ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH .

. -
RTMENT OF PUBLIC HEALTH AND WELFAR
TE E NUMBER
AMENDED iﬂ|gitili;n£jjtriﬂp1_ ,b_,_-_.;.:, l'g—é-_:_?rlﬂnrv Registration District No. :£_7$eqmur s No. .-.l_-é__-_____-
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residence before
e a. COUNTY Jas}ﬁr a. STATE Mo_ b. COUNTY J'a sper admission)
w
% b. C‘IJTY {If outside carporate limits, give TOWNSHIP only) Length of stay in 1b c. CéLY Inside Limins
s 1owN  Mineral Township TOWN Oronogo Yes O No [
E c. ;%EPTT‘?AME OF (If NOT in hospital, give location) Inside Limits d. ASIEEQEETSS (if cutside, give location) Reside on Farm
P INSTITUTION H:Lghways D & 96 Yes O NoXJ R. 1 _ Yes O No [®
a1 5
2 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print} OF
Gordon Bennett Potts DEATH October = 14, 1961
5 SEX 6. COLOR OR RACE 7. MerriedX] Never Married [] |8. DATE OF BIRTH | 9- AGE (last birthday) | IF UNhDER ] YEAR IF UNDER 24 HR
i i Months Days Hours Min.
M. R W Widowed ] Divorced [] 121211909 51 R ay v | i
10a. USUAL OCCUPATION (Give kind of work dane | 10b. KIND OF BU5|NES§§R INDUSTRY 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
] during most of working life, even if retired)
3 uckdriver Union Transfer & R.1, Oronogo, Moc. U.S.A.
3 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
4
> Colin Campbell Potts Kate Bell Ruth Isabelle Potts
n 15, WAS DECEASED EVER IN U.S. ARMED FORCES? }7. INFORMANT Address
{ {Yes, no, gr unknown}1 (If yes, give war or dates of sarvice)
) Ao ] Don Loomis, Carterville, Mo.
3 — 18. CAUSE OF DEATH (Enter only one cause per lina far (a), (b), and [c). o INTERVAL BETWEEN
{ LJZ“' PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH
3 (e = IMMEDIATE CAUSE (2 ~Bagel Skull Fracture Inet
> [© 2
319 Q
‘ 5 o Conditions, if any, DUE TO {b}
" 'u-; which gave rise to
212 above cause ({a),
- [= stating the under-
3 lying cause faat. DUE TOQ {e) _
z PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related ta the terminal PART 111, if deceased was foemnale was
.9_ disease condition given in PART | (a} there a pregnancy in last 90 days.
; | 1 Yes | O Ne [ O Unknown
E 17. WAS AUTOPSY 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW !NJURY OCCURRED, (Enter nature of injury in PART 1 or PART Il of item 18.)
b PERFORMED? ] a ] e
; YESO NOH -l Automobile accident on Highways D & 96 The
20c. TIME OF Hnu Month, Day, Year
2 INJURY ‘,Potts car failed to st;op et the intersection »nd wes hit
ey Y08 "'“ /0"‘/- hroads
20d. INJURY OCCURRED 20e. PLACE OF INJURY [e.g., in*br about home, COUNTY
WHILE AT WORK g Hlirm,};ccrorv, street, office gdg., afc.)
NOT WHILE AT WORK §J W B -
o ghways D & 9 _ .
é 2% E!ﬂaﬁended the decessed frv_:nf ) Did Not M..tﬂﬂd and last saw hle,:, alive on.
O . Death cccurred et - h 08 P.m m on the date stated above, and to the best of my knowledge, from the causes stated.
=Y
8 5 27a. 5]GNATURE {Degree or title] 22b. ADDRESS 22c. DATE SIGNED
I o
@ = % Coroner, DDS jQB_Euar_n_Blﬂ.%-_-lonJin,_Ha_ 10-17-61
< 23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City," town, or county) {Srate)
o fa) REMOVAL (Specify) | - .
z ey Burial 10/17/1961 Weaver (‘emeter
= < 24. FUNERAL DIRECTOR ADDRESS
w S i .
= @ | Hedge -Lewis-Funeral Home, Webb Cify, Mo.
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STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision, - |
: 2 y oédb
Student Signed‘W%l-Vﬁ

Signature of Student Embalmer
—
Licensed Embalmer No.Z ,ﬁ 5 TS

P. O. Address M/CTZ; o

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Failuré~to 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 bodyis not embalmed, fact should be so stated above.

. .






