' FILED SEP 7 1954 THE DIVISION OF HEALTH OF MISSOURI

No. 300
o2 _ "', STANDARD CERTIFICATE OF DEATH hte Fie ., 26464
Samp—
'GIRTH NO.______________ REG. DIST. Mo. _ S 3 erimsny rec. orsT. m.B_OLQ. Registrar's No 3 31
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where descased lived. If Institation: residence before
a. COUNTY . . STATE . COUNTY adinisslon).
0 apde 0 ﬁassouri Cape d{%ardeau Mo
b, CI'IF;Y (I outalde corpurate limits, write RURAL and give ; g_r l‘!ENGTH p!?F c, CIC'JI";( & In Reatdenen withlo Umits of
township} {ln this ce) - & £ity «f lacorporated town?
___TOWN_Gape Giraprdeau Mo | day town Cape Glrardeau BHEGT
F#éSLPfTAAhI‘.E OF (If not in bospital or instisution, give streot add or location) . AslsrgREBS (If runal, givs location) 0 ] w 7
INSTITUTION Qstwopathic Hospital __915 Hickory St 0
DEC%ES%FD a. (First) b. {Middle) ¢. (L.ast) 4. Dé'll:‘E (Month) (Dey) (Yﬂl')
(Type or Print) Michael Wesley Adams . DEATH  Sept 1 1984
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MAﬁRlED.p 8. DATE OF BIRTH 9. AGE (In yours| IF UNGER 5 THAR | © UNDER &1 wia.
WIDOWED, DIVORCED (Bpaci last birthday) | Monthe ] Days | Hours | Min,
Male White Single 12/209/1948 15 |

i0a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR_IN- | 11, BIRTHPLACE . : 12. CITIZEN
dnmdur!n;mmtol'uruuulo.u:unnun:;:) - DUSTRY (City and State or Foreign Country) O COUNTRY?OFWHAT

None t Same Cape Glrardeau Mo U.S.A.

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

Milford Adams PangyvBoyer 3p4aEst
IS. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 S|GNATURE OR NAME ADDRESS
(Yos. 80, orunknown) | (If yes, give war or dates of service) NO.

N None Milford Adams Cape GirardeauMo
18. CAUSE OF DEATH MEDICAL CERTIFICATION - INTERVAL BETWEEN
Enter only oneceuseper | 1. DISEASE OR CONDITION ORSET AND DEATH
i DIRECTLY LEADING TO DEATH® (5 /.

line for (a), (b}, and (¢)
+ThEs docs ot mean | ANTECEDENT CAUSES 28
the mode of dying, suck | Mortid conditions, if any, giving DUE TO (B)

as heart fatlure, asthenie, | rite to the aboce caute (o) tating - . .
ete. It meana the dis- the underlying cause last, . / 2
care, infury, or compii DUE TO (8) .
tion which caused death, | 11. QTHER SIGNIFICANT CONDITIONS . . ., .
: Conditions comtribuling o the death but not y é Z * : !
- related to the disease or condition cauzing death, .

19a. DATE OF OP'IEI%A}i 15b. MAJOR FINDINGS OF OPERATION 2 % - | 0. AUTOPSY? .
" o
- : . as ves (1 o
21a. ACCIDENT (Boecify) . 210, PLACE OF INJURY (e.g.,Inorabaut | 2lc. (CITY, TOWN, OR TOWNSHIP) : (COUNTY) (STATE)
SUICIDE [ home, Iarm, Iagtory, street, offios bldg., er0.) .
HOMICIDE ’ w e n e ) :
2ld. TIME {Moath) (Day}) (Year) (Hour) 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
Q ) ' ’ WHILE AT NOT WHILE
INJURY WORK # WORK

2. I hereby ¢ 1fyt at I atiended the deceazed from # _Z%_L Isﬂ that I last zaw the deceased
alive on LL 19 6‘ nd thal deatl¥ occurred at ___L,p’m ., from the causes and on the daje stated above.

23a; SI TUHE {Degree or Litle) AD 23 PATESIGNED
e 1 (o W o Conr 59

¢4n. BURIAL, gREMA- ub DATE / / | 24c. NAME OF CEMETERY OR CREMATORY 244. LOCATIﬁ (City, town, or county) ’ - {Btats)

TION, REMCOVAY (Bpecity) . N
Bnrigl a/4/a4 Tormier Cenmt- - 1. Lape :Girardegn Mo .

DATE REC'D BY LOCAL | REGISTRAR'S,SIGNATMRE ] ,7/‘__ 5 F TRECTOR: S B ONATORE Mo
Cape Girardeau 1o

é {Licensed Embalmet’s Statement on Reverse Side)

WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb

working under my personal supervision..

Student ... i aa s Signed... @V&ﬂ

Signeture of Student Embaloer
Licensed Embalmer No.288:3..

P. O. Address (Cape. Glrard

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
to comply with the above constitutes grounds for revocation of license),

_If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




