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MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

Primary Registration District No. '*30 O & Registrar’s No. 3

: STATE FILE NUMBER
. Registration District No. /.
E AMENDED L :
, - — -
1. 1FL H L 2. USUAL IDENCE (Where deceased iivudUIf institution; Residence before
a a. COUNTY alr a. sTate han. b, COUNTY nk. admixsion}
] .
% b. CITY (If eutside corporate limits, give TOWNSHIP only) Length of stay in 1b c. Cc;TY Inside Limits
R .
g 9w Kirksville 13 mos. rown Lenexa YaXi Ne O
w c, ;%SLPTTT\TiogF {if NOT in hospitsl, give location) Inside Limits d.u\sg)%EI!EETSS {If cutside, give location) Reiide on Farm
b INsTiution. Nursing Home # 2 vad NoO Unk. Yes O No [X
jm] -
- 3. (OTIAME OF DE)CEASED First Middle Last 4. DOATE Month Day Year
ypa of print F
~ Frances Matilda Miller pfati  Jan. PA 1962
_ 5. SEX 6. COLOR OR RACE 7. Married [J  Never Married (] |8 DATE OF BIRTH | 9 AGE (tast birthday) [ [F UNDER 1 YEAR IF UNDER 24 HR
. i P Month D Ho Min.
F emale Wh ite Widowed ﬂ Divorced ] 11_12 _187 8 3 T ] ays urs in
— 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAY COUNTRY
[%:) durin oﬂ of wo! life, even if ratired)
Az ewite Homemaking Germany U.S.A.
9 13a. FATHER" S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
—r
12 Frank Uhe Gertrude Meyer Frank Miller, Dec.
W 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
—1< (Yes, no, or unknown)| (If yes, give war or dates of service) .
w no none Mrs. Orville Williams Kirksville, Mo,
~ °<‘ - 18. CAUSE OF DEATH (Enter only one cause per lina for {a), {b), and (c). INTERVAL BETWEEN
E’ PART I. DEATH WAS CAUSED BY: ONSET AND BEATH
12 = = IMMEDIATE CAUSE {a)
o[© o .
8|2 g L G mﬁﬂ,—q;
o S o Conditions, if any, DUE TO {b) AL N,
w :5 which gave rise to -
“I= |z above cavie (a), ~
E - stating the under- 7, ’ - m
_ lying coause [ast. DUE TO (c) :
—% 4 PART 1i. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATR but not related tolthe terminal PART I1l. If decessed was . female  was
g disease condition given in PART | (a) there & pregnancy in last 90 days.
v
E § Ir_‘l Yes | & No I O Unknown
us" E 19. WAS AUTOPSY 20a. ACCIDPENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART I) of item 18,)
5 [ PERFORMED? i} (m} u]
g v YES[J NOR®
< % | 200 TIME OF  Woul  Month, Day, Year |
Py a INJURY a.m. B
; 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, street, office bldg., etc.)
NOT WHILE AT WORK ] -
[a]
é 21. | artended the dacu ed from_gﬁ-_Q/_“{._’J’_Li_L \ 6 nd last nw__:;:.uiive o
9 Death occurred m on tha date stated above, and to the best of my couses stated.
3 a NA'ruas (b‘egr or titte] ,0 22 pODRES “| 22 GATE SIGNED
5 o A (@2 I-6-64
- 2 23s. BURTAL, CREMATI 23c. NAME OF d’EMETERY OR CREMAJTORX 23d. LOCATIOMN (City, fown, or county} [State)
d o REMOVAL (Specify!
z e Removal 1-10- 1962 St. Johns Cemetery Lenexa Kan,
s brd BAL DIRECTOR ADDRES 25. DATE RECD. BY LOCAL REG. | 26. ISTRAR'S SIGNATURE
= 5| DeERiey Finctal Home: o o oloor |-G 1262 ). Rl
- ® 415 North Franklin ¢/, 7 Shetr 1 & 1

Kirksville, Missouri

s

{Licensed Embalmer’s Statement on Reverse Side}
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STATEMENT BY LICENSED EMBALMER
N ‘ \ .5

. I RTINS ERTYS SV %

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

Student Embalmer No.

working under my personal supervision.

Student Signed %?M%ﬂ&&/@"—v
LD Signature of Student Embatmer a

- ! oot

. Licensed Embalmer No. -5_ /\S—c?
Y <y oo ’ .
A A .. T— Y )
T, LB, 0. Alddress /&\MWO.

Note The above MUST, BE ‘SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure fo comply
with the above consfitutes grounds for revecation 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. T



