ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

RTMENT OF PUBLIC HEALTH AND WELFAR%
Registration District No. . __. __Z

AMENDED

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

DATE AMENDED

INSTEAD OF

SHOULD READ

ITEM NO.

DOCUMENT

i
f:

BY AFFIDAVIT OF

rimary Registration District No. (f7tﬁ;7

4

STATE FILE NUMBER

1. PLACE OF DEATH .
. COUNTY
* Ma dison .

a. STATE M &

2. USUAL RESIDENCE (Where decessed lived.

If institution: Residence before

b. COUNTY M qd/_‘sen

eadmisslon)

b. CITY {If outside carporate limits, give TOWNSHIP only)

Length of stay in 1b c. CITY

Inside Limits

OR . OR -
oW o de pickfown mo. o Lpgderick town Yoo O No B
c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location) Reside on Form
HOSPITAL OR Ij" ADDRESS
INSTITUTION /)om e Yes O] No EO u_+ e | Yes (1 No &
3. ?AME OF DE)CEASED First Middle Last 4. DoAgE Month Day Year
(Type or print
John daas Fox ofat  Feah. 26, /€2,
5. SEX & COLOR OR RACE 7. Ma‘rriad & Never Married [J |8. DATE OF BIRTH 9. AGE {last birthday) | IF UNDER 1 YEAR | IF UNDER 24.HR
w widowed (O Divorced [J /a_,?_ /?05- S ‘ Months | Days Hours Min.
10a. USUAL CCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS CR INDUSTRY| 11. BIRTHPLACE (City and sitste or country) | 12, CITIZEN OF WHAT COUNTRY
durin: most f working life, even if retired) - e . .
Lviter Seith-Davis Meg. G| Caledopn ia_, Meo. (U.S.4.

12a. FATHER'S NAME

Effg-q h Andrew Fox
15. WAY DECEASED EVER IN U.5. ARMED FORCES?

13b. MOTHER'S MAIBEN NAME

Emma_\Woelgord

16, SOCIAL SECURITY NO.

14, NAME OF HUSBAND OR WIFE

Gertruade Fox

7. INFORMANT

(Yes, no, or unknown) | (If yes, give war or dates of service)

18. CAUSE OF DEATH (Enter only one ¢ouse per line for

Gertrude Fox |

Address

Fredesicktown, Mo.

PART |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

Cj?,m: Ansarmteslon, »{-LQM/V\-LH

INTERVAL BETWEEN
ONSET AND DEATH

4 Reyo

Conditions, if any,

DUE TO (b} hw«@q‘,,_ﬁm]‘ W

J

which gave rise to
shovas cause (a),
stating the under-

NOT WHILE AT WORK [J

lying cause last. DUE TO (¢}
4 PART II. OTHER SIGNIFICANT COND]TIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1II, If decessed was female was
g disease condition given in PART I {8} , thers a pregnancy in last 90 days.
§ OE“Q’V‘W %MW& I O Yes l O Ne l O Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT 5UIC|DE WHOMICIDE 7 [ 20b. DESCRIBE HOW INJURY OCCURRED, (Enter naturs of injury in PART | or PART I of item 18.)
& PERFORMED? 0
U YESO NOE® -
- d
&' "20c. TiME OF  Hour - Honth, Day, Yearn
& o ANgdRY o am. -l
o p.m. -
s\- 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
kil WHILE AT WORK farm, factory, street, office bidg., ete.)

Deasth otcurred at

00

ik kaﬂended the deceased fmm__&JA-'-L’ZK‘_‘M-_L';IL‘"I tn_%&nd last saw h-rn alive on_ﬁé'_‘ﬁ&iz- é /76 2

P on the date stated sbove, and to the best of my knowledge, frédm the causes stated.

22a. SIGNATURE
T %m—b

{Degroo or title)

22b. ADDRESS

/P,

//-S_ag ( Joehl, ?’M /no

22c. DATE §IGNED
2/:.7/2 z

23a. BURIAL, CREMATION, | 23b. DATE l 23c. NAME OF CEMETERY OR CREMALGR 23d. AOCATION {City, town, or calnty) * (Stare)
MOVAL (Specify) v . » )
Biria Mar 1, 1962 1 Big Biver eme!eru -I"On e, Missowsrys ,
24. FUNERAL DIRECTOR ADDRESS [ 25, DATE RECD. LOCAL REG. ISTRAR'S SIGNAT|

3-A%)IER |

(v

Bert L-.Bmfch. Leadwood, Mo.

{Licensed Embalmer's Statement on Reverse Side)




S

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.

Student Signe A/¢/
Signature of Student Embalmer ’ /

Licensed Embalmer No. ‘:/ Y J’

P. O. Addr

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 alse shall sign in his OWN handwriting.

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



