T ™ \ THE DIVISION OF HEALTH OF MISSOUR!
No. 300 ? 195A
o2 , ILED SEP 2 STANDARD CERTIFICATE OF DEATH e e D 0B
'BIRTH NO. REG. DIST. NO. __3_2__ PRIMARY REG., DIST. NO-S_D_a_lQ_ Repistrar’s No. ﬂ (D 3
_'. " 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whkere dscoased lived. If !nstitution: residence before
0 a. COUNTY Boone a. STATE Missouri &. COUNTY Boone adnismiont,
. b. CITY (If outside corpurata limits, writs RURAL and give c. LENGTH OF | c. CITY . i Is Residence within flmtts of

OR . townahip) | STAY {in thin place » _OR .

Town  Columbia l TowN  Columbia

d. FULL NAME OF (1f net in hespitsl or institution, glve strect address or loeailon) STREET (If rars!, give location) i Y 3
0/,

INSHTOTION Boone County Hospital APDRESS 1611 Windsor St.

® £iiy ¢r incorporated town?
Yer k No ]

3. NAME OF 5. (First) b. (Middle) c. (Last) 4. DATE (Month)  (Da ¥
DECEASED " VoF 7 (Year)
{ Tope or Print) ELIZABETH UcQUITTY DEATH Septh. 23, 195)
5, SEX 6. COLOR OR RACE { 7. MARRIED, NEVER MARRIED, / | 8. DATE OF BIRTH 9, AGE (In years| IF UNDER | YEAR | & GMDER &+ o,
F 1 . WIDOWED, DIVORCED (amuif/( last birthday) |Months ’ Days | Hours | Min.
emale White Married Sept. 27, 188L |_ 69 | _ |
10a. USUAL OCCUPATION (Ghwekindof work | 10b. KIND OF BUSINESS OR IN- | 1i. BIRTHPLACE . . 3
done duting moss of wurkln;uf...:on::! ;:::d] DUSTRY “:_“" snd s:.:‘. er Foreign Country) O lzC(c)llR%Enﬁ?FWHAT
Home —— Kansas City, Missouri. U S AL
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE .
Amos R. Cecil . Virginia Wilev P,F. McQuitty
5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | I7. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, 8o, 07 unkoown) | (If yes, xive war or dates of service) NO.

P.F. McQuitty, Columbia, Mo.
ION

No

18. CAUSE QF DEATH
 Enter only onecause per { 1; DISEASE OR CONDITION
lime for (a), (5, aad (o | DIRECTLY LEADING TO DEATH® (g,

INTERVAL BETWEEN

- ONSET AE DEATH
L)

EDICAL CERTIFICAT

-
-

E )
*This does not meen ANTECEDENT CAUSES

the mode of dying, auch | Morbid conditiona, if any, giving DUE TO (b} "
a8 heari faflure, asthenia, | rite to the above cause (o) statiug
ete. It meane the dis- | - Uit underlying cause last.

eaze, infury, or complica- DUE TO (e} °
tion which coused death, 1 1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death bué not
related to the direare or condition causing death.

i%a. DATE OF OPTE'IRO“N 150, MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
/ =0 / ves [ ] wo IB\
21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY tex.. inorabous | 21¢. (CITY, TOWH, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, factory, atreet, office bldg,, er0.)
HOMICIDE
21d. TIME (Moath} (Day) (Year) (Hour) 2le. INJURY ‘'OCCURRED 21f, HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY - m | "ork L) ATWORK

22. I hereby certify that I attended lh? deceased from ﬂi\__, 195_‘{, to -2 . 19#, that I last saw the deceased

. alive on _9_:1_3____., 19 s and that death occurred al 8:00 m., from the causes and on lhe dale stated above.

IANATURE (Degroee or Litle)q ADD/ . 2. DATE SIGNED
. . * . -
. M M T-2¢-SY

%_4[3 BHSA;OA\} CREMA- | 24b. DATE . 24z. NAME OF CEMETERY OR CREMATORY 24d. La:ATlﬁN (Qity, town, or county) (Btate)
BIEaaL @ | sept,. 2, ‘195l Memorial Park Cemetery | Columbia, Missouri.

DATE REC'D BY L%CE%L REGISTRAR'S SIGNATURE . 3 I_ FUMERAL DIRECTOR'S SIGNATURE DDRES . %
S (A s R E Pold MJMJM Srier effﬁwj«“ )

WRITE PLAINLY—USING TUNFADING BLACK INE—MAKE A PERMANENT RECORD

(licensed Embalmer’s Statement on Reverse Side)




i

iy,

ﬂ%l 8T Uiy

STATEMENT BY LICENSED EMBALMER

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

Licensed Embalmer No.-.;- ﬁ

P. O. Address W

o Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F.

working under my personal supervision..

Student
Signature of Student Embalmer

d
to comply with the above constitutes grounds for revocation'of license).

1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.
I¥ this body is not embalmed, fact should be so stated above.




