SSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
_______ _Primary Registration District Nﬂ O.é_o____m:gmrur s No. _ae_ A.s_._-

2. USUAL RESIDENCE (Where deceased lived.

AMENDED

Registration District Ne. ...

—61-01'7093

STATE FILE NUMBER

1. PLACE OF DEAT

LA~ )

If institution: Residence before

{Licensed Embalmer’s Statement on Reverse Side}

fa) 5. COUNTY 'G_ N-' COUNTY admission)
2 Reexe, 1 SSOUR: [paey
5 b. ccl)rRY {If cutside corporate ligits, give SHIP only) Length of stay in 1b . ccl.n il I tnside Limits
i
E ro% [© Days T°WN(PR0 eM e 0 N ]
< c. FULL NAMR O NOT inthospital, GIVB locati v Inside L‘h‘irl d. SIREET {If cutside, give location) Reside on Farm
'-# :-ih(‘Js%P{TerLo ¥ No [ ADDRE fo O
o< {TUTI -‘ es o F— Yes o
g : () NS nOsSe- (X N
3. NAME OF DECEASED First Middle Last 4. DATE Manth Cay Year
{Type or print) OF
!s DEATH:|! !|$ 1 13!= !
5. SEX 6. €O ACE 7. Married Nevel Married (] [8. DATE OF BIRTH | ¥- AGEWt birthday) [ IF UNDER 1#EAR IF UNDER 24 HR
m g \ e ‘ Widowed® ] Divorced [} 5,//3 fr 897 Months ;ﬂ‘\‘fz Haurs | Min.
10a. USUAL CUPATION (Give kind of work done 10b. KIND OF BUSINESS OR INDUSTRY} 11, BIRTHPLACE {City and statesor country) | 12. CITIZEN OF WHAT COUNTRY
during mogt of working kfe, even if retired) ° A
Retiked FAtmER. MMsssoul) s
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF WIF
- -
CyRus Jamegs Sngah Owen iaxy JAmes
15, WASPECEASED EVER IN U.5. ARMED FORCES? t6. SOCIAL SECURITY NO. NT o ress
{Yes, no, argunknown)| (I yes, give jvar or dates of service) . .
Y.L NonlE Now/s 0.
- 18.” CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (¢}, INYERVAL BETWEEN
% PART I. DEATH WAS CAUSED B ONSET AND DEATH
w s IMMEDIATE Cause i) Bronchogenic carcinoma, right lung with 7 mo.
= T
g g metastasis to left lung, neck, and left arm
g o Conditions, if any, DUE TO (b)
E which gave rise to
b above cause (a),
= stating the under-
lying cause last. DUE TO (¢}
= PART 1. OTHER SIGNIFICANT CONDITIONS CONTIRIBUTING 'I'O DEATH but not related 10 the terminal PART {15, If deceasad was female was
g disease condition given in PART | {a} there a pregnency in last 90 days.
f_, 'Cj Yes l O No LD Unknown
E 19. WAS AUTOPSY 20a, ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART |1 of item 18.)
& PERFORMED? a Qo 0
U YES[] NO[J
| < TIME OF  Houl  Month, Day, Year |
b1 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 (5 farm, factory, strees, office bidg., etc.) .
NOT WHILE AT WORK [
(] g
é 21. 1 attended the d d from 4/18/61 to. 6 2/61 and last saw |, slive on 6/2‘/61
[a) Death occurred st m on the date stated above, and to the best of my knowledge, from the causes stated.
= o~
8 (uj a%ﬂ or title) 22b. ADDRESS 3 15 Prof . Bldg . 22¢c. DATE SIGNED
I A - . .
# = W [U )149 Sprlngfleld, Missouri | /6/61
z 23b. DATE AME CEMETERY CREMATORY (City, town, or county} (Sra1e)
ST ¢ i
z € -8~ 6! RolCM\ & metery Ro eM, d.
= g ADDRESS = 25, OATE RECD. BY Loqu REG. | 26. 15 AR‘SGlGNAme
w b d A3
= o . - -
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STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by mel
|

or by , Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in
with the above constitutes grounds for revocation of license),

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng.
If this body is not embalmed, fact should be so stated above.




