MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -62-010046

_ DEFARTMENT oF m.ml.n'::e :;Al.'r: AND WELFARE :i st D ¢ﬁ5 ¢ Cecirars N éj STATE FILE NUMBER
«.DO NOT WRITE AMENDED gisfhr]oi Mo T ———5- rimary Registration Dis o. & 2" W7 Registrar's No. ... 274 .

ON THIS STUB bl [*F 4 -
1. PLACE OF DEATM 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before

a. COUNTY But le r a. STATE Mis €O ur ib COUNTY But 1e r admission)
k. C(I,W {1f outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limis

R OR .
TOWN P4 o) 1ife TOWN Fisk Yes (1 No 3
<. FULL NAME OF {If NOT in hospital, give location) Inside Limits o. STREET {If cutside, give location) Reside on Farm

HOSPITAL OR ADDRESS
Rfd. 1 Yeas i No [

VS 300
Rev. 4/59

v 1o
b Ila

msttution Rfd, 1 Yes [ No&“
3. NAME OF DECEASED Firat Middle tait 4. DATE Manth Day Your

{Type or priat} . . . OF
William Aus Childress cea Feb, 27, 1962
5. SEX 6. COLOR OR RACE 7. Morried ] Never Marrlad [] [8. DATE OF BIRTH | ¥- AGE [last birthday) | ';OUNHDE? 'DYEA“ ::UNDER i“' HR
» idows ivarc niths ays ours in.
male white WidowedD  OweraD | 102741890 71 ”

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) 120 CITIZEN OF WHAT COUNTRY
during most of working life, even if retired)} N
mar Farming Rombauer, Mo. U.S. A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
James Childress Mary Ann Asher Nancy Childress

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address

(\'c;s‘,:’o. ar unknown)l {If ve:.;rgiv;rwa;ror d;u;f' “Ni“)-y- Nan CY Chi ldre ss PODla r Bl’l_]ff , MO .

X
18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), and (c). . INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED ONSET AND DEATH

UMMEDIATE CAUSE {a) Unkown
Conditions, if any,}  DUETOB) __ Ppregumed 6 be natural causes

which gave rise to
above cause (a),
stating the under-
lying cauvse last. DUE TO (c)

PART 11. QTHER SIGNIFICANT CONDITIONS CONTR1BUTING TO DEATH but not related to the terminal PART NI, If deceased was female was
disease condition given in PART 1 (2) there a pregnancy in last 90 doys.

ID Yes I O Ne ] 0 Unknown
19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.) ;
PERFORMED? a a O
YESO NOQO
20c. TIME OF Hou Month, Day, Year
INJURY aam.
P,

20d. INJURY QCCURRED ] 20e. PLACE OF INJURY (e.g., in or about home, 1 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK farm, factory, street, office bidg., etc.}
NOT WHILE AT WORK (]

her .
21. | attendad the deceaseg from 1o snd last saw iy tlive on
Death occurred at 3 5 //M m on the date stated sbove, and to the best of my knowledge, from the causes stated.

22..5;;‘;&;“5 éfé ’/ {Deg G;:a‘?r Title) Py i 22b ADDRESS Z :‘/‘ % ﬁm :;7?;}?:

332, BURTAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, towh,%or coumy) {State)

bl |3-2-62 Ash Hill Cemetery Fiske, Mo. R,

24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. | 256. REGISTRAR'S SIGNATW
Watkins & Sons Dexter, Mo, 3/ frPEZ- l&ﬂ/

(Licensed Embalmer’'s Statement on Reverse Side)

DATE AMENDED

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

8Y AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

1 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 Signed %/L{L/L/V&\ _ QWZMM

Signature of Student Embalmer
. Licensed Embalmer No. 7 7 f 7
s

P. O. Address&/‘_lé. éﬁ.z A & @'

Note: 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.

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

. - r

s - -



