_ . THE DIVISION OF HEALTH OF MISSOURI 2'642
llv'f.'.'ft'., HLED OCT 14 1057 STANDARD CERTIFICATE OF DEATH sivve Fi BER

hublic
jervice Registration Districy No. =20 7 Primary ngistryli?:\ ?istrif_t No. 57 5'5 Regls?rar s Ne. No., é,ﬁ ________
l 1. PLACE OF DEATH 2. USUAL RESIDENRCE (Where deceased lived. IF institution:-Residence bafor e
_SW e COUNTY Maries . a. STATE Missouri b, COUNTY Mar :‘Legd""“'i‘y’
=57 | b. CETRY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. ng inside Limiul
1omi Rural Boone Yes [ Mo [k toww  Rural Boone 4 f Yes[ 1 No [
i c. FULL NAME OF {If NOT in hospital, give location} | Length of stay in 1b d. STREET {If outside, give locati i 02eside on Farm
HOSPITAL DR : ADDRESS Y -
INSTITUTION - es ] No[J
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
{Type or print} OF -
Paralee Copéiand DEATH 10 4 1957
5. SEX { 6. COLOR OR RACE ?.MARR[EDDNEVER marrien] 8. DATE OF BIRTH 9. AGE {In years ::JN'?ERI;YEAR If; UNDER 2;‘HRS.
o 1886 Jflr birthday} nths ay s ours in.
Fomale | finite wonl)  owonceoll| 4/30/
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City ond state or country) O 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) INDUSTRY 44~ 4 : v
Housewor K, Milier County, Missouri U. S. A.
13a. FATHER"S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H_UEBANQ OR WIFE
Henry Barnhart Martha Brasher Frank Copeland
. w -
. 2 [| 15 WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
. = N (Yes, nao, ik 3 (14 , give war or dah f service) . .
; 2 e e se e er e e e lione Miss Reable Copeland, Meta, Missouri
: o 18. CAUSE OF DEATH (Enter only one cause per line for (u), {b), and {c}.) . INTERVAL BETWEEN
; w PART ). DEATH WAS CAUSED BY: * i ONSET_AND DEATH
' w IMMEDIATE CAUSE {a} l hJMLMMl:bAJ . F’
g d
= e, . Lo, . , : I i .
o Cenditions, if gny, DUE TO (&) s - .
= which gave rise to
- above cause (o),
r4 stating the under- }
8 g Ilying cawse laar. 7 DUE TO (c) - . .
< 2{F PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease conditien given in PART | {a) 19. WAS AUTOPSY
- b 222 PERFORMED? £
- g T . . . YEs[[] ~no[]
- £ | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
= Z -
b o« O | O
: ol -
Yo S BY| 20c. TIMEQF Hour Month, Day, Year
£ o a INJURY a.m,
‘g ] E p.m. .
E Z 20d: « INJURY OCCURRED - 20e.-PLACE OF INJURY (e.q., inor ubout home, | 20f..CITY, TOWN, OR LOCATION -« ~COUNTY STATE
T w WHILE ATD NOT WHILE 0 farm, factory, street, office bldg., etc.) . L . . S
& b WORK AT WORK :
. E . 21. | attended the decsased from i . fo ond last saw :" alive on
§,_ . Deg:b occurrod of 1:00 F. A m on fho date stated above; ond to the best of my knowledge, from the causes sioted.
= 220, ATUR \/ {Degren or title) ‘-'b 22b. ADDRESS Z2. DATE SIGNED
o
= / OM 7, 10-10-57
730. BURIAL, CREMATION, | 23b. DATE z{ NAME OFJEEMETERY OR CREMATORY - 23d. LOCATION (City, fown, or county) (Stats)
. REMOV AL {Specify) iy ] . s
3 uria 10/6/1957 - Vienna, Cemetery *Vienna, Missouri

Qv v

24. FUNERAL DIRECTOR ADDRESS "] 25. DATE RECD. BY LOCAL REG. u.;@m’s SIGNATURE
. N . ) .
Fred H. Gilbsrt, Dixcn, Misscuri /10-9-57 %e)

{Licensed Embolmer’s S1atement on Raverse Side)




-t

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, o1 by ..., eneerenesanaa U OU RN ORPPPPIN ., Student Embalmer No. ..........ccceeee

working under my personal supervision.

I'd L
Student coviieiiiiiiiiiiiii e b e en . Signed / WMW

Signature of Student Embalmer

) ' ' . ' Licensed Embah‘nef No. ﬁ_ﬂﬁ/ .

P. 0. Address...Rixon.. Missauri.

Note: The above MUST BE SlGNED BY THE LICENSED EMBALMER in Ius OWN HANDWRITING {(Failu
to comply with the above constitutes grounds for revocation of ‘license).

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

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

-




