MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
. o0 . . (&)
AMENDED Ipmgﬁ)uwﬁﬁoz_1‘ﬂm_—?rimuw Registration District No. ________________Reglstrar's No. __K-g?_______-__..

RECORD ARE AS FOLLOWS

INSTEAD OF

DATE AMENDED

DOCUMENT

SHOULD READ

ITEM NO,

BY AFFIDAVIT OF

-61-021880

STATE FILE NUMBER

]

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. [f institution: Residence before
a. COUNTY a. STATE b. cou admlission,
PBacon e €on )
b. CCIJ? {If outside corporats limits, give TOWNSHIP only) Langth of stay in b <. COI'I'RY . Inside Limits  *,
TOWN H e d Co M g M/r TOWN Y"W
c. FULL NAME QF (If NOT in Rospital, give location) nsida Limits d. STREET {If cutside, give location} Rutide on Farm
HQSPITAL OR ADDRESS
INSTITUTION 1(4/"& / 2)! }?"rr Ao sl 0 N R Y [J No
3. NAME OF DECEASED First Middle Last 4. DATE Moenth Day Year
(Type or print} OF ,
Je3gerl Vs d JeATeN | oo I ~ Ay - £Lr
EX 4. COLOR OR RACE | 7. Married [] = Néver Married [] |8. DATE OF BIRTH | 9- AGE (last hirthday) [IF UNhDER 1 YEAR | IF UNDER 24 HR
Widowed Divarced Months Days Hours Min.
A e /e O |& ~Fo-)L Ly
10a. USUAL OCCUPATION (Give kind of dvork done | 10b. KIND OF BUSINESS OR INDUSTRY] 11.” BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
dyging mos} of,working life, even If retired)
Ma o ~ Stedens /o T &
13a. FATHER'S N 14. NAME OF HUSBAND OR WIFE

13b. MOTHER'S MAIDEN NAME

—————————

T ECL S A Deon ¥ len
15, IWAs CEASED EVER IN U.5. ARMED FORCES? 14. SOCIAL SECURITY NO. NT

{Yas, no, unknown) | (If yes, glve war or dates of service) .
— £

e

Address

18. CAUSE OF DEATH (Enter only one cause per line for
PART |. DEATH WAS CAUSED BY:

{a). (b}, and {c).

Cerebral vascular hemorrhage

30

%
INTERVAL BETWEEN

QNSET AND DEATH

minutes

IMMEDIATE CAUSE (a)

Conditions, if sny, DUE TO.(b} 5 :SLEEI!S
which gave rise to
above cause R
stating the u -
lying cause last. DUE TO (=)
z PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relaled to the terminal PART NI. If decsased was female was
g disease condition given (n PART | (a} The deceased had ha.d numerous thers a pregnancy in last 90 days.
g "tiny" epsiodes of strokes previcus to fatal one, [O e [ Qe | O unknown
= | 19. WAS AUTOPSY | 20s. ACCIDENT SULCIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of Injury in PART | or PART il of item 18.)
= PERFORMED? [} a m]
tv] YES (O NO[J
- )
T | 20c.TIME OF Hour  Month, Day, Year
a {NJURY a.m.
ui.n p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, street, office bidg., efc.)
NOT WHILE AT WORK O
21, | artended the d d from 19‘;7 1961 and last saw ::; alive on ';-211—61

Death otcurred af_i%%)
o |

p m on the date stated above, and to the best of my knowledge, from the czuses stated,

22b. ADDRESS
Macon, Missouri

Llejer

L 1
22;.!!6"/"!1 [Degr“i:irlu) 5\: E
7LRE

23b. DATE l 23c. NAME OF CEMETERY OR CR

MATORY 23d. LOCATION (City, town,

ATE RECD. BY LOCAL REG.

4=

25,

or county)

{5tard)

('I.h:-nucf Embalmer’s Statement on Reverse Side)




STATEMENT. BY LICENSED EMBALMER

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

or by ' Student Embalmer No.

working under my personal supervision. 0
Student Sigm_—_

Signature of Student Embalmer

” . Licensed Embaimer No. /;‘( 4

P.O. Add&ssM

+

Nofe: 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 aliso shall sign in his OWN handwriting.
T If this body is not embalmsid, fact should be so stated above.




