SSOURI DIVISION OF HEALTH. STANDARD CERTIFICATE OF DEATH ~651-039928

STATE FILE NUMSER
Registration District No. 360 Primary Reglstration District No. _----é2_.2._5.___llegistur'| No. 16&______.,____
AMENDED i
1. PLACE OF DEATH 2, USUAL RESIDENCE {Where deceased lived. If institution: Residencs before
L) .
o a. COUNTY I/e o o. STATE AAfss50ur, b CONY O zar s admission)
w
% b. COI‘I‘;Y {If outsi :; limj jve TOWNSHIP only) Length of stay in 1b . COIEY Inside Limits
S TOWN S w1 shH ! Zayg own  fllaso/a Yes O No
: <. E%ép’.‘%‘i‘{%? (1 NOT in hespital, giva locatidn) W) Inside Limits d. :I';REHSS (If autside, give locaticn) Reside on Farm
DRE:!
T INSTIUTION ST e l‘/dS/Ol 2 /D |vam neD Yas K] No [J
[=]
3. !::AME OF DE)CEASED First Middle Last 4. DATE Month Yaoar
(Type or print, OF
Homer~ 7 »‘mm/oszﬂ vEatH L% Mzmbff‘ 7 'L/
5. SEX 6. COLOR OR RACE 7. Married 5§ Never Married (3 |8. DATE OF BIRTH | 9. AGE (last birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR
MQ/@ Wﬁ)‘fe/ Widowed [ Divorced [J J"‘ /- 77 5 % MD:ﬂ'll D.ui' H:l::. Min.
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
oring o et ey ¥ refired) Farm1ndy Ozark Cownily oS A
13a. FATHER'S NAME 13b. MOTHER'S-RTAIDEN NAME 14. NAME OF HUSBAND OR WIFE
el r Wesé} 7-/)am/osg,1 Nd z cg’u/eﬂ Aancy D siremls 7 /Som/agdn
15. WAS DECEASED EVER IN G.S. ARMED FORCES? T TTTUTTTTT N7, INFORMANT Address
{Yes, no, a'l:ltgknown]l(lf yes, give war or dates of service) /M/'Jd/aﬂf/ )&/&O”yjsaﬂ Maqsfaﬂl ﬁo(
[ 18. CAUSE OF DEATH (Enter only one cause per line for (a), (o), sng (. INTERVAL BETWEEN
I.IZ.I PART |. DEATH WAS CAUSED BY: , - QONSET AND DEATH
5 g IMMEDIATE CAUSE (0) SFr lerro Sclere e /7%/"7" &/t sease Savew) yrs
7
(] 8 . .
= a Conditiona, if any, DUE TO (b) Sesrs /.(ZL/
5 which gave rise to ~f
b above cause (a),
= stating the under-
lying cause last. DUE TO (¢}
z PART tl. QOTHER SIGNIHCANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1Il. If deceased was female was
g disease condition given in PART I (a) there a pregnancy in last 90 days.
< CHronic Bralrl Syndrome due o arferiosclerogy [TV ] e | O vkoown
E 19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART It of item 18.)
x PERFORMED? a ] a
v YESO3 NOW
-
3 20c. TIME OF Hour Month, Day, Year
2 INJURY  am.
g p.m. -
20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK (J farm, factory, street, office bidg., etc.)
HOT WHILE AT WORK D
[a]
é 31, 1 attended the decessad from (0= L= é / ta. 1-7-6/ and (a3t saw m’“"' on 1= 7> 6/
o Death occurred at 5 o 30 £ on the date stated ahove, and to the best of my knowledge, from the cauvses stated.
werd
2 Lk - r title) 22b. ADDRESS 22¢c. DATE SIGNED
0 O 22a. SIGNATURE {Degres o @ _-AL 3
[~ 4 -7
5 - X Z.,KELA,CéZ‘_ 777K, State Hospmita/ *I /-7 6/
z 23s. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {State}
3 Specify} : i
o =) REMOVAL ( Local A Missouril
z & Removal | Nov. 7, va,
> < 24, FUNERAL DIRECTOR ADDRESS 25. DATE EECD 3 )OCAL REG. . AEGISTRAR'S SIGNAJURE
ui > . . . , —
= @) clinkenbeard, Ava, Missouri [0

{Licensed Embalmer’s Stztemant on Reverse Sp




STATEMENT BY LICENSED EMBALMER

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

or by S?udenf Embalmer No.

working under my personal supervision.
Student Signe / %//

Signature of Student Embalmer

‘ . - ] e _. . Licensed Embalmer No. /ff—?

. P. O. Address

L .

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 liceénse).
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. .

* 4






