SSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —-H1<=

. STATE FILE NUMBER
Reg lstzation District Ne. 1 2 7 Primary Registration District No. Hj.z?.-?.--&ogimlr's No. __"Z’_i’_______--
AMENDED
: - —

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before

a. COUNTY MDWP&E a. STATE ‘Mo' b. COUNTY MDA/RPE admission)

b. CITY {If outside corporate limits, give TOWNSHIP only) tength of stay in 1b c. CITY Inside Limits

S PAKIS 7 DAYS oM Y S S e T oA TiaA |0 v

c. FULL NAME OF {If NOT in hospitsl, give location} Inside Limits d. STREET (I outside, give location) Reside on Farm
HOSHTAL OR ADDRESS

INSTITUTION M/fﬁVEE}/ o7 Yes X No O SEMI N 0F /-0443):1:,_/”&. Yes ¥ No [

3. NAME OF DECEASED First Midcdle Last 4, DATE Month Day Yeer

{Type or print) OF g
TOHN  WILLIAM HAWKINS A JuNE S 9L/
5. SEX 6. COLOR OR RACE 7. Married Never Married [ [8. DATE OF BIRTH | 9. AGE (lsat birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR

/” W Widowed Divorced [ Jz’//&&j 7 5/ Mm}rh: ilil H:u-: -.Air:-

10a. USUAL OCCUPATION (Giva kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

v EaRER T s Farmunc, | MoxgoECE, Mel U S.A

13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

T AWK IS SARAH L. PATRICK Loi1S FHAWHINS

15, WAS DECEASED EVER IN U.5. ARMED FORCES? SoEr T T I7. INFORMANT Address F D.

{Yes, no, or unknown) l {1 yeas, give war or dates of service)
— MRS LOIS MAWHKINS SNELG/VA,
18. CAUSE OF DEATH (Enter only one cause per |ine for’ ), and (c}. INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: £ Mé ONSET AND DEATH
IMMEDIATE CAUSE (a) MM/] W
Conditions, if any, DUE 10 {b) ;f%‘ M% ; W

which gave rise to v
asbove caysa (a),
sating the under-
lying cause last. DUE TO (c)

PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1. If decesied war female was
disease condition given in PART | {a} there a pregnancy in last 90 days.

! O Yes I O Ne I O Unknown
[ 20a. ACCE])ENT SUI%DE HOMEIICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or FPART 11 of item 18.)

DATE AMENDED

DOCUMENT

INSTEAD OF

19. WAS AUTOPST
PERFORMED
YES[] NO

20c. TIME OF Hour Month, Day, Year
INJURY a.m.
pum.

20d. INJURY OCCURRED - ™ 20e. PLACE OF INJURY {e.9., in or sbout hame, | 20, CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT WORK E : !arm, factory, street, office v W
NOT WHILE AT WORK [

»—f [958 87 4 e y ,
- ey . —
21. | attended the decoased from.. = t V.M_iand lant saw 17 ative o @ .
Death occurred at. '-7 D on the date stated above, and to the best of nowledge, from the causes stated.

i}g@uitun % % M %J 725, ADDRESSPA/?/$ o 222/02; ;GJNECT\

REMATION, [23b, DATE! '\/"" . NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) " {State)

;}OVA!.(SDBC)_I?) ‘/ 7 AW BiMmUur -k ROVE FPARIS, AMO.

24, FLINERAL DIRECTOR T ’ ADDRESS 25. DATE RECD. 8Y LOCAL REG. [26. REGISTRAR'S SIGNATURE

EHAGNEW PARIS, Mo, | b-6-47 2. 0. D andiom.d.

{Licensed Embalmer's Statement on Reverse Side) V7

MEDICAL CERTIFICATION

7/

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No. ;Q_ o o
L}
P. O. Address [Q 29444., %t

.\ e N ~ YJ' l\ -
Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hl5 OWN HANDWRITING. (Failure to comply
the above constitutes grounds for revocation of Ilcense) N
1f embalmed by a STUDENT, "he also shall sign Yin ‘his OWN handwrmng
.If this body is not embalmed, t\ad SbOUId‘ be so sla]_ed above,
[ vy . .

..

by






