AISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

ARTMENT OF PUBLIC HEALTH AND WELFAR

AMENDED

DATE AMENDED

INSTEAD OF

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

SHOULD READ

ITEM NO.

DOCUMENT

BY AFFIDAVIT OF

‘-,

K08/ .

—61—-025725

w34

STATE FILE NUMBER

MEDICAL CERTIFICATION

l;egmumm Distriet No. _______# S = . Primary Registration District No. ist
LI ] iy W) llll A £I. 10&1
1. PLACE OF DEATH LAY 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before
a. COUNTY a. STATE admlsslon)
JASPER Mlssoum " IASPER
b. CCI)'RY (If outside corparate limirs, give TOWNSHIP only) Length of stay in 1b €. Col Inside Limits
AR WN Y N
TOMW ORI IN 2% HRrs, ToWN  SARCOXIE “ e
¢, FULL NAME OF {If NOT in hospital, give location) Ingide Limits d. STREET {lf cutside, give location) Resides on Farm
HOSPITAL OR v No O ADDRESS Y O No
meTumoN  Jopr 1N BENERAL HOsp, TR M SARCOX|E i R
3. NAME OF DECEASED Firsy Middle Last 4. DATE Month Day Yaar
(Type or print) =" DEO.:TH
LyNN FRANKI {1N  SALYER Jury 15, 1961
5. SEX 6. COLOR OR RACE 7. Married /]  Nover Married [J 8. DATE OF BIRTH | % AGE (last birthday} I:&o:NhnER IDYEAR ::UNDER -: HR
Widowed 1 Divorcad ths ay's ours in.
MALE WHITE dowed @ Oheed O | 111520 4Q
I0a. USUAL OQCCUPATION (Give kind of work done [ 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired)
[CABORER SHOF FACTORY Sarcox1e, Mo .S A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4 13 NARME OF HUSBAND DR WIFE
VERNIE SALYER CyNTHIA MGCRAKEN LORAINE Sal YER
15. WAS DECEASED EVER IN U.5. ARMED FORCES? cTo e T 17, INFORMANT Address
(Yes, no, or unknown) I (If yes, give war or dates,af service)
2 Mrs. ) oraiNe SALYER, SARCOXIF. Mo,

PART I.

Conditions, if any,
which gave rise to

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE [0}

Y
18. CAUSE OF DEATH [Emer only one &duse per line for (a), (b, and (c).

ACUTE CIRCULATORY FAILURE

INTERVAL BETWEEN
ONSET AND DEATH

oveto ) MASSIVE MYOCARDTAR INFARCTION |

3 hours—

above cause (a),
stating the under-
Iring " cwas tow. ) DUETO (0 BORONARY OCCLUSION 3 hours
PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bu? not related to the terminal PART HIi. ¥ deceased was female was
disease condition given in PART 1 (a) there a-pregnancy in last 90 days,
I 0 Yes l 1 No I O Unknown
19, WAS AUTOPSY 20s. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART § or PART Il of item 18.)
PERFORMED, 0 a "]
YESOO N
20¢. TIME OF Hour Month, Day, Year
INJURY a.m.
B,

20d. INJURY OCCURRED
- WHILE AT WORK [
NOT WHILE AT WORK [J

20e. PLACE OF INJURY (e.g.,
farm, factory, street, office bidg., etc.)

in or about home,

204. CITY, TOWN, OR L

OCATION

COUNTY

STATE

21,

| attended the deceased fro

%—MAI' to.

Death occyrred at.

196}

._\J_U_LL].S_,_GJ_and las? saw 2?,:"”“ m..!LII Y 1 ‘;'

m on the date slated above, and to the best of my knowledge, from the causes stated.

[Degres or title) 22b. ADDRESS 22c. DATE SIGN
, ; D, 0. SARCOXIE. M~ . -'// /"
STEpHIAL, CREMA‘I’ION 23b. DATE 23¢, NXME OF CEMETERY OR CREMATORY 2ad. !oc,mdrr (City, town, or county) (S1ate) !
AL (S
RMOVAL S 17 /17 /61 SARCOXIE CEM. RCOX LE, MQ.
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

L MER-MOSS FUNERAL HAME, SARCOXIE,

Mo, 7-Z/- /76!

S snians

{Licensed Embalmer's Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I - - . + . g
I hereby cerfify 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. . M
LY
Student Signed %‘MQ @-. ,

Signature of Student Embalmer
! Licensed Embalmer No 6—5/

' o P. O. Address / .

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 also shall sign in his OWN handwriting. l

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






