lth ' THE DIVISION OF HEALTH OF MISSOUR ' 5 _02082

Welfare STANDr D CERTIFICATE OF DEATH T STATE FILE NUMBER 7~
wblic :
arvice H LED JU N 1 8 195@2;,,“.;9" Districs No. { Primary Registration District No. .4.?2__%_u Registrar's No._____¥ ..__-..5..-_.--
' 1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence bafore
300 a. COUNTY Boppm a STATE M{ggour]l b COUNTY DOK&I‘BI"'?,
-57 b. CITY (If oulside corpdrate limits, give TOWNSHIP only) | Inside Limits e CITY 820 lnside Cimits *
OR Y No [ OR 1 i 5
Town Cageville o3 [3g Mo toww Maysville Yesfg ne [
c. f‘gls.é_l{:lAEAEOF (If NOT in hospital, give [ocation) | Leagth of stoy in 1b d. STREET (If cutside, give location} Reside on Farm
A ADDRESS
6 e O steopathic Hosd., 1 da. _ Yoz ] No[]
3. :lTAME OF DE)CEASED First Middle Last 4, DATE Month Day Year
ype ar print DP
PANSY BIRD COATS peati June 14, 1958
5 SEX , 6. COLOR OR RACE| 7. marrIEo [ NEVER MarriED ] 8. DATE OF BIRTH 9. A|GE. {bli:tl‘:;:;; I:‘l‘.:‘r;l:)’ER[l;::AR ':,?,?,DER 2;::5?5.
female vhite wooweoff] 9 owvorceo[3] July 9, 188K | 73 - l [
100. USUAL OCCUPATION (Give kind of work done | 10b. KIND QF BUSINESS OR 11. BIRTHPLACE {City and state or country) l 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even il ratired) INDUSTRY
hougewife home Kansgas USA
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H_uéaANrg OR WIFE
Edward Downs Della Reld John Coats
15. WAS DECEASED EVER IN U. §. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
Yas, no, kno IT yos, give w d f i oy 3 o
{Yeas, no nrunﬁmr\;n)( yes, give war or dates of service) no vance E. Crldlin&‘-—caSSVi lle. &IO .
18. CAUSE QF DEATH (Enter only one cause per line for {a), (b), an - INTERVAL BETWEEN
PART |. DEATH WAS CAUSED 3\71/ . ONZTﬁD DEATH
IMMEDIATE CAUSE (a) ‘ﬁmﬂz‘_mmu P rs

Conditions, If any, . DUE TO (b) Mna_cacaaama_@/ /éf‘b‘/x’ ”/6((. __/}// .

which gave rise 10
} DUE TO (¢) 171X

above cause {a),
stating the wndar-

LSE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

4 [ying couse last

- ,.9: PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terminal dlsease conditlen given in PART I (o) 19. WAS AUTOPSY
b 3 PERFORMED?
I;; T YES[ ] NOR
- = | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART |l of item 18.)
= w .

E: : O - a O

] S[ 20c. TIME OF .Hour «Manth, Doy, Year
2 3 INJURY  “a.m,

§ 'z p.m.

E 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., iner about heme,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
; WHILE AT '{(0 ]LE fartm, factory, street, office bidg., etc.)
5 WORK e 1 //’
I.s 21. | ottended the deceased from _ﬁﬂ.ﬂi_‘i’_m_ Wmd last kawL alive on Jﬂﬂ &/ 2 /?32

E _— T ‘ n m on the date slurcd above; and to the best of my knowledge, from the couses stated.
- {Degrye gr titla) 4, 22c. PATE SIGNED
2] ] -
Z S48
' 23e. BURIAL, CREMATION, | 23b. DATE 23c. K F CEMETERY QR CREMATORY 1 234, LOCATION {City, town, or county]) (State)

H EMOVY AL, (Specify) .

. Tenoval 6—1&—1958 stoup Funeral Home | $/inston, Liissouri

v

24. FUNERAL DIRECTOR ADDRESS 5. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE \
Culver'!s Cassville, L. { /4 — / F5E W Ztn:% -

{Licansad Embalmes"s Statement on Raverss Sids) :I




¢ COUNTY HEALTH UNIT ' .
¥ CASSVILLE, MO. |

No_‘_g_vr,-_/ﬁd——

DATE REC. Lo17-58

STATEMENT BY LICENSED EMBALMER

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

Y M@, OF BY 1ottt s s ., Student Embalmer No. ..........ooiient

working under my personal supervision.

SEUAENE +ovneemirererirerrnneerenists s e mnsbene e ssnes Signed E ;GAﬁI@fW .............

) Sigxfature of Student Embalmer
Licensed Embalmer No%?‘é

P. O. Address.. ﬁM&M,.%

Y

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
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. i |




