———— W WY W e

SSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH _61-:023681

T ILE N
igtration District No. _. ;* % Primary Registration District No 30 73 Registrar's No. -A;L 3 STATE FILE NUMBER

AMENDED

VA

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before

a. COUNTY v.S,C OTT . STATEMIjJ'ﬂlﬁ?J' b. COUNTY SCO rT sdmission)

b, C(IJLY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CIYY Inside Limits

TOWN E S O mﬁ- RCCiDENT tOWN CHH FFEE Yes [1 Neo q

¢. FULL NAME OF (If NOT in hospital, give location} Inside Limits d. STREET {If cutside, give location) Reside on Farm

W Moy 77 wes1 Efge o (wareee 0 "X EREE - e Fdoe -Crry Limirg'=0 ™%

3. NAME OF DECEASED First iddie Last 4, DATE Mon!h Day Year

(Type or print) W& ] I E OSEPH BECK Dg;'r“ J-Qd Z 2 /?6/

5. SEX 6. COLOR OR RACE 7. Married [1 Never Married 8. DATE OF BIRTH | ¥ AGE (last birthday} [IF UNDER | YEAR'| [F UNDER 24 HR
L]

w\'& \TE Widowed O Diverced O |/ 3_/?57 ? M??’ I 5y? Hours I Min.

10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 1%. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY

dungﬁos! of worklng_‘llfo aven if retired) . ﬂ PE G' é“g ?£ ﬂ‘L_ MD u . S . a;

l a. FATHER'S Nﬁ? 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
1)

LE: AR #AHM Doss Nor /?Ppéy

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. INFORMANT Address

(Yes, ncW‘n’Town) | (1f yes, g':\:_w-:.r or dates of service} ONE W’l FDR_D 6 EECk R* #/_ @[ HFFEE/ m o

18. CAUSE OF DEATH (Enter only one cause per line for (a), {b), and {c). INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH

MMEDIATE cause () Broken neck-Skull fracture left side 5mi'!"¢?-'
of head ebout two inches back of left ear,

DATE AMENDED

DOCUMENT

which gave rise to
shove cause (a),

INSTEAD OF

: inches aboeve left esr.
stating the under-
Iying cause last. DUE TO (c)

PART 1l, QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART IN. If deceased was female was
disease condition given in PART | (2] there a pregnancy in last 90 days.

] O Yes I O Ne j ] Unknown
| 20a. ACCIDENT  SUICIDE  HOMICIDE 20%. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART 1 of item 18.}
PERFORMED? O (m] (=}

YESO NOXD X Struck by car while riding blcvele

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

X em 6-22-6) | Hyy.77 West of Chaffee,ifo., Sceott Mo.
20d. INJURY OCCURRED 20e, PLACE OF INJIURY (m.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK [H

21. | attended the deceased from First CQMMH last syw :::1 alive on_____

Death ocguefed ot m on tha date stated above, and to the best of my knowledge, from the causes stated.

Conditions, if any,] DUE TO (b)

19. WAS AUTOPSY

MEDICAL CERTIFICATION

22b. ADDRESS 22c. DATE SIGNED

22a, NYTURE (Degree or title) -
AR Y Sikesten, Mo. 6/47 /81

23a. BURIAL, TION, | 23b. DATE |2‘.k NAME QF CEMETERY OB CREMATORY 23d. LOCATICN (City, foewn, or county) (State}

g Eag\v;tp«uv: J'HNE Zq’ Iq‘ I} S‘TIRM'B ROSE HmoL\c CEM AFFEE |, M;SS ouUR |

24, FUNERAL DIRECTOR DORESS 25. DATE RECD. BY LOCAL REG. [26. REGISTRAR'S SIGNATURE

I G0 bME 0. 196! muchred B

{Licensed Embal _'} Statemen! on Reverse Side}

SHOULD READ

8Y AFFIDAVIT OF

ITEM NO.




e o

STATEMENT BY LICENSED EMBALMER

I 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. 77¢ {
Student Slgned ; wé M

Signature of Stu‘dem Embalmer

Licensed Embalmer No.

P. O. Address

Note: 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 embaimed by a STUDENT, he also shall sign in his OWN handwriting.

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




