I
SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -61-044419

STATE FILE NUMBER
AMENDED Reqistration Qi ;“_P-‘ _"{;#f’ﬁﬂ Primary Registration District No. 3a < S o Registrar's Na. / 70
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where doceased lived. If inatitytion: Residence before
s. COUNTY . STATE b. COUNTY #dmissi
E Howell a MO . Howell mission}
% b. C‘l)‘;( (If outside corporate limits, giva TOWNSHIP only) Length of stay in 1b [ CCI)TY Inaide Limits
. R .
g town  West Plains 36 hours own  West Plains Yo [ No O
¢. FULL NAME OF {If NOT in hospltal, give location) Inzide Limits d. STREET (If cutside, give locatian) Reside on Farm
LI'_J HOSPiTAL Oﬂ.w ADDRESS
< nstutionWest Plains Memorian (Yell %D 617 Webster YeO N D
3. (":AME OF _DE,CEASED Firs: Middls Last 4, Dé\"!E Manth Day Yaar
ypa or print
Mgude Nelson beaH  December 30, 1961
5, SEX 6. COLOR OF RACE 7. Morried (1  Mever Married [0 |8. DATE OF 8IRTH | 9- AGE (last birthday) [ IF UNhDER IDYEAR l': UNDER 24 HR
. Widowed Divorced [ E MOS s s ours Min.
Female White ¥ 3-18-190 55 12
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (Ciry and state or country} | 12. CITIZEN OF WHAT COUNTRY
during most_pf working Iife, aven if retired) . .
omestic Houysewife inla  Arkanass il
13a. FATHER'S NAME Y3b, MOTHER'S MAIDEN NAME 4 14. NAME OF HUSBAND OR WIFE
i 1 r~ 3 n N
15, WAS DECEASED EVER IN U.S. ARMED FORCES? 1&. AL SE 1TY NO, i ddreas
{Yes, no, or unknown)l (tf yus, give war or dates of service) Joe H . St one . Dora , Iv]l 35 Ourl
no
[ 18. CAUSE OF DEATH (Enter only one causn per line for (a), ‘tB‘] and {c). - INTERVAL B EEN
‘ E' PART ). DEATH WAS CAUSED BY: ONSET %TH
w 2 IMMEDIATE CAUSE (o) ial
o 3
Q
E [a] Conditions, if any, DUE TO {b)
which gave rise to |
E above cause (a), &
= stating ths under- H
) lying cause last. DUE TC (<}
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH t FART LIl If decessed was female was
| g dissass condition given in PA| 3 there a pregnency in last 90 days, /
P @ (Lrrndrtca/ |DY"IMIDUnImWn-:
E 19. WAS AUTCPSY 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART il of item 18.)
] FERFORMED? _ | . 0 O a —r—
o YES[J NO P
-l
1 20c TIME OF  Houb  Month, Day, Year e
a lNJURY .-m-%‘_‘
@ p.m.
! 20d, INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or sbout home, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE
' WHILE AT WORK [J farm, factory, street, office bidg., et}
NOT WHILE AT WaRif——ta—— ————— ——
&
< an. ) ded the d d from /9-5—3 to__/zf_Mnd last uw,::,ﬁve o _ —‘
o
m) by occurred At y. | '2 O_‘;_ A M_ m on the date stated above, and to best of my knowledge, from the causes stated.
= /] b5 Il 4
=3 w ee r-ﬁ' )
8] (s]
L =
T =
= {7 . e —~
X EME OR CREMATORY 23d, LOCATION (City, town & county, (Stare)
o) o
Z w =11 QA1 Monnt Calm 1ult ount A
= o | “24. FUNERAL JJIRECTOR -~ =~ -1 ADORESS 25. DATE RECD. BY LOCAL REG. ?ﬁidnn S SIGRATORE ¥ il
- > .
= S Carfer Funeral Home, West Plaing, Mo,/ 2- 3s.6/ _ba..t:uu_ (C,ao/{_

{Licensed Embalmer’'s Statement on Reverso Side)




STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Crinn (.
Student SignedW

. Signature of Studen? Embalmer
</

Licensed EmWo.
- -~
. ' P. O. Addre M@aw

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




