SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ey
MENT OF PUBLIC HEALTH AND WELFARE ;
STATE FILE NUMBER
AMENDED Registration Distriet No. o _ Z_S_‘_é"-?rimary Ragistration District No. ____ZZ_-_“%.S_ _--Registrar's No. __--é.{‘_‘{ ________
B, [ 1] ~L7 ]
1. PLACE OF DEATH v TVVE 2. USUAL RESIDENCE (Where decessed lived. If institulion: Residenca before
2 s. COUNTY Jagper « s1ate MY gaourlk. counry Jasper admission)
% b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. Cé'g( Inside Limits
OR
g owny Jdoplin 2 hrs. own  Webb City Yes 4 No [J
;(_' [ I;ULL NAMEOOF [f NOT in hospita ive Iociic%) 1 Inside Limits d. :":I"REET (If cutside, give location) Reside on Farm
OSPITAL OR
z INTTiion £ Téeman Hospiia Yed] No[J %305 W. 6th St. Yes [1 No OX
a — Y
3 [_I'IJ_AME OF DE]CEASED Firsy Middle Last S|4 DOAJE Month esy 196‘““
+ (Type or print : : December 1
Lilllian C. Smith DEATH ec »
5. SEX . &6, COLOR OR RACE 7. Married ] MNaver Married J 8. DATE QF PIRT| 9. AGE ({last birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR
Femzle te Widowedd] Divorced [ [T eedfu | é’? . 74 »_u,  [Months [ Days | Hours | Min.
10a. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country} | 12. CITIZEN OF WHAT COUNTRY
rl ing life, even if ratired .
Heuwsw e ' Cass Co., Missourl | USA
ﬁlTT R'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
am Hamilton Unknown
15. WAS DECEASED EVER IN LS. ARMED FORCES? 14. SOCIAL SECURITY NO. INF dd|
{Yes, ﬂoor unknown} ;(If yes, give war or dates of service) %I‘Dﬁ%ore Pralrié ﬂlla;ge » Ka'ns
- 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (c). , ¢ INTERVAL BETWEEN
z . PART I. DEATH WAS CAUSED BY: ‘. ] \‘L ~ l 'L ONSET AND DEATH
E - ‘.
w z IMMEDIATE CAUSE (a) entricw)ér vbnllate O\ Mt w
2 12 N 4
ja] -~
< 8 itions, | ya, {erun< dﬂ‘ Cote z
Conditions, if any, DUE TO (b) s < < »
E which gave rise to o
2 above cause (a),
= siating the unlcler- DUE 10 (¢)
lying ceuse last. c
4 PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bu! not related to the terminal PART li1l. ¥ deceased was female was
g disease condition given in PART | (o) . there ‘a- pregnancy in last 90 days.
- ¥ R : . l[jve._‘l'uNoIDUnknoWﬁ
E 19. WAS AUTOPSY ["20a. ACCIDENT _ SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I! of item 18.)
& PERFORMED? | O 0
o YES [ NGO
—
& | "20c.TIME OF  Hour  Month, Day, Yeesr )
= INJURY a.m. :
] p.m.
=
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factory, straet, office bldg., etc.)
NOT WHILE AT WORK [J
m]
5 21. 1 attended the deceased fram___g"'ﬂ_;r, 1 lz-M—-—and last saw Ea'gﬁvu on. 12-19~61
oz -
o Death occurred at 1 2 L 50 m on the dste stated above, and to the best of my knowledge, from the causes stated.
-l
= {u {(Degres or title} - . &DDRES 22c. DATE SIGN
% 8 el fd ﬁe%% - éity ’ Mo ¢ 1 2‘20"8)1
% | 55 5uRIAL, CREMATION, | 235, DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cify:,b"lswn,coriféumy}Mo (State] .
5 s} EMOY AL Specify) =] .
g E Egurlai 12-22- Weaver ceme.bel;z) B 12. Qéor;! ?::1\ S SIGNAT},
s <« | ~74. FUNERAL DIRECTC, son WmES'C.’LtY ,MO A 25. DATE RECD. BY LOCAL REG. - AR .
: >| Fohnston-Simpson, /2 - Aé 176/ ol 7779

{Licorsed Embalmer's Statement on Reverse 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. : 4
' - i
Student Signed @é 6 MW |
Fe

Signatyre of Student Embalmer

Licensed Embalmer N

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
with the above constitutes’ grounds for revocation of license). + .
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
1 . If this body is not embalmed, fact should be so stated above.

(Failure comply

" “




