ISSOURI DIVISION OF HEALTH — STANBARD CERTIFICATE OF DEATH

Registration District Ne. _ __lﬁ {_-_-_,,,Primary Registration District No. _M__‘E_-.:;agilfrar': No.. ____[__Q__Q____

-61-018626

STATE FILE NUMBER

(Licensed

amenoeo ||
. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived., [f institution: Residence befors
e a. COUNTY _? a . }7 a. STATE b. COUNTY E J admission)
2 NANdS L p MissouR ANdod p
Z b. CIT};{ (If oulside corporate limirs, givke TOWNSHIP only) Length of stay in 1b <. C Inside Limits
w -
= W MO BERLY TOWN MO/SE/?L)/ Yes 7 Nold
< ¢. FULL NAME OF (If NOT in hospital, give 1dcation) Inside Limits d. STREET (If cutsidh, give location) Reside on Farm
2 R e 57 |mm gy
< Fommway Hospitay=a v 7R3 S0 574 S7 |0 reg
3. NAME OF DECEASED Firse Middle Last 4. DSFTE Month Day Year
(Type or print)
ALICE  BLinE  STEVEHSoy OfiveR| > MPpY X8 [9¢/
5. SEX 5. COLOR OR RACE 7. Married [ Never Married [] [8. DATE OF BIRTH | - AGE (last birthday) | IF UNhDE“ ‘DYEA“ IF UNDER 24 HR
- 1 Months aYS Hours Min.
‘ﬁ-M RL E NE7R D Widowed X Divorced [ H—Ul'-}’z,”tw Hs
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
during mest of working life, even if retired) r
DUSE W MiddLE GrovE e Y S, &
13a. FATHER'S NAME A 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Noseph STEvENSon | BARNCH MAVPiY
5. wWAS DECEASED EVER IN U.S. ARMED FORCES? EACIAL CECTIDITY kN 17. FINFORMANT Address
{Yes, no, or unknown)[ (If ves, give war or dates of service) ”u *
N o e (MRS, TUAY TR SmiTh TA, ARnS
— 18. CAUSE OF DEATH (Enter oniy-one cause per line for ( b’ lnd {c) INTERVAL 8| EEN
uz.r PART i. DEATH WAS CAUSED BY: ? (2 AN EATH
w 3 " IMMEDIATE CAUSE @é‘-"z‘
o} 3 - {a)
3 g &l@ua;-a. W
O
u<-' o Conditions, if any, DUE TO (b)
3 which gave rise o
Z above couse [a),
= stating the under-
lying cause last. DUE TO ()
r4 PART [I. OTHER SIGNIFICANT CONDITIQONS CONTRIBUTING TO DEATH but not related to the terminal PART IIl. 1f deceased was fermale was
g disease condition given in PART | (a) there a pregnancy in last 90 days.
§ ID Yes I O Neo | 3 Unknown
E 19, WAS AUTOPSY 20a. ACCIDENT  SWICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
frv PERFORMED? a o, 8
o JYES[] NO . 7
S| 2 TIME OF ~ Houl  Monih, Day, Year |
z INJURY  am.
E pP.mM.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about hame, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J fare, factory, street, office bidg., erc.)
a NOT WHILE AT WORK (] A N - B a L
é 21. | attended the deceased fry_W, H nd last saw ::r,alive oan )M‘ﬂ/LU (' l
o Death occurred at. 4d m on the date stated sbove, and to the best >f my knowledge, from the causes stated.
= - -
8 S 225, SIGNATURE mleﬂ_o 2 RESS 22c.
& = - y
z T3a. BURIAL, CREMATION, | {38, DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LGLATION (Gity, town, or :ounly)
d (s} MOVAL (Specify) “‘_ - ('\ —
e T RiAk 15S-3|-6 OBniKlay EMETERY | MO BERLY m:swwﬂ»
s % | = oAy Girecion AGDRESS 27 D ;’s’““d 25. DATE RECD. BY LOCAL REG. GISTRAR'S SIGNATURE
Bk - e S5 i
= @ | ma, /
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C o ) STATEMENT BY |.|CENSED EMBALMER
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| hereby certify 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 - Signedw . RM ‘

Signature of Student Embalmer
: Licensed Embalmer No._‘fj_jj.._
! .
e TN ST . 2 2y .. PO Addressw )')‘!-D,

4 h
-~ . ‘

»

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
e W with the above constitutes grounds for revocation of licerise). .
ﬁ'.‘,‘_j},’" Vol e if embalied by a STUDENT;“he slso shall sign in his OWN handwriting. ©  © . -
’ If this body is not embalmed, fact should be so stated above.
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