A DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH =010

3L

— STATE FILE NUMBER
!EIBED VS Rm G“ a; @"1850—--_-3_-_______...----.Primary Ragistration District No. ____aae—_______Registrar's No., ___‘_é__‘_;..(_..-__
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residente before
a. COUNTY . a. STATE b. COUNTY * _ admizsion)
St Francolis Meo. St Francors
b. C(I)‘Er (If outside corporare limits, give TOWNSHIP only) Length of stay in 1b < CC')TRY Inside Limits
oW Fignls clag 2depar |l O™ Lrapnkclay You & No
c. FULL NAME OF (If NOT in hospitl, give location} Insid¥ Limiss d. STREET (1f eulide, give location} Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION l,, ome Yes @ No [] Yes [ No [
T 3. t';AME OF bz,cnszn Firat Middie Lost 4 OpTE Month Day Year
ype of print
Ocde Clarence Maq erry s Moy, 5, /960
5. SEX 6. COLOR OR RACE 7. Married Never Married (1' [8. DATE OF 8IRTH | 9. AGE (last birthday) I;\DUNhDER TDYEAR l: UNDER l:" HR
B i tl in.
MA’LE_ Wﬂlré- Widowed Divorced [J 3_(25-__ /89-2» ég q’\" nths ays ours | in
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (City and state or tountry) | 12. CITIZEN OF WHAT COUNTRY
durl 'most f workmq, lifa, even if retirad) L H
Minet ~Joe LeadCo er)e aMotte , Mo d'S-d,-
) 12a. FATHERS NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
‘ slo.SePb May be i ry Rermelia Morris Lda Maqéf’!-/-ff!
| 15. WAS BECEASED EVER IN U.S. ARME[‘ FORCES? 14, SOCIAL SECURITY NO, 17. INFORMANT Address
! (Yes, no, ar unknewn) | (If ves, give war or dates of service) J M 5 ‘_F
| _ No 493-032-8389( ames [layberry  Fran kc/acf,Mo,
[ = 18. CAUSE OF DEATH (Enter only one cause per |ine for (a), (b}, and {c). INTERVAL BETWEEN
5 PART |. DEATH WAS CAUSED BY: ONSET ANE) DEATH
2 IMMEDIATE cause o Girculatory Failure Tmmediate
3
a Conditions, it any,]  DUETo ) Docompensated Acute Cor Pulnonale Vieeks
which gave rite to
nboye :':use d(al, . 1|" kS
tati t - i
— Tping - cavee losh. DUE 1O (¢) Lobar Pneumonia ee
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TCO DEATH but not related to the trerminal PART MlI. If deceased was female was
g disease condition given in PART | (&) there & pregnancy in last 90 days.
< . -
E Dlabetes Mellltus —- months ] O Yes } 1 Ne I O Unknown
b= i9. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART Il of item 18.)
= PERFORMED im| wl o
o YES [0 NO
& | 20c.TIME OF  'Hour  Month, Day, Year | <
21 7 INURY e : .-
. p.m. .
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f, CITY, TOWN, OR 1OCATION COUNTY STATE
WHILE AT WORK [J farm, factory, street, office bldg., etc.}
NCT WHILE AT WORK []
v .| 21. 1 attendad the deceased from. Feh' dd’l956 1o NOV. 531960 and Jast saw h‘i:n“]ive on NOV. h ’1%0
Death occurred at. 3{%20 Eﬁ m on the date stated above, and to the best of my knowledge, from the causes stated.
™,
8 22s. SIGNATURE i [Degr. r title} 22b. ADDRESS 22c. DATE SIGNED
= 1 m . M D,0. Bismarck, Vissouri 11~7-50-
i Z3a. BURIAL, CREMATION, | Z3b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION {City, town, or county} Giate)
[a) REMOV AL {Specify) ‘ ‘ .
=l Birsa Noy. 8,19¢0 | Leadwood Cemetery | Leadwood , Missoury
< 24, FUNERAL DIRECTOR ¥ ADDRESS 25. DATE RECD. BY LOCAL REG. |26, REGISTRAR'S SIGNATUR
p o
=] Bert L. Bouek Leacfcuood Meo. r.n JM_Q%VM ’;
(Licensed Embalmer’s S!l‘remen! on '{everse Side) &




STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student Signe
Signatyre of Student Embaimer

Pe
Licensed Embalmer No\, 3#'# cé

’ ) ' P. 0. Addre{gé‘éﬁﬂé

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ({Failure to {
with the above constitutes grounds for revocation of license).

¥ embalmed by a STUDENT, he also shall sign in his OWN handwrmng.

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




