llﬁsole DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ~q = .
- Registration Diﬂ:rict‘ No, __.___.____‘;. _318Primarv Registration District No. ___1__.0__.0_-3.__Regisfrar'; No. ___ﬁg& _____ STA & RUMBER

L a

AMENDED .
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
. COUNTY, L b. UNTY, . issi
a a st, LOUiB a. STATE MO co st. Francoiaémlulon)
% % Ccl:;( {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b ¢ CITY Inside Limits
i OR
Lt
= TowN 5t. Louls 3B Mo oW Esther, Mo Yee O Ne O
< ¢. FULL NAME OF {If NOT in hospital, give location)} Inside Limits d. STREET {If cutside, give location) Reside on Farm
.I.l_.t HNOSFI"}TA v N ADDRESS
< st e thesds Hospital =0 NeD Yee O Ne D
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
(Type or print) OF
Myrtle Ivory Scott cEAHJUly 2, 1961
5. SEX &. COLOR OR RACE 7. Married X! Never Married {J [B. DATE OF BIRTH | 9 AGE (last birthday) | IF UN:'ER 'DYEAR IF UNDER 24 HR
Widowed [ Divorced T3 Months ays ] Hours Min.
Female - White Oct 17, 1210 50
10a. USLLAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (City and state or tountry) | 12. CITIZEN OF WHAT COUNTRY
ing most of w gi life, even if retired)
cuse-Wife House-Wife Esther, Mo UeS.Ae
13a. FATHER'S NAME 13bh. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR W=
Henry Buchanan_ Lula 3immons o Leland Scott
15, WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
{Yegano, or unknown)y (If yes, give war or dates of service)
NS None Mr Leland L. Scott ESther, Mo
= 18. CAUSE OF DEATH (Entfer only one cause per {ine for (#), (b}, and (c). INTERVAL BETWEEN
5 ART |. DEATH WAS CAUSED BY Q_NSET AND DEATH
. = IMMEDIATE CAUSE (a) 2
o] = 2y d
a )
Q
5 =] DUE TO (b) )
9 ' /
z Gl
: OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 10 the 1ermurl| PART HI. If deceased was female was
disease condition given in PARY | (a) « !hel'e a Dregﬂlptg in last 90 days.
\ g m ﬁ Ladaer g D Yes I ‘{NO ] 1 Unknown
L5 E V19, waASKAUTOPSY CCLOENT UICIDE HOMiCID{ 20. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART H of item 18.)
R 1 PERFQRMED?
| v YES 0
-
\q X | "20c.TIME OF Hlm Mumh Day, Tear |
Py 5 INJURY s
2 p.m.
N 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about heme, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK [
o A3 -
é 21, | attended the deceased from to. and fost saw o alive o 3
(] g\ Death_occurred  at. f? : ‘5 Pm on, the
= et ¥ A Lafa P
=2 w 27a. SIGNATURE ee or title) 225, ADDRESS 22c, DATE SIGNED
sl | [iP g % ’ =
e Q7 m ., 6 oo 273 -6,
) A z|l = BURQLAE%MA-T{;C))N 23b. DATE Tac. NAME OF CEMETERY OR CREMATORY BAGCATION {City, town, or county) {State)
e} . e REMOY. peci
z | Burial 7-5-1961 WoodLawn - Esther
= < | T24. FUNERAL DIRECTOR ADDRESS fJULE W1g(§f|. REG. | 26. REGLYBRR'S S W p
Iy ¥ >- a ; / 7
= =| R.Caldwell & Sonsg Flat River. Mo




STATEMENT BY LICENSED EMBALMER .

. oy .
| hereby certify that the body whose name is recorded on the reverse side of this cert‘ificate was embalmed by me,
or by _zQ?A_A«_'J W ﬁM , Student Embalmer No. 434

working under my personal supervision.

sderr__ 0l . (aldelf bonec Aonatd EQ@:L@‘_%&/L

Signature of S5tudent Embalmer

' Licensed Embalmer No. gD s

®

»

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure 1o comply
with the above constitutes grounds for revocation of license). |

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




