ISSOURI DIVISION OF HEALTH —~ STANDARD CERTIFICATE OF DEATH

ITMENT OF PUBLIC HEALTH AND WELFARK :

AMENDED

DATE AMENDED

H

Regmrahan District No,

Wi

61=016696

STATE FILE NUMBER

!l—-E.Ll JUN T o uuu 7

1.

PLACE OF DEATH
a. COUNTY

T30}

Cal Lamon;

2. USUAL RESIDENCE (Where deceased lived.

a. STATE “mo.

1# institution:

Residence before

admission)

b. CO"RY {If outside corporate limits, give TOWNSHIP only)

TOWN

Length of atay in 1b

1l Veek

< CITY

b. COUNTY G@E/f/ﬂ/ - ’

S Sudion

Inside Limits

Yas ﬁ' No O

¢ FULL NAME QF (If NOT in hospital, give locstion)

Callaway mem, Hosh.

HOSPITAL OR
INSTITUTION

Inside Limits

Yesd} No[]

d. STREET
ADDRESS

{If cutside,

408 it len

give location)

Reside on Farm ‘

Yes No'm

INSTEAD OF 1

UL T ILIY WD WY

SHOULD READ

DOCUMENT

ITEM NO.

BY AFFIDAVIT OF

NAME OF DECEASED
{Type or print)

First Middie

Jola

Peand Stnaken

Last

4, DATE
o)

F
DEATH

Month

Day

9

Year

1961

MNever Married
Diverced

7. Married O
Widowed [J

&, LOR OR RACE
.

b@i‘é‘.“ 1

:)911 AGE {last g(éhdav) o

IF UNDER 1 YEAR

iF UNDER 24 HR

23

Haurs Min.

10a. USUAL OCCUPATION (Give kind of wark done

during:m ]

ife), even if retired)

10b. KIND OF BUSINESS OR INDUSTRY

?IT’HPLACE {Cir

d state or country)
51
1

12. CITIZEtLO:'gH&COUNTRY i
"d - . L ] |

13a. FATHER'S NAME

Ervment CLaude Pienson|

13b. MOTHER'S MAIDEN MAME

hannie Branch

14, NAME OF

unk

HUSBAND OR WIFE

15,

{Yes, no, ar unknown} | (if yes, wo wm dates of service) |

WAS DECEASED EVER

IN U.5. ARMED FORCES?

17. INFORMANT

Gl Lem

Addrass

Hamses Ciiy no,

RT L

18. CAUSE OF DEATH {Enter only one cause per 1 e Yor
PAl DEATH WAS CAUSED BY:

Conditions, If any,
which gave rise to

abowe ¢

stating the under-
lying cause

(), (&), and (c}.

IMMEDIATE CAUSE (8}

W%@a&aﬂq

INTERVAL BETWEEN

QWNSET AND zQTH

aue

{a).

last.

3 wrotds,.

PART .

disease conditi iven in PART | (a)

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TOLDEATH bul not related 1o the terminal

&uv‘

PART

LITTS

deceased was
thers a pregnancy in last 90 days.

female  was

IDYHI DNOI

[0 Unknown

9. WAS AUTOPSY
PERFORMED
YESJ NO

20s. ACCIDENT  SUICIDEF HOMICIDE
0 0 0

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of

njury in PART | or PART 1) of item 18.)

MEDICAL CERTIFICATION

20c. TIME OF
INJURY

Hour
am.
p.m.

Month, Day, Year

20d. [INJURY OCCURRED

WHILE AT WORK

0
NOT WHILE AT WORK [J

20e. PLACE OF INJURY (e.g., in or about home,
farm, factory, street, office bldg., atc.)

g rl

20f. CITY, TOWN, OR LOCATION

CQUNTY

F A

STATE

21. 1 attended the decensed fm..\__cg.,L.SZZu_(_. A—WM

Death occurred at.

Foan |

nd lagt uw_t:,.nlivc ol

m on the date stated sbove, and to the best of my knowledge, from the cavses stated.

{Degres or title}

M

IC

23c. NAME OF CEMETERY OR CRE

bil Callaway ivern.

Ganlds.

22c. QATE 5

1)

NED

230, LOCATION (City, town, or_county)

Sutton ¥

o .

t'.‘mrn]l

FUNERAL DIRSCTOR
3
FWM S

ADDRESS

nenal Home Sulton ho.

DATE RECD. BY LOCAL REG.

(i

-/0-1G61

{Licensed EmbllrnUs Statemen! on Reverse Side)

-
—

26. REGISTRAR', GN%W

J




. Tgg ENOP

STATEMENT BY LICENSED EMBALMER

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

or by : Student Emba'mer No. !
|

working under my personal supervision.

. ( |
Student Signed _ / M{AA«U)Q g

Signature of Student Embalmer

Licensed Embalmer No. -L) o ?7

E P. ;) Address 'K:./A)" @j

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.






