AISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -51-037541

STATE FILE NUMBER
Registration District No. I7¥ Primary Regi ton District No. __g.g_a__é-__keglsrur's No. __8.2 _______
AMENDED 1
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decossed lived, If institution: Residence before
COUN . STA .
8 «- COUNIY 1 qPayette ] * Hissouri > N afayette  dmier
% b. CITY (If cutside corporate limits, Qive TOWNSHIP only) Length of stay in 1b c. Col'll;\' Inside Limits
| |wa . -
3 TOWN  Texington I month TOWN porder Yes [0 No g
. FULL NAME OF (If NOT in hospital, give location} Inside Limits d. STREET (If outside, glve location) Reside on Farm
“'_-’ HOSPITAL OR ADDRESS
< INSTITUTION  Mamorial Hospital Yesgl Ne O 5% Mi. NE Ya G NoD
3. NAME OF DECEASED First Middie Last 4. DATE Month Day Yeaar
{Type or print) _ OF .
Byrd Eppes Lewis ol (D dldee TO 1961
5. SEX 6. COLOR OR RACE 7. Married Never Married [J 8. DATE OF BIRTH | 9- AGE (last birthday) [IF IJNhDER 1 YEAR | IF UNDER 24 HR
Wid. d D; ths Days Hours Min.
Female White tdowed ., 7 T-1881 79 |TF"] 8
10a. USUAL OCCUFATION (Give kind of work done | 10b. KIND OF BUSINESS OF INDUSTRY| 11, BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
v during most of working life, even if retired) St
= Housewife ome Dover, Mo.
9 13a. FATHER'S NAME 13b. MOTHER’'S MAIDEN NAME " 14. NAME OF HUSBAND OR WIFE
|}
2 o lohn B. Fppes | | Teon H. Lewis
15. WAS DECEASED EVER IN U.S5. ARMED FORCES? 16. SOCIAL SECURITY NO, [17. INFORMANT Address
E (Yes, no, or unknown) | {If yes, give war or dates of sarvice)
no none rg, Na =)
- 18. CAUSE OF DEAI’H {Enter only one causas per tine for'(a), (b}, and [c). . INTERVAL BETWEEN
E PART |. DEATH WAS CAUSED BY: . ﬁ QNSET AND DEATH
NEER: wwowre onvse o [Tt n tees @oNLLro o &
7
a &
:nt.l [a] Conditions, if any, DUE 7O (b)
G which gave rise to
Z above couss (a),
= stating the under.
lying cause last, DUE TO (c}
z PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not roh!ad to the terminsl PART 11l If decessed was femzle was
g - d.suu condition given in PART | (s} there a pregnancy in last 90 days.
g Eirscce oe Lptorea ') [O e | DN | O unknown
E 19, AS AUTQPSY . ACCIDENT  SUICIDE 20b, DESCRIBE HOW | RY QCCURRED. (Enter nature of injury in PART | or PART [l of item 18.)
& PERFORMED? ] (] a
o] YES [J NO
-
&1 20c. TIME OF  Hour  Month, Day, Yeer
a INJURY a.m.
“i" p.m.
20d. INJURY OCCURRED 20¢. PLACE OF INJURY {g.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
*. WHILE AT WORK farm, factory, sreet, office bldg., etc.)
< NOT WHILE AT WORK []
o -
é 21. | attended the deceased froi Mmﬂ last saw ﬂalive on-%.l_i‘_lﬁ
Q Death occurred 09—6-;—2/‘-@-———#’" on the date stated above, and to the best of my knowledge, from the causes stated.
> ~ a
2 w it) 2b DRESS 22c. DATE SIGN|
o o 2. {Degree or title} m . - % 3 ED
% = o ) 2eeBpertd, maylte, Nov 1-¢y
2 73a. BURIAL, CREMAT . DATE 23c. NAME OF CEMETERY OR CREMATORY [4 23d. LOCATION (City, town, or county) {Stare)
o =] REMOVAL {Specify
< i -T2-T9RT Celyary Corder Migsouri
= < 24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |26. STRAR'S SIGNATURE
w > LY
-
= a Forrest A. Hoefer Higeinsv 119 Mo. /%¢ .
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STATEMENT BY LICENSED EMBALMER

. - . - -

. : X - LSE
| hereby certify thatythe body whose mamesis, recbrded on the reverse. side of this c;er:.ifi::qie:was embalmed by me,
? w S, - ; A3 a

or by Student Embalmer No.

working under my personal supervision.

e
Student Signed ; / .
- . Signature of Student Embalmer.. . . -

4, . ! . . ~.% N LY
L WA 2 WP o S0 oo TR S T W S Y
) A ) b T DN L-icensed Embalmer No. 4801
. e S
: - - ! " . . P. Q. Address Higginsville, Mo,
x:. N -'-"_ e T . - R ‘i ' “\' - Y s v ¢ ~ P Q‘ N

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 embalmed by a STUDENT, he also shall sign in his OWN handwrmng

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




