DATE AMENDED

INSTEAD OF

SHOULD READ

ITEM NO.

DOCUMENT

L3

BY AFFIDAVIT OF

SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

e o A D

—61—-034752

Rr_.....Primnry Registration District Nd.3 a d ;"
L

STATE FILE NUMBER

1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence befors
a. COUNTY Audrai n a. STATE Mi 8 Bourib. COUNTY Montgom eryadminlon)
b. CITY {If outside corporate limits, give TOWNSHIF only) Length of stey in 1b c. Col‘I;( Inside Limins
own Mexico 7 dayB ™wNv Wellsville, Yo Ne DO
c. FULL NAME OF (1f NOT in hospital, give location) Inside Limits d. STREET (If outside, give location} Reride on Farm
HOSPITAL OR .. ADDRESS
wstutioNpud rain Hoepital Tes g No O 611 Maters Yo O No @
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yaar
{Type or print} OF
iVa LEIGH DELOZIER DEAH Sept. 26,1961
5. SEX 4. COLOR OR RACE 7. Marri Never Married [J 8. DATE OF BIRTH | 9- AGE {last birthday) [IF UN:ER ‘DVEAR IF UNDER 24 HR
- Wid Di od Months ¥ Hours Min.
Female | white o vl O INoy 24,1916 44 |10 l
10a. USWAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12, CITIZEN OF WHAT COUNTRY

G urmg mo of ferkin%l:fe aven if retired)

13a. FATHER 5 NAME

Féd2ds S, Wagnep

13b. MOTHER'S MAIDEN NAME

Fanpie May

anford

Middletown

Mo

U.S

14. NAME OF H

' A.-
USBAND OR WIFE

Bobert Deloziapr

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
{Yes, no, or unknawn} §{If yes, give war or dates of sarvice

o

F——a

Frr-nTre

17, INFORMANT

Address

Robert Delozlier, Wellsville, M

i

disease condition given in PART | (a)

18, CAUSE OF DEATH (Enter anly one cause per line for (&), (b), and (:) B INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: , ' ONSET AND _DEATH
8
LMMEDIATE CAUSE () %‘f
v r
- »
Conditions, {f any, DUE TO (b)
which gave rite to
above causa (a),
stating the under-
lying cause last. DUE TO {c)
PART Ii. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART til. If decassed was female was |

thare a pregnancy in last 90 dayl

r4

Q

-

§ l O Yes ] R no | O Unknawnf
£ | 15 WAS AUTOPSY | 0. ACCIDENT  SUICIDE HOMICIDE 30b. DESCRIGE HOW IHJURY OCCURRED, (Enter nature of injury in PART | or PART Il of item 18.)
= PERFORME jw] [m] O

(=) YES [ N

-

3| 20c. TIME OF  Hour  Month, Doy, Year

a INJURY s.m.

g p.m.

20d. INJURY OCCURRED
WHILE AT WORK

NOT WHILE AT WORK [0

20e. PLACE OFf INJURY {e.g., in ar about home,
farm, factory, street, office bidg., atc.)

201, CITY, TOWN, OR LOCATION

CQUNTY

Death octurred at

. 21, | attended the deceased fro

N —p

nd lest saw hrlllv.

m on the date stated above, and to the bast of my knowledge, from tha couses stated.

24. FUNERAL DIRECTOR

Howard F. Myers, Wellsville,Mo

22b. ADDRESS

S A

Gl Breion 2| 7

22c. DATE SIGNEDi

Cemehaqx We
25. DATE RECD. BY LOCAL REG.

/76

flitensed Embalmer’s Statement on Reverse Side)

23d. LOCA'IIO%iry. ty(n, or Wy]

%;guillatMn_____q______




STATEMENT BY LICENSED EMBALMER

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

‘_‘__—’k.._-d
or by N e ™ e ——— Student Embalmer No.____

working under my 'personal supervision.

Student \'/M

Signature of Student Embalmer

Signed

Licensed Embalmer No. 4494

P. O. Address Wellsville ,MO.

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 handwrmng

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






