MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

Registration Distriet No. ______ 'j_-__,-.....-..._.Primary Registration District No.§__e_

—6f—

004211
STATE FILE NUMBER —

{Licensed Embalmer’s Staiement or{Revalu Side)

oy |
LAYY o T [ 2. USUAL RESIDENCE (Where decested lived. If insfitution: Residence before
8 a. COUNTY Bu. tl ar a. S;I'AIES sour l b. COUNE to dda I’d admission)
% b. CITY (If ounide corporate timits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits
b R . OR .
S rown  Poplar Blufit 3 days TowN  Puxi co Yes Gr No D
< c. FULL NAME OF {If NCT in hospital, give tocation) Inside Limits d. STREET (If cutside, give location) Reside on Farm
"'ﬂ HOSPITAL OR ADDRESS
o INSTITUTION Lu_cv Lee H-O S pl ta 1 Yesdg No [ Yes [J No [®
[a]
3. NAME OF DECEASED First Middle Lasr 4. DATE Month Day Year
(Type or print} DEATH
gliver A Townsend Febrnary 10, 1961
5. SEX 4. COLOR OR RACE 7. Married [J MNever Married [J |8. DATE OF BIRTH | . AGE (last birthdey) | I[F UNDER 1 YEAR IF UNDER 24 HR
; ; ] in.
ma le cauc. Widowed 10 Diverced O 8 17/189 :) 70 Months | Days ours Min
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY} 11. BIRTHPLACE (City and siate ar country) | 12. CITIZEN OF WHAT COUNTRY
duygi moar afwol Iung lifg, even if ratired) .
raitroad | retited) Railroad Posey County Ind.| U. S.
13a. FATHER S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
James k. Townsend wargaret Ann Crawford deceased.
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, no, or unknown) | (if yes, give war or dates of service) . e R . . s
no | - - - - - plive Townsend Fuxico, kissouri
[ 18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), and {c}. INTERVAL BETWEEN
E PART (. DEATH WAS CAUSED B ONSET AND DEATH
L
4 £ IMMEDIATE CAUSE () _ T\ua & ¢ et DL 2 -g..\«.&—wc‘,\( \ aan AR Mo ues
\
L]
o
o]
$ a] Conditions, if any, DUE TO (k) M\Qﬂ S(_.\-Q.\FDS\,S “M\Kwawm\
"; which gave rise to
Z asbove cause (a),
= stating the under-
lying cause last. DUE TO [¢}
z PART (1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not! related to the terminal PART (1. If deceased was female was
..9. disease condition given in PART | {a) there a pregnancy in last 90 days.
§ } O Yes [J Ne I O Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART It of item 18.}
= PERFORMED? 0 (] n)
U YES O3 NOQ
-l N
& | 20c. TIME OF  Houl  Month, Day, Yeer
o INJURY a.m.
“E-' p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CiTY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [0 farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK [J
[a]
é 21. | anended the deceased from C\ ?"9‘ Ay \q‘\a\ \nmxbcb‘nd last saw Jir omalive on \ L '{:e"\)\f“w \F\‘o\
fa) Death occurred at lo OO p on the date stated sbove, and to the best of my knowledge, from the ceuses luwd
—
8 5 72a. SIGWATURE Degred, or titie) 27b. ADDRESS 22¢. DATE SIGNED
5 £ AV W ml%( Laden S3IAN. Ndags MEds, o\
w E ‘& - Drsran, Qo 4
< 23a. BURIAL, CRE ION 73b. DATE P3c. NA‘J\-\E OF CEMETERY OR CREMATORY 234 YOCATION (City, tawn, or county) (State}
cj =] REMOVAL (5 - . ’ 1
z I .--~~-buria1 2/12/1961 Facen Cemetery Puxicp, mo., koute
5 ‘|« § %4 FUNERAL DIRECTOR ADDRESS 25. DATPRECD. BYAOCAL REG. | 26 1SMRR'S 5IGNATURE
= % Uatkins & Sons Fuxico, Lo. (Y




STATEMENT 8Y 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. 2‘2
Student Signed
Signature of Student Embalmer
Licensed EmbalmZo Wé/r?/
P. O. Address N )
Vd

7

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.



