ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

Registration District Neo. ___Lﬁ_é_é _______ __Primary Registration District No. @.%_-_Regunar ‘s No. ':‘.'__Iéf,ﬂ___

=61-033577

STATE FILE NUMBER

AMENDED
maﬂbl 4 *55‘ 2. USUAL RESIDENCE (Where deceased lived. |If rumuﬂon Residence before
a. COUNTY a. STATE &, b. COUNTY admission)
a MAPIS 0N sMissouR1 Madison
% b. CITY (If ouvtside corporate limits, give TOWNSHIP only) Length of stay in 1b [ COI'I'Y Inskji/l.'ﬁin [i"
i R i
2 1w FREDER ¢k Tow N 2.9 yvr. S FREDERICkToOWn | Yot N gh
< <. FULL NAME CF (If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
' & HOSPITAL OR Y 4 ADDRESS v M
|5 mstrron N adison Memovia] Hosprra) v w0 303 Akuwber RY =0 N
i 3. I_FAME OF DE)CEASED First Middle Last 4. DOAFTE Month Day Year
i (Type or print; ,P
BERTHA _ Lorerra _PaywE can  SEpT, 29, [96/
5. SEX 6. COLOR OR RACE 7. Married [1 _MNever Married [ & DATE OF BIRTH | 9. AGE ilast birthday) I:\‘,UNhDER 'DVEAR ::UNDER 24 HR
N .« Widowed Divorced n s ay1 ours Min.
FemaLE WwTEe tdow D [j-28-188¢| 7%
10a. YSUAL OCCUPATION {Give kind of werk done | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
durin ost of worklng e, aven if retired)
Hou P Ao E oran, Mo. U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Aconzo € ATHER TON Lavra Fray Armive M. Poyue
15. WAS DECEASED EVER 1N U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 174 INF Address E‘“wmﬁ AFB
(Yes, no, or unknown) | (I yes, give war or dates of service)
N | —_— NONE J}m oBEBtSOAI HeTE. 6503 SourH DAwoTA
= 18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}, and {(c). INTERVAL BETWEEN
E PART |. DEATH WAS CAUSED BY: . QNSET AND DEATH
w b IMMEDIATE CAUSE
1o 5 (n)
(] 8 . '
z a Conditions, if any, DUE 1O (b) Qﬁ j\M &J MM
= which gave rise to T,
% above causs (a), AR
= stating the wnder- (%
lying cause last. DUE TO (<}
z PART Ii. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TC DEATH but not related to the terminal PART HI. If deceased was female was
g diseasa condition given in PART | (a} ., there a pregnancy in last 90 days.
: ' bl [07=] G [0 b
E 19. WAS AUTOPSY [ 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of jtem 18.)
& PERFORME m] a O
g YES O No a’ .
o -
& | T20c TIME OF  Hour  Month, Day, Year
a INJURY a.m.
g P-m.
20d. INJURY QCCURRED 20e. PLACE OF LNJURY (8.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK tarm, factory, street, office bidg., ete))
NOT WHILE AT WORK [J
0
; her
é 21. 1 attended the decessed from_%'__;_w a_c@&?lﬂmd last saw pip, alive on_é%t' /76 /
fa Desth occurred at. ’j /aiem on the date stated above, and to the best of my knowledge, from the causes stared.
-
2 e 22a. SIGNATURE (Degree or title} 22b. ADDRESS 22c. DATE SIGNED
5]k g -/ Word., Frudon
” g : a/nf\f\bv-" Yy . ' /)‘5_‘9“' ] M/AMLZ/?‘I
=z Z3s. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county] .7 (State) 7
y [a] REMOVAL (Specify} ~
2 z| __BuriaL 4-30-6\ Ess€x CEMETERY Ess€x, _ NiSsovR)
= < 24. FUNERAL DIRECTOR ADDRESS 5. DATE;D BY L{AL REG. ISTRAR S SJGNATURE/ f%‘
wi > F ?
= = |Sam fJﬂS\M.I\r.. REDERICKTOWN, MO - 4 J 9
L4
(l.u:amed Embalmer’s Statement on Rwaru Sicla)




v

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,

or by Student Embalmer No.

wofking under my personal supervision. ’ﬂ
Student Signed /’?M/ ? e QY‘ .
\ A\ J

Signature of Student Embalmer

Licensed Embalmer No. 4 7 s I

P.C. AddressQ’Q .4: G‘%&
Aredorc A

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. s

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




