ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

ARTMENT OF PUBLIC MEALTH AND WEL
Registration District No. .—_.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

DATE AMENDED

f fé ........ ..Prlmnry Registration District Nuﬂ_ﬁg_:_’_k:‘;nﬂr ‘s No. ___!__3_ ___________

—=61-002039

STATE FI

LE NUMBER

it f‘U TN I-LED

1. PLACE OF DEATH
a. COUNTY

Lafavette

h I YT
Ll |

JOT

T2 USUAL RESIDENCE (wr;m deceased lived.
. SIATR s5p urd b- CoUnNTY Lafayette admissicn) \

If institution: Residence before

b. CITY (If outside corporate limits, give TOWNSHIP only)

Lexington

OR
TOWN

<, CITY

Length of stay in Ib
OR
TOWN

2 months

Lexington

Inside Limits

Yo [0 NoXD)

€. FULL NAME OF {If NOT in hospital, give {ocation)

203 Dover Rd,

HOSPITAL OR
INSTITUTION

d. STREEY
ADDRESS

Yet1 HNo [ Ronl

{If cutside, give location)

Reside on Farm

Yes J No B

INSTEAD OF

SHOULD READ

ITEM NQ.

DOCUMENT

BY AFFIDAVIT OF

3. NAME OF DECEASED
{Type or print)

First

Maud

4. DATE
OF
DEATH

Middle

Lucille O

Last

oniel

Month

Day Year

January 23, 1961

5. SEX
female

& COLOR OR RACE

white

7. Married (f  Never Married [
Widowed [J Divarced []

Aif é)bﬂl RéH 3 7

9. AGE {last birthday)

IF UNDER 1

YEAR _IF UNDER 24 HR

Months

Days

Hours Min.

10a, USUAL OCCUPATION (Give kind of work done
ring most of W) rgng life, even if ratirad)

guse

10b. KIND OF‘JS&ESS QR INDUSTRY{ 1.

Hore Higginsville,

BIRTHPLACE (City and state or country)

Mo,

12. CITIZEN OF WHAT COUNTRY

USA

138, FATHER'S NAME

Bud Hhutt

13b. MOTHER'S MAIDEN NAME 14.
Florence Steen

NAME OF HUSBAND OR

WIFE

Ernest 0'Doniel

t5. WAS DECEASED EVER IN U.5. ARMED FORCES?

{Yes,no, or unknown]] {If yes, give war or dates of service)

ho

16, SOCIAL SECURITY NO. | 17. INFORMANT

Addreas

Ernest §hDshiel, Lexington, Mo.

PART L

above

which gave rise to
cayse (a),
stating the under.
lying cause last,

18. CAUSE OF DEATH (Enter only one cause per line for (a), [b), and [C)

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

%fw»&.‘/

W

INTERVAL BETWEEN

OMNSET ApD DEATH
5 7

Conditions, if any, ' DUE TO (b} W 3 ‘ 7

A/

wemk)éfQA‘*Mwwquf ﬁfzééfi;dfﬂuéi-zhd§252—f

29,

£

PART I

OTHER SIGNIFICANT CONDI'IION(S) CONTRIBUTING 10 DEAYH but not related to the terminal

disease condition given in PART |

PART 1. If

deceased  was
there a pregnancy in last 90 days.

female was

I:&i—-

| ﬁNn lm,nown

19. WAS AUTOPSY
PERFORMED?
YO

20a. ACCIDENT  SUICIDE
8] 0

HOMICIDE
a

20b. DESCRIBE HOW INJURY OCLURRED, (Enter nature of injury in PART | or PART Il of item 18.}

Houl
am.
p.m.

20¢. TIME OF
INJURY

MEDICAL CERTIFICATION

Month, Day, Year

WHILE AT WORK

20d. INJURY OCCURREDD
NOT WHILE AT WORK (O

20e.

PLACE OF INJURY {e.g.,
farm, factory, street, office bidg., etc.}

in or about home, | 20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

21. | attended the de:ea:edl?w

[
to. %7‘5 /ﬁlﬂd lost saw hlmlllve on. )}m"‘ - JI /i ‘/

Death ogcurred at.

rn on the date stated above, and to the best of my Ié/led? from the causes stated.
vl

e,m&“"’i

,&o

7/ Pran .

22c. DATE SIGNED

/-2 y-¢f

23a. BUR), REMATION,

et

23b. DATE

1-25-61

23c. NAME OF CEMETERY OR CREMATORY

Machpelah Cemetery

T 2?' eL}OCC{Tl!iJgN {_‘c.:y, lown

sBuri

(State)

24, FUNERAL DIRECTOR

ADDRESS .
Vaughn-Walker Lexington, Missouri

25, DATE RECD, BY LOCAL REG.

/~R¥-C/

{Licensed Embalmer‘s Statement on Reverse Side)

26. REGISTRAR'S SIGNATURE —~——




9 -

STATEMENT 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.

Student Signed NV/Z/ZA/Z// .-/ AR

Signature of Student Embalmer

' Licensed Embalmer No. <LST & ?
p.0. Address@ Z;.;/ Sz

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 shail sign in his OWN handwriting.

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






