ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -62—-006337

‘Jt ﬁ zf STATE FILE NUMBER
AMENDED i%‘%_fﬂmny Registration District No. ___ _X_Z.Z__-Regmnr s No, _.__ __é ________
1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where deceased lived. If institutien: Residence hefore
Q a, COUNTY /L/ e ni- o STATE A g b. COUNTY /—/e” F K admission)
% b. COITRY (If outside corporate limils, give TOWNSHIP oniy) Length of stay in 1b c. Ccl)'{!Y R i . 4 : tnside Limits
w
= o Windse- ¥ O P~ S Windser Yes @7 No O
:S c. L%éP?‘TAATEOcﬂ)F (If NOT in hespital, give locaticn) . Insidde Limits d. :{EE)EEETSS (if cutside, give location) Reside on Farm
B w ) .
WE INSTITUTION 707 S, 7_,é_ bo ST Yes s 707 S. 79 bo . Yes O No B
AL B [ - .
3. gAME QF DE}CEASED First Middle Last 4, DATE Month Day % * Year
ype of print * OF -
- /fldl”ve’y C. Ao:llhg ) DEATH R = SO~ PEL
i 5. SEX 6..COLOR OR RACE® | 7. Married @ Never Married [} |8. DATE OF BIRTH | 9. AGE (last birthday) [ IF UNDER | YEAR _IF UNDER 24 HR
M w Widowed [J Diverced T ?_ ) 2-/’“' . 73 Momhsl Days Hours Min.
=1 10a. USUAL OCCUPATICN (Give kind of wark done { 10b. KIND OF BUSINESS CR INDUSTRY Tl: BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
i e durmg most of working ife, even if retir . . y :
[ et 13a FATHER'S NAME 13b. MOTHER'S MAIDEN NAME . 14. NAME OF HUSBAND OR WIFE
' .
12 Jah .Lo c/(ng Louwetie ISmith My Engle harl
7, 15. WAS DECEASED EVER IN U.5. ARMED FERCES? 16, SOCIAL SECURITY NO. 17. INFORMANT 4 Address
< {Yes, no, or unk V[ (IF yes, gi v or dates of service, N k) y
N g o e " lg91-20-4099 |Mrs Waldo Crag - Windsar o,
—|oe [ 18. CAUSE OF DEATH (Enter only one cause per line for (a), {p). and%ic). INTERVAL BETWEEN
< Z PART 1. DEATH WAS CAUSED B M_
-2 o = . IMMEDIATE CAUSE {a) W: 7
9 3
[ la o
T = . .
L ] [a] Conditions, if any, DUE TC (b)
v :I_) which gave rize to
=iz above cause (a),
E = stating the under-
. lying cause last. DUE TO {e) L -
_'g g PART 1I. OVHER SIGNIFICANT CONDITIONS CONTRIBUTING 7O DEATH but not related A% the terminal PART 11G/If deceased was fhmole was
= disease condition given in PART | {a) there a pregnancy in last 90 days.
(27
E ; rij Yes ’ O Ne i 0 Unkrown
g é 1%, g::;?onklﬂg)PSY 20a. ACC[DDENT SUICD|DE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART t or PART LI of item 18.)
g v YES[] NOC.
-
< & | 20c TIME OF~ Houb  Month, Day, Year
< = INJURY a.m.
ui.u p.m.
20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CI1Y, TOWN, OR LOCATION COUNTY STATE
WHILE AT WCRK [ farm, factory, sireet, office bldg., etc.)
NOT WHILE AT WORK [J -
(=]
é 21. | attended the deceased from 1956 !o_E.gb_l_l_gﬁa___and last saw :ﬁ; alive on. 2"10""62
[ Death cyhed at. /:]2‘ i’/&/'? _ &+ m on the date stated above, and to the best of my knowledge, from the causes stated.
= . . ]
8 ol (DfaTee or ritle) o }qg 225, ADDRESS Z2c. DATE SIGNED
& = /- 103 W. Colt Windsor, Mo: | 2-12-62
z [2) RI(SQL;\CREMATEI?N' 23b. DATE 7 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATICN (City, town, or county) = (State)
. Py REMOVAL, (Specify " / . . - B
CZ) T wrid o —-/,2 Z-d‘t.l’e OGK Mn({fo" Mo.
= < | ~22 FUNERAL DIRECTOR ADDRESS ﬂ 25;;\15 RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE
i > .
= sl e M fHacZon - Windeor e

b 17 1962 | 0l )Becrim ﬁ%

{Licensed Embalmer’s Statement on Reverse Side) . d ﬂ




STATEMENT BY LICENSED EMBALMER

t 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//&
;s

Student Signed
Signature of Student Embalmer

229/

Licensed Embalmer No.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Failure to comply
with the above constitutes grounds for revecation of license).
. If embalmed by a STUDENT, he alsc shall sign in his OWN handwriting.

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

P. Q. Addrestgdﬂ;ﬂlm/&



