il Rl ARE Aa T

INSTEAD OF

AR ENRAIVILIN b WSO

SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

Registration District No. ----.as-.q“ﬂ---...}rimnrv Registration District Noi&_%hglmu’a No. ..-..-.4--.3.------...
A

AMENDED

DATE AMENDED

SHOULD READ

{TEM NO.

DOCUMENT

BY AFFIDAVIT OF

-6

1-006157

STATE FILE NUMBER

P . V.Y
51501

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where doceased lived. |f inatitution: Residence bofore
2. COUNTY Rendol ph : a. STATE \{ gsourd cOWNY Randol ph admission)
b. Cl‘l;f (If outside corporate limits, give TOWNSHIP anly) Length of stay in 1b [ COI}!Y Inside Limits '
t
1own  Moberly 42 years TOWN Moberly Yos i No [
. FULL NAME OF {If ROT in hospital, give location) Inside Limit d. STREET | i ive locati Resid Fi
[3 FULLNAME O { in hospital, give location nside Limits i 111 S (l“gicfi ilvaerﬁcé m%t . eside on Farm
INSTITUTION Swetnam Best Home Yos Wb, No O Yes 0] Nnx
kR '::AME OF DECEASED irst o Middle iost 4, DOAgE Month Day Yeor
int
(Type o print) vusie Appelmsn DEATH 2/24/61
5. SEX 6. COLOR OR RACE 7. Married []_ Nevet Matried [] |B. DATE OF BIRTH | 9~ AGE {iast birthday) [ IF UNDER | YEAR IF UNDER 24 HR |
femzle white Widowed 3 ovorced 8 111 /13/81 Months | Davs | Hours | Min.
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

h(gﬁlrgéta:lf&wérkmg life, even if ratired}

fucker, Missouri

UEA

13a. FATHER'S NAME

John Albert McMurry

TT35, MOTHER'S MAIDEN NAME

Amanda Black

14, NAME OF HUSBAND OR WIFE

15, WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yes, ﬁ,dr unknown)l {If yes, give war or dates of service)

16, SOCIAL SECURITY NO. | 17.
none

INFORMANT

Homer Kincannon

Address
Moberly, Mo.
INTERVAL BETWEEN

MEDICAL CERTIFICATION

18. CAUSE OF DEATH {Enter only ane cauvis per line for (a), (b}, and {c).

PART ). DEATH WAS CAUSED BY,

IMMEDIATE CAUSE (s}

cu-1:Q::h;_ﬁf-££L_EL;apLja;I:‘;=‘,

ONSET AND DEGTH

Conditions, If any, DUE TO {b)

Canabinol lePMS’ﬁAJG\J

which gave rise to
ahove cavie (2),
stating the under-
lying <¢ause last,

DUE TO {c) M@&hﬂ%

3 wechy
3wy

PART H.
disesse condirion given in PART | (a}

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal

PART ILl. 1f deceasad was female wes
there a pregnancy in laat $Q dl'rl.‘

[O Yes | s I £ Unknown'

19. WAS AUTOPSY | 20s. ACCIDENT  SUICIDE  HOMICIDE 20b, DESCRIBE HOW INJURY QCCURRED, (Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? O (m| )
YES[] NODI
20c. TIME OF Hou Maonth, Day, Year
INJURY am.
p.m.

20d. INJURY OCCURRED
WHILE AT WORK []
NOT WHILE AT WORK (O

20e. PLACE OF INJURY {e.g., in or about home,
farm, factory, street, office bidg., etc.)

204, CITY, TOWN, OR LOCATION

COUNTY STATE

2~~~ 61

21. | anended the deceased from

Daath occurred ot

lyL ©
g o

fo_k_m.l‘nd taxt saw 27 alive on =22 —Gf

ﬁ on the date stated sbave, and 1o tha best of my knowledge, from the causes stated.

22a. SIGNATURE egree o) )

A2

JOG N 2L,

[ 22 OATE SIGNED

~-1S-

Z3a, BURIAL, CREMATION,

23b. DATE L§
2/26/61

EMOVAL zipocnfv)
uris

23%. NAME OF CEMETERY OR CREMATORY '

Mt. Horb

S.

23d, LOCATION ((fity, town, or cou

{State)

of Sturgeon, Yo,

24. FUNERAL DIRECTOR

M=pion E. Million

ADDRESS

Moberly, Mo.

25. DATE RECD. BY LOCAL REG.

2-20 -6}

?ISTMR’i SJGNATUREZ

(Licensed Embalmer’s Statement on Reverse Side)




Sar

N ¢ ' STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer Mo,
4

working under my personal supervision.

Student

Signature of Student Embalmer

3957

N ) Licensed Embalmer No.

P. O. Address_MOberly , ¥o.

- . - T

e Note: The above MUST BE SIIGNED 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.

»

va_ - ¢ PR

2 . . -




