fact should be so stated above.




