SSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

| AMENDED
A

DATE AMENDED

DOCUMENT

INSTEAD OF

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

-61-044415

STATE FILE NUMBER
Reg_i:lu!ion District Ne. /5{‘ / Primary Registration District No. I‘._;__—.‘_-:_e__ﬂeginur'a No. .._____2?__‘________-
D1 l; [ ToT-Ls ]
1. PLACE OF DEATH ', .- TJIZ 2. USUAL IDENCE {Where daceased Hv If insfitytion: Residence before
a. COUNTY ;L/owe,(,[ a. STATE/TIO . b. COUNTY J7OW admission)
b. Cé'l;: (If cutside corperate limits, giva TOWNSHILP only) Lengg of stay in 1b ¢, COITY Inside Limits
R
TOWN oCcomo 8 W . TOWN 7L/0 como Yes £ No19
. FULL NAME OF fif N in~hospital, give location) Ingide Limits d. STREET f cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS R }
INSTITUTION . . Yes [ NOE ’ * ‘ Yes 5 No O
3. NAME OF DECEASED irst le Lagt 4. DATE onth Year
{fype or print Doda Maoa; endlow DoATH 727 17-7 ?5" 7
5. SEX 6. COLDR OR RACE 7. Married 4§  Never Married [J |8. DATE OF BIRTH 9 AGE {last birthday} | IF UNDER 1 YEAR | IF UNDER 24 HR
} w . Widowed [J Divorced ] _] 7 - 7 68 Months | Days | Hours I Min.
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUS\'RY avr country} WHAT,COUNTRY

durm

j:l éwnrhing life, even if retired)

BERTHEL CE ry end 31
a.,

12, CIZZEN Q

132, FATHER'S NAME

Thomas Ma:nshall

13b, MOTHE ‘S MA| NAME
7, diﬂﬂozz

QF HUY

AND OR WIFE

gii?ﬁamd ow

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

{Yes, no, or unknown) ,(If yes, give war o dates of service)

16. SOCIAL SECURITY NO.
ne

" Ed Kensdow,

Address,

Hocomo, Mo.

MEDICAL CERTIFICATION

o

N

PART I.

IMMEDIATE CAUSE (a)

18, CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (c).
DEATH WAS CAUSED BY:

INTERVAL BETWEEN
ONSET AND DEATH

- —

r
Conditions, if any, DUE TO {b) ) J——M Wmﬂ / O
which gave rise to ' 7 v
above :;uu d(a). / -
stating the under- C_‘ ( V
lying cause last, DUE TO () A— i )
PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Ill. If decoased was female was
\ disease condition given in PART | {a) thare a pregnancy in last 90 days.
I O Yes l 0 No ] J Unknown
19, WAS AUTOPSY I 20a. ACCBENT SUI%DE HOMDICIDE 20k, DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART Ii of item 18.)
PERFC -7
YES [ 3
20, TIME Or Hour Month, Day, Year
INJURY &m,
p.m.

20d. INJURY OCCURRED

WHILE AT WORK
NOT WHILE AT WORK [

20e. PLACE OF |

farm, factory, street, office bidg., etc.}

NJURY (e.g., in or abeut home,

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

21. | attended the decessed from

‘f—-

‘2—-/““{( 1o,

4:40

a.m.

Death occurred at.

9 — 8" — 4/

her
and lagt saw ;bnlive on

o BN A |

m on the date stated above, and to the best of my knowledge, from the causes stated.

22a. SIGNATURE

——

(Degrea or title)

% \A Mg,

Wi, B,

22b. ADDRESS

[N

22c. DATE SIGNED

232?@1’. CREMATION,
OVAL (Specify)

23k, DATE

72-19-71967

"

23c. NAMHOF CEME'TERY OR CREMATO

South Jork ((em.

So

} +
23d. LOCATION (City, town] or county) =

iAr 2 y])

{Stare)

24. FUNERAL DIRECTOR

obentsons, West Plains, Mo.

ADDRESS

J -

25. DATE RECD. BY LOCAL REG.
[ i~

b 2,

onr, Mo.
26. RE TRAR'S SIGNATURE H
é ae A

(Licensed Embalmer’s Statemnant on Reverse Side)

)




STATEMENT BY LICENSED EMBALMER

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

or by Stu Embalmer No.
working under my personal supervision. \ {
Student Signe Y / ) '

Signature of Student Embalmer

Licensed Embalmer No. %4%2

p. 0. Addressilleat Plaina, Ma.

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 handwriting.

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




