ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

AMENDED

Registration Distriet No. ___j’_z_K___.anary Registration District Nf{@..g.'.g__-—._keqmur ] ng QQ _______

~61-008360

STATE FILE NUMBER -

L T A g

"1. PLACE OF DEATH

2. USUAL RESIDENCE (where decessed lived.

It institution: Residence before

a. COUNTY a. STATE b, COUNTY dmissi:
a Lreene Mo. Dade  wmivien
% b. COI'I"!Y (I outside corparate timits, give TOWNSHIP only) Length of stay in 1b e, CéEY : . Inside Limits
w * .
= TOWN &pr,nq#leld /ﬂ dhys TOWN A/drch Y [ Nom/
$ < ;l.g.ép“ﬁh{\%gF (H NOT Jin hospital, give location) Inside’ Limits d. ASEEEREEES [If cutside, give location) Reside on Farm
- #
o INSTITUTION B&Pf' S{' /—/osp[./-aL Yes @ No O )?a ute / Yo B No O
3 (I#AME OF IJE)CEASED First ddle Last 4. Dé\;I'E Month Day Yoar
ype or print . . _PF M e
dessie C/e{':s Griffin | oom ar. 24 1961
5. SEX 4. COLOR OR RACE 7. Married B Never Married [ |8. DATE OF BIRTH | ¥~ AGE (last birthday) [ IF UNhDER ‘DYE‘“? IF UNDER 24 HR
4 Widowed [J Divarced [ Months By Hours Min,
Moale White 6-23-1907 53
10s. USUAL OCCUPATION (Give kind of work done { 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and stata or country) | 12. CITIZEN OF WHAT COUNTRY
n during most of working life, even 1f retired) C c .t- M
2 e e r Farm edavr County Mo| U.S. A.
3 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. /NAME OF HUSBAND OR WIFE
J nclonson Benisomin GrifFi Almeds, GriFE:
> nderson Benjanun Grittin Nora Tumqell Imeda Gritfin
n 15. WAS DECEASED EVER W U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. INFORMANT Address t’ #l
L {Yes, no, or unknown) | (If yes, give war or dates of service) G ‘pp
¢ | N : Mr‘& Almedg rittin; A)dw Meo.
£ — 18. CAUSE OF DEATH {Enter only one cause per line for {a), (b), and (C) INTEMAL BETWEEN
1 z PART |. DEATH WAS CALISED ONSET AND DEATH
J s g IMMEDIATE CAUSE [a) P’ c@.._a
3 1a v -
312 9 : Lo Tl
¥ ui =] Conditions, if any, DUE TO (b)
i wb!:ch oave riu(';:
= couse (a),
S :tﬂ;r:!g Ih: under- - - e Mﬁ-‘h——
- lying cause last, DUE TO {c)
§ z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal PART LI If deceased was female was
g disease condition givan in PART | (a) there a pregnancy in last 90 days.
n [ 8
2 § ga ¢* A em\r\—— l I Yes O Ne | O Unknown
E E 19. WAS AUTOPSY 208, ACCIDE SUICIDE HOMICIDE 20b. DESCRIB;HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART |l of iteam 18.}
§ [ PERF ED? o 0O [u]
3 ) vesE NO [J .
z o ? . 4
5 & | 20c. TIME OF  Houl  Monih, Day, Year S
i a INJURY a.m.
ui.l -p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (£.g., in or about homs, | 20f. CITY, TOWN, OR LOCATION COUNTY T STATE
WHILE AT WORK [ farm, factary, street, office bidg., etc.}
NOT WHILE AT WORX (]
o -~
. ﬁ 21. 1 attended the dacessed from 3 ""/({"' O/ fo_a:_Mnnd last saw maliva on. ?/'z-é‘ "Q’/
e . . o I .
ol RE Death occurred at (‘ . 3 Ln_m on the date stated above, and to the best of my knowledge, from the causes stated.
B = . .
! 8 5 278, " [Degree og title) . 2Zc. DATE SIGNED
|5 = -28
‘ 2 Z3a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY Ad. LOCATION (City, town, or county) (State}
; a8 REMOVAL tSpec-fy) C i C M
12 |l Buria Mar. 26 196/ ice emeter Dade Countly, 2.
s < FUNERAL DI CTOR ADDRESS 25. DATE RECD. BY JOCAL REG. | 26. IGNATUR / 4
fri]
= S 20 g M / )% o7 25~ &/ y 3 -

(Llcenud Embclmu s $tatement on Reverse Side)
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B S
STATEMENT BY LICENSED EMBALMER . i
: . ) s
- b - o i H

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

or by Student Embalmer No.___

working under my personal supervision.
Student Signed
Signature of Student Embalmer
. . ) Licensed Embaimer O.Ja ? ;

o ..
- e ~ P:'O. Address

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 g._‘STUD.El\‘IT; he also shall sign in his O,WP;I handwriting. . .
If this body is not embalmed, fact should be so stated above. ’ o i v .
*oa L4

. . : . . [






