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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
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N
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o8-

STATE FILE NUMBER

Registrae's No. €577 . __

1. PLACE OF DEATH

2. USUAL RESIDENCE

{(Where deceased lived. If instjtution: Regidence befare
b. COUNT ’5

a. COUNTY .. a. STAT Y,
N £ S SOl Gres)
b. CITY (If guiside corporate limits, give TOWNSHIP only) Inside Limirs c. CITY o 1.0 ts
or - Yes [} No [t OR o o fad—
T VoeTRer | we TOW S B o T Do s it &
c. FgLL NAM%OF {1 NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, give lacation) Reside on Farm
HOSPITAL ADDRESS?
INSTITUTION AR 4y T& 223 Oy 74 #.3 es [T [
3. MAME OF DECEASED First Middle Last 4. DATE Maonth Day Year
(Type or print} S oF
| Liteam Puennece TEWART CEAHS e pr. 26, /95L
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a8 i a' n u N
/1 YP= Wi 7me~ wooweo[]  owvorceoU) 07, 1/, /902, | 278~ IE |
10a. USUAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City ond state or country) 12. CITIZEN OF WHAT COUNTRY?
dorin t of working life, avon if retired) INDUSTRY
-lmﬂl ['] ;P
A AR EL » frne rs e D 21D ﬂ?o- .5 4.
ATHER'S NAME — —t ' 13b, MOTHER'S MAIDEN NAME 1{ NAME OF HUSBAND OR WIFE
terss DTEWALT A mE£4rA NEJTA/ léc?cuse' ST e T
15. WAS DECEASED EYER {N U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.{ 17. INFORMANT Address p
{Yes, no, or unknawn)f {If yes, give war or dates of sarvice) . y
| Y0620 IfT)es PBueknee Sterwpar omrﬁc—gw&i{ma_
INTERVALABETWEEN

PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o)

i

Conditions, if any, DUE TO (k) A
which gove rise to
cbove cause (a),
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18. CAUSE OF DEATH (Enter only ane couse per line for {a}, (b}, und (<))
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rfe or

”

% tying couss last. DUE TO (c)
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal diseass condition given in PART I (o) 19. WAS AUTOPSY
h PERFORMED?
£ YES[] NO[] &
= | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
w
o O O O
S| 20¢. TIMEOF .Hour Month, Day, Year
a INJUR a.m.
3 p.m.
20d. INJURY OCCURRED 200. PLACE OF INJURY (e.g., inor about home,| 20k CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE E] farm, factary, street, office bidg., etc.)
WORK AT WORK L1 .. - 3 g 5 z fﬁ/__
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73b. DATE

Q-22-5¢

23e. BURIAL, CREMATION,
EMOVAL (Specify)

24. FUNERAL DIRECTOR
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Anoﬁjss
Qu.qc. QRI Ao & et &

23c. NAME OF CEMETERY OR CREMATORY

o . o™

23d.

EMiTeky

: ;2 Lo
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LTt 11 £d

i

25. DATE RECD. BY LOCAL REG.
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25. REGISTRAR'S SIGNATURE
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% DATE Receivep_ OCT 1 1es0
& , NEW MADRID €O, HEALTH CENTER
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STATEMENT BY LICENSED EMBALMER

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

DY I, OF DY reniiiii et e et et —e e e i e aabaanaas , Student Embalmer No. .................el

working under my personal supervision.

Student ..o
Signature of Student Embalmer

. Licensed Embal
P. O. Address [ 2R TAGE, QLes, /77

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.




