SSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

TMENT OF PUBLIC HEALTH AND WELFARE
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istration District No.

STAE ;I Fsb‘%;

_______ —FPrimary Registration District No'i,/é—az j.---__Rngmrnr s No. 3 A

1. PLACE OF DEATH bl 2. USUAL RESIDENCE {Where deceased lived.. If institution: Residence before
8. COUNTY a. STATE b. COUNTY . admission)
TEXRS A0, TEXAS
b. C(I)‘{‘Y (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b <. COI‘:( Inside Limits
TOWN  Lhis os/ OWN oy s Lo Yes O No[§)
©. FULL NAME OF {If NOT in hospital, give lecation} Inzide Limits d. STREET {If outside, give location) Reside on Farm
HOSPITAL OR . v ADDRESS Y N
INSTITUTION ey s 3 MEM, //g_JPlé/ e i No[d o B No )
3. NAME OF DECEASED First Middie Last 2 4. DATE Moanth Day Year
(Type or print} DEAFTH
vriiston’ L /7 /9
5. SEX 6. COLOR OR RACE 7. Married [1  Never Married [J 8. DATE OF BiRTH | 9. AGE (last birthday) | IF UNDER | YEAR | IF UNDER 24 HR
Widowed Divorced [] - Months | Days Hours 1 Min,
Frre Lo W o 8-«-/8781 82
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
dyring most of working life, even if retired) -
‘F-ﬂ(o”_fz Py Bors a7 5. A7,
13a. FATHER'S NAME 13bh. MOTHER'S MAIDEN NAME 14. NAME OF

FARIK O msslon)

Tonet MoNroe

HUSBAND OR WIFE

Murre  ORmis Lar

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yes, nvr unknown) {{If ves, give war or dates of service)
&

14. SOCIAL SECURITY NCQ. |17. LNFORMANT

Alone_

mns Wolloawd Ofmisdons ONLs

Address

ards okdn

MEDICAL CERTIFICATION

PART |.

Conditions, if any,
which gave rise to
sbove cause  (3),
stating the under-
lying cause

DEATH WAS CAUSED

18. CAUSE OF DEATH (Enfer only one cause per lina for (a), (b), and ().

IMMEDIATE CAUSE (o} TR(ROMT i - PN EITTOMIA ) POTE

Tast.

DUE TO (b}

DUE TO {c)

INTERVAL BETWEEN
ONSET AND DEATH

10 DAY

Death occurced at.

PART 1. OTHER SIGMIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART L. If deceased was female was
diseass condition given in PART | (a) p— B S_ ere a8 pregnancy in last 90 days,
COrERALED FRTERLOSCLEBROIIF ~ ¢ €. 33, [0 Yes | G No [ O Urknown
19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b, DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PARTY | or PART Ii of itern 19.)
PERFORMED? v a w] .
YES[] NOR
20c, TIME OF Hour Month, Doy, Year ;"
INJURY 1p.m.
p.m,
20d. INJURY OCCURRED 20e. PLACE OF INJURY [e.4., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, atreet, office bidg,, etc.)
NOT WHILE AT WORK [(J
21, ¥ antended the decsased from ‘_’ - 3 _ 6 / to. and last saw :'cnr-' alive on ‘Q—"? - 6 {

£ m on the date m:cd sbove, snd to the best of my knowledge, from the causes stated.

e D% L@z:,,x.—.” oy

22c, DATE SIGNED

22:. 8 \ {Degree or
I AN -2(~-é/
Z3s. BURIAL, cammon, 73b. DALE 23c. NAME OF CEMETERY OR CREMATORY 73d. WOCATION [City, town, of <ounty) Gtate)
REMONA) (Specity) ¥ .
} . A0 - /?é/ FmE_Lows  Comelery Hogslon A ISou Xy

24, FUNERAL DIRECTOR

CE Evais

ADDRES!

Llousion_ My ssewt(

25 DATE Rscﬁ BY LOCAL REG. |2

¥ -Aé-8/

{Licensed Embalmer's Statement on Reverse Side)

REGISTRAR'S SIGNATURE




STATEMENT BY LICENSED EMBALMER

e o e

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

or by Student Embaimer No._____ =

working under my personal supervision.

Student

Signature of Student Embalmer

-

Licensed Embaimer No._/i&ﬁé‘
I
P.O. Addres.'n——J%ZﬁoA-—’/fd

Nofe: 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.



