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MEDICAL CERTIFICATION

WELF

S5OURI DIVISION OF HEALTH —~ STANDARD CERTIFICATE OF DEATH

MENT OF PUBLIC HEALTH AND

ReF’:EEn Nm nmﬁr___}ﬁmnry Registration District N&agé.___ﬂnguhar s Nné.@.-lé-

—-61-040736

STATE FILE NUMBER

1. PLACE OF DEATH
a. COUNTY

2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

a STATE‘m *b. COUNTY c

admission)

b. Cci)IRY (1f outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CO“RY Inside Limits
TOWN : 3 W. TOWN -ebd, Ye Ne O

<. FULL NAME OF (If NOT in hospital, give location) Insicte Limiss d. STREET {If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS L i
wstitution BULGe Proteot. Hoofe |[vegf wo bolq €. Stanford  jv=0 ndf

3. NAME OF DECEASED
{Type or print)

First

Bomey

Middle

W

Hilhatrick

Last Year

1 9ol

4. DATE Month Day

o Nouember 5,

5. SEX 6. COLOR OR RACE 7. Married i Nover Married [J [8. DATE OF BIRTH | 9. AGE (last birthday) [IF UNDER | YEAR | IF UNDER 24 HR
T Widowed [] Divorced [ I —l F I C‘]OB 58 Months [ Days Hours. l Min.
10a. USUAL OCCUPATION (Giva kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during t of working life, pven if retir
Curf-F o i L Ementh

dfear[’/ey&aw’ue'nc«e, Jennesner

UJ. S.

13a. FATHER'S NAME

Samuel Gilen Xilhatrick

13b. MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

i Yilhat ok

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
{Yes, no, or unknown} ,(If yes, give war or dates of servic

L

PART 1.

Conditions, if any,
which gave rise to
asbove cause
stating the under-
lying cause

(a),

{ast.

18. CAUSE OF DEATH (Enter only one cause per line tor (2], (b}, 8na (&}
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Q,Q}JWM GO Ol ea o

CAC AL CEAIIBITV RHA

inona ¥ilhatrick, SJrvwnqer. ung-AA Mo.

INTERVAL BETWEEN
ONSET%D DEATH

DUE TO (b}

v

DUE TO (q)

PART I1.

19, WAS AUTOPSY

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal

disease condition given in PART § (2)

20a. ACCIDENT
]

SUICIDE
o

PART HIl. If deceased was female was
there & pregnancy in last 90 days.

l O Yes l O Ne O Unknown

20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of

njury in PART | or PART Il of itemn 18.}

WHILE AT WORK

]
NOT WHILE AT WORK (]

farm, factory, sireet, office bldg., etc.)

PERFORMED?
YES [ NO
20c. TIME OF Hour Month, Day, Year
INJURY am,
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about homs, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

2.

ath occurred at

| attanded the deceated fro

o___L__LL{_.md last saw g, alive on

/L= 6/

5 Jnlo m on the date stated above, and 1o the best of my knowledge, from the causes sfared
Il

EMOVAL { ify)

P 4
2724 SIGNATURE {Degree or title) hfl 22b, DRESS 22c. DATE SIGNED
r D . L L
U\ll L . . L(,{; //‘Qﬁoé{
23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETER q? J(ATION [City, town, or coumy) [Sln:e) i

=7-196!

G eenood

Y OR CREMA‘I’Oﬂ

24. FUNERAL DIRECTOR

fex

ADDRES!

Mo

5.

V=

DATE RECD. BY LOC

REG.

22 —b(

{Licansed Embalmaer's Ststemen? on Reverse Snd-)

%‘IR;H‘ESIGNATU? !




STATEMENT BY LICENSED EMBALMER

!

! hereby certify that the body whose name is recorded on the reverse side of this certfificate was embalmed by m

o F— e s S —— —

or by

working under my personal supervision.

Student —— -
Signature of Student Embalmer

P. O. Address MW H m

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comp
with the above constitutes grounds for revocation of license). .
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
A If this body is not embalmed, fact should be so stated abave. 1






