AISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
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SHOULD READ

ITEM NO.

BY AFFIDAVIT OF

=62-000943

STATE FILE NUMBER

Registration Districy No, ] oD Primary Registration District No. _.Q_Q_[E__mmm'. No. !__[__-____
7
1. PLACE OF DEATH - 2. USUAL RESIDENCE (Whars deceased lived. If institution: Residence before
. COUNTY . STATE . b. COUNTY, admission
. Dent “Missorui ent psten)
b. CI'I;!Y (f outside corporate limits, give ‘I’OWNSHIP only) Length of stay in Th <. COITR‘I' Inside Limits
TOWN Salem 15 yrs TOWN Salem Ye: X1 No [
. ﬂg.éPPIQTAATEOgF {If NOT in hoapital, give location) Inzide Limita d. :B%EREELS (If cutside, give location) Reside on Farm
wstytion Plank Nursing Home Ye¥J Mo xx Yau O Nof)
3. NAME OF DECEASED First Middle Last 4. DATE Month Yaar
(Type o print) Cora Ellen  Hoodenpyle voim  Jan 28 1962
5. SEX 6. CQLQR OR RACE 7. Married [J. MNever Married (] [0, _DATE OF BIRTH | 9 AGE (fast birthday) [IF UNDER 1 YEAR | {F UNDER 24 HR ,
f emale Wi'l 1te wi;;:n‘l:l 'Divor:c.d (] F 2~ 5§ =78 83 Monthy | Daya Hours Min.
10a. USUAL CCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHFLACE {City and sfate of country) | 12. CITIZEN OF WHAT COUNTRY
durmg most effrorking life, aven i retired) N .
ho e Dent Co issouril U A
132, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND CR WIFE
James Asbridge Elizabeth Halbrook James Hoodenpyle

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
{Yes, no, or unknown) | (If ves, give war or dates of service)

16, SQCIAL SECURITY NQ.

17. INFORMANT Address

Iva Hoodenpyle Salem Mo

[ /ﬁ E

X
18. CAUSE OF DEATH (Enter only one tavse per line for (a), (b), and (ﬂ INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (s) q o ¥ G‘O'rapﬂny ey 2
Conditions, if any, DUE 7O (b} & L
which gave riss to "
above :}:uu d(;), — ﬂ F
stating the wnder-
Iw‘nggcaun last, DUE TO (¢) L=7 - = A ¥ a’ @ ﬂ’%c g/
z ART 1l. OTHER SIGNIFICAI NDITIONS CONTRIBUTING TQUOEATH but not relatad 1o the terminal PART 11, If deceased was female was
g - disessa condition gi PART | (&) &- there a pregnancy in last 90 days.
<< T
- Y
g J & p 744;(:" rd/‘oi g = ?ZMM}WL./ O Yes Unknown
= | 19. WAS AUTOPSY ‘)o. ACCIDENT  SUICIDE~ HOMICIDE Q‘23:4. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in PART | or PART H of item 18.}
g sEgFaRM'ED?p/ m] o [m]
- (2]
X | “20c. TIME OF  Hour  Menth, Day, Year
b= INJURY am.
I-ill &.m.
20d, INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about homs, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, street, office bidg., et¢.}
NOT WHILE AT WORK ‘p ‘// / L l /
21, | attanded the d?yﬁ)d from ,L‘? '; . te. ‘ Mézund last nw_n:;allve on ll _?_,Z/é’ 2~
Death urred m on the date stat , and to the best of my knowledge, from the causes stated.

1.3

L

A

22b. ADDRESS

EZD'

P

i

23y i‘{AME OF CEMETERY OR CRLMAwR-Y'
Jadwin Cem

23d. LOCATION (C 7 {State)

Jadwinh Dent Co Mo

, fown, of county)

24. FUNERAL DIREFT
Spen

ADDRESS

r +Funeral Home Inc

/

25, DATE RECD. BY LOCAL REG.

/3/ b2

26. REGISTRAR'S SIGNATURE

W, ek I

{Licensed Embaimaer’s Statement on Revarse Side)
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STATEMENT BY LICENSED EMBALMER

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

Student Embalmer No,

= or by

working under my personal supervision.:

Eary

Student
Signature of Student Embalmer

Nofe: 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.
+ .+ 1f this body is not embalmed, fact should be so, stated-above. ¢ ., _ 15 _t . .
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