SSOURI DIVISION OF HEALTH - STANDARD CERTIFICATE OF DEATH -

TMENT OF PUBLIC HEALTH AND WELFARE

lFliefls'g%Durnct No., ___m____-_._-_?rlmary Registration District No. _397_6 ________ Registrar's No. __1_-9.5 ...... oy ——

=61—-0398914

STATE FILE NUMBER

AMENDED
methindi.” A 72 S A S b= 101 |
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where decemsed lived, If institution: Residence before
8 a. COUNTY Ve rnon a. STATE M-LS sour z"b. COUNTY Ve rnon admission)
% b. CCI)TRY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b o CITY Iniide Limits
OR
< TOWN po nada TOWN Nevada Yes A No [
< ¢. FULL NAME OF (if NOT in hospital, give location) Inside Limits d. STREET {If cutiide, give location) Reside on Farm
E HOQSPITAL OR _ ADDRESS
g INSTIUTION  Tate Nursing Home Yesfg NoDl North Waskinton St. [yaO nex
3. ":AME OF DECEASED First Middla Last 4. Dg';l'ﬁ Month Day Year
ype or print)
KATIE L, HAMMOND DEATH lo-24-61
5. SEX 6. COLOR OR RACE 7. Married {3 Mever Married [] [8. DATE OF BIRTH | 9- AGE {last birthday) [IF UNhDER ‘D"EAR ':UNDER 24 HR
Widowed Divorced [ —- 4 Months ays lours Min.
female | white X 9-11-1893 &8
102 USDIAL OCCUPATION (Give kind of work dome | 10b. KIND OF BUSINESS OR IMDUSTRY| 11, BIRTHPLACE [City and state or couniry) | 12, CITIZEN OF WHAT COUNTRY
during mpst of worki n if retired)
Supe Fotee r ot Idrens” home Cass Co.,Ho. UsSoAhe
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4. NAME OF HUSBAND OR WIFE
Ba rney Bleuvins Viola Chitwood deceased
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SCCIAL SECURITY NO. 17. INFORMANT Address
{Yes, no, or unknown) | {if yes, give war or dates of service)
| non Viola Smith Butler, Mo.
[ 18. CAUSE OF DEATH (Enter only ane cause per line for {a), {b), and {c). INTERVAL BETWEEN
I_Z“ PART . DEATH WAS CAUSED B QNSET AND DEATH
ol 2 IMMEDIATE CAUSE (a) _._C_Qngea:biy_e_heari_failuxe 36 _hrs.
L
2 Q 1 Unkn
] 8 Conditions, if any,]  DUE TO {b) Coronary artericsclerosis own
= which gave rise to
"2 abowe ;:’:uund(:].
= tatin e wnder-
lying - cause fast. |  DUE TO () General arteriosclerosis Unknown
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bul not related to the terminal PART III. If deceased was female was
g diseass condition given in PART | (a) there a pregnancy in last 90 days.
§ . Ll:l Yes | 0 Neo I O Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART II of item 18.)
& PERFORMED? a O g
v YESO NOQOJ
-l .
X | 30c.TIME OF  Hour  Month, Day, Year
= INJURY * am,
; p-m.
20d. INJURY OCCURRED 20¢. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WCRK [] farm, factory, street, offica bidg., atc.)
NOT WHILE AT WORK [J
[a]
g fo__O_Cj._al}_l%l_ o last her li n__QCLn_al'L’_J\%l_
z 21. 1 attended the deceased fr . and last savwypg, olive o
fm) Death occurred at. on the date stated above, and to the best of my knowledge, from the causzes stated.
= s
3 5 s, SIGNATURE 7z 72b. ADORESS i DATE SIGNED
I
v £ . xfé M. D. Moore Bldg., Nevada, Mo. 10/26 /61
=« | 735, SURIAL, CREMATION, | 23b. DATE o, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cily, fown, or county) {State}
d a REMOVAL (Specify) —
z = Burtal 10-26-61 Clty Cemetery &1 Dorado Springs, Mo.
= < 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY 1OCAL REG. |26, RESISTRAR'S SIGNATURE
W >
= 5| Gwinn-carothers ElDorado Svgs.,Mb.. O~
{Licensed Embalmer’s Statement an Reverse Side)




" or by Student Embalmer No.

s

‘with the above constitutes grounds for revocation of license). .

"STATEMENT BY LICENSED EMBALMER

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me

working under my personal supervision.

Student.

Signature of Student Embalmer

Licensed Embalmer No./f/f/ (7

P. O. Address%@u

Nofe: The above MUST BE SIGNED BY THE LICENSEDC EMBALMER in his OQWN HANDWRITING. (Failure to compl

If embalmed by a STUDENT, -he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above. - -




