egistrati o District No, ...

'MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
EPARTMENT GF PUBLIC NEALTH ANO "j p Primary Registration District Nn‘jljj é Registrar's Ne. 2‘ i]-s#gﬂl:}mj—_

TBE AMENDED
1. PLACE OF DEATH R 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a a. COUNTY HOWell a. STATE MO. b. COUNWY Howell admission)
' % b. CCIJ'LY {If ourside corparata limits, give TOWNSHIP only) Length of stay in 1b €. COITY tnside Limits
R
[T}
T . . 3 o) .
s OWN Mountain View 15 Hrs. TOWN Willow Springs Yo O No
< €. FULL NAME OF (H NOT in hospltal, give location} Inside Limirs d. STREET (If cutside, give location) Roside on Farm
=1 & INSTITUTION. Yer@ NeD) ADDRESS Yes G N
SHE St.Francis Hosp. i N Gen., Delivery s reo
3. NAME OF DECEASED First Middle Lost 4. DATE Manth Day Yaar
{Type or print} . O.:TH
Claude Wright POAGE Dt Feb
. 5. SEX 6. COLOR OR RACE 7. Married Never Married [ 8. DATE OF BIRTH | 9- AGE (last birthday) ._'.f_U_'i'?.J LYEAR _IF UNDEHA:_HB_
. Widowed Divorced [J nths 1 Hours in.
Male White 11/11/85 75 |F™]2% |
— 10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
vy during most of V\:orking life, even if rotired) .
—£ fentd st Retired Ikl Paris, Missoupd 3
Q 13a. FATHER'S NAME T3%. MOTHER D! E ~ T4 E OF AUSBAND PE
—d
—e I P a Margaret 1houn Elsie Holland Poage
“ 15. WAS DECEASED EVER IN U5, Anﬁﬁ'&dﬁces*p 14. SOCIAL SECURITY NO. [ 17. INFORMANT Address
— < {Yes, no, or unknown}| (If yes, give war or daltes of gervice) . . pe
% lw o | Mrs.Elsie Poage, ¥Willow Sp !
—a — 18. CAUSE OF DEATH (Enter only one cause per line for (8}, (b), and {c). NIERVAL BETWEEN
< Z PART L DEATH WAS CAUSED BY: FD m z’ M_/é,(/\_g ONSET AND DEATH
—2 o = IMMEDIATE CAUSE (a) ( Fomi @PA /é W Z Fred
o] a
—22 ||k 2 issloilon Y d
o [pj a Conditions, if any, DUE TO (b} e S T W
' b L,—.‘ which gave rise to
— 2 |Z sbove cause (a),
n .:E = stating the under-
lying cause last. DUE TO (¢}
——% z PART 1I, OTHER SIGNIFICANT coNDmoNs coumaunns TO DEATH but not related to the terminal PART Ilf. I¥ deceased was femals was
Q dns"“ condition given in PART | { a there 2 pregnancy in last 90 days.
o <
E U I Yes O Mo O Unknown
“E" E 19. WAS AUTOPSY [ 20a. ACCIDENT swcms Howtms 20h. DESCRiBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I1 of item 18}
PERFORMED
g ¥] YES [J NO
- "
Clg & |™20c TIME OF  Houf  Month, Day, Year
i < o INJURY s.m.
: 2 p.m.
I 20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about homs, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
1 WHILE AT WORK O farm, factory, street, office bidg., eic.)
' NOT WHILE AT WORK [ P P,
: [} —
; é 21, | attended the deceased from ’Z’ / ? / & 4 4 "‘—2—)[#6}—-‘"" last saw le alive on, 9 /?]/él
: o Desth occurred a = on the date stated above, and to the best of my knowledge, from the couses stated.
: = P A A
| 2 u 22s. SIGNATU g oo g7 title) 27b. ADDRESS 22¢. DATE SIGNED
|2 2 >4 PaS| .
. w s H s Cnf'f'pp 1 Willow Sprines, Mo, 2 /8 /A1
X 732, BURIAL, CREMATION, DATE 7| 23€ NAME OF CEMETERY OR CREMATORY 23d, UDCATIONTCity, town, or county) 7{Stark)
S o REMOVAL (Specify)
z £| - Rurial 2/10/61 City ; _
s <« J§ T24. FUNERAL DIRECTOR 4 7 ADDRESS 25. DATE RECD. BY Locg REG.
= 3 jome , 1 2=
= o|Burns Funeral Home,ifillow Spgs, Mo /D ~

{Licensed Embalmer’s Statement on Reverse Side)




STAIEMENT BY LICENSED EMBALMER

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

or by /—\ Student Embalmer No.____

. .. : -,
working under my personal supervision. % 4
t |
Student signed____Thomas R, Burns {

Signature of Student Embalmer

Licensed Embalmer No. 4211"

P. O. AddressWiillow Springs, Mo

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.

[

1

o






