5SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -~61 -:020208
STATE FILE NUMBER
Registration District No. -_____5._.7,_$__.anary Registration District No. !Iédz_\j_-__ﬂegutmr s No. -__EZ_}“ .......
AMENDED = _ aerap
1. PLACE OF DEATH 2, USUAL RESIDENCE [Whure deceased lived. If institution: Residence before
fa a, COUNTY 8. STATE b. COUNTY admisslon)
& WEB SJ'E Mo WERBSTER
% b. CIIY {If outside corporate limits, give TOWNSHIP only} Length of stay in 1b . CI'IY Inside Limits
w
TOWN TOWN Y Ni
3 MBRSHFIEAD gHES MBRSHFIEAD . No O
c. FULL NAME OF (If NOT in hospiral, give location) {nside Limits d. STREET {If cutside, give location) Reside on Form
5 INSTITUTION. Yer O No O ADDRESS YO N
< @0 e S2S S ORBRLES n0 MR
3. GIAME OF DE)CEASED First Middle Last 4. DélFTE Month Day Year
ypa or print *
DEATH
HEviN THomas FARKR MBY /2 /7%y
5. SEX 8. COLOR OR RACE 7. Married (] Never Married 8. DATE OF BIRTH | 9- AGE {last birthday) [ IF UNDER 1 YEAR _IF UNDER 24 HR
MF} A E ' ,H ’- rE, Widowed [J Divorced : '? ,4¢‘, Months 1 Days Hours Min.
E 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE {Ciry and state or country) | 12. CITIZEN OF WHAT COUNTRY
ring most, of working life, even if retired)
| ;ﬁ@(ﬁnur — MiSSOURE M .S. P
‘! 124 FA R'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
| HomAs E, FARR Izégdﬂ_g_ﬁbﬁf?
; 15. WAS DECEASED EVER IN U.S. ARMED FORCES? T&. LAL SECURITY NO INFORMANT Address
| {Yas, no unknown)l (If yes, give war or dates of ervice} -
| M ek mBs EFARR MARSH FIELD
r — 18. CAUSE OF DEATH (Entar only one cause per line for (a), (B), and (c}. INTERVAL BETWEEN
| uZ.| PART {. DEATH WAS CAUSED BY ONSET AND DEATH
s s IMMEDIATE CAUSE (a) _’M%@»i&% /&= o‘:s%_
ire) >
e g
Q
< a Conditions, if any,]  DUE 70O {b)
5_ which gave rise to
Z above <cause (o),
A= stating the under-
lying cause laat. DUE TO (¢}
z PART tl. OTHER SlGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the Ierrnmal PART I1l. If decoased was female was’
g diseasescondition given in PARJ b+ there a pregnancy in last 90 days.
‘ § l O Yes 0 N [} Unlmown{
[ E 19. WAS AUTOPSY DENT  SUICLDE HOMICIDE b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PARF Il of item 18.)
: [ PERFORMED? O 0 [m]
! [ YESR NO OO
wd -
g & | 26c. TME OF  HouF  Month, Day, Year
| o INJURY a.m. .
! g 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 [J farm, factary, straet, office bidg., efc))
i NOT WHILE AT WORK [J
=]
é 21. | sttended the deceased from ,y" —z6— e I j"" ‘2 '-‘ f and last saw R'mlllvﬂ on ;- l / - C £
i 9 Death occurred o, ﬁ 98 Ra on the dete stated sbove, and 1o the best of my knowledge, !torn the causes statad.
. 8 T 22a, SIGNATURE {Degree or title) 22b. ADDRESS W) —| 22c. DATE SIGNED
I o o A , Z E 5
-~ S Z')a-’!/“‘-rﬂ A ptaer "I, O,( -/J’—-L(
i T3, BURIAL, CREMATION, | 23b. DATE Z3c. NAME OF CEMETERY OR CREMATOR\’ 23d, LOCATION (City, town, of county) (State)
o (o] REMOVAL (Specify) M
2 z 52 y-194) | MABFEAFIEAD BESHFLEAD N
= L 24. FU L DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 3 NATURE
o]
= s mmm&as_/ta&&m&ﬂp_ $-22-4y

{Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

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

~ y ‘.3: . . . - ¢ - g ,,4,‘:,-«-

or by i : \’ Gor Yaehal Swdent Embalmer No.

working under my personal supervision. z ]
Student Signed W !

Signature of Student Embaimer

V.o % Licensed Embalmer No.

P. O. Address -

NotenSThe . abdve ;MUST BEJSIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

wnh the above constitutes grounds for revocation of license). -
. If embalmed by a STUDENT, he also shall sign in his OWN handwrmng.
tf this body is not embalmed fact should be so stated above. ’
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