MISSOURI DIVISION OF HEAI.TH;{— ANDARD CERTIFICATE OF DEATH ~62-017848 I

%ON':%L%T: AMENDED Registration District No. — Primary Reglstration District No. ____a_g_.‘__legi:tror'a Ne. i eaam STATE FILE NUMBER ‘
Vi -
1. PLACE OF DEATH il 2. USUAL RESIDENCE [Where decessed lived. If institufion: Residence before
. COUNTY ] s _— L
RVS iogg uo.t b ﬂﬁﬁl hrlght a. STATE Mi ssouri b. COUNTY Wright. admission) T
ev, 4/ % b. C.!'l’n‘( {If wtsideﬁswﬂ ﬂwghl NSHIP enly} Length of stay in ib €. COH;!Y Inslde Limits
Z .
| 3 TOWN __ Mountain Grove TOWN  gountain Grove Yo O Ne XX
f! ﬂz W <. ;%SLP“J:TEOC:F (1f NOT in hospital, give location) Inside Limits dAsl;‘[l)EREE‘gS (I cutside, give location) Reside on Farm ;
-
9 g INSTITUTION Route # 5 Yes [0 NeX Route # 5 Yer XJ No (O i
———M /
3 3. gmi OF DECEASED First Middle Leaat 4. DATE month Day Yoar |
ype or print} . R OF i
4 : Marvin William Yocum DEAT®  hpril 19, 1962 ;
o 5. SEX 4. COLOR OR RACE 7. Married [J Never Married [1 |8. DATE OF BIRTH | ¥- AGE (lost birthday) | IF UNDER ] YEAR IF UNDER 24 HR |
5 , Male White Widowed Divorced [] C)J 1889 72 Months | Days l Hours l Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY|[ 1), BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
& vy during most of working life, ® if, eatirad) )
= Farmer- Rehred "Haif ﬁoaqi Hitchcock County, Kansas USa
7 l g 13a. FATHER'S NAME 135, MOTHER'S MAIDEN NAME 14. NAME CF ﬁUSBAND OR WIFE
Q Rev Edward W. Yocum Margaret Long Oda Long
8 L 2 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. | 17. INFORMANT Addren
Yes, go, k. If -1 dar f [ - .
9‘?(010’ - [uﬁ?)orun nown]l( ye3, g_wo\—rflrpr stes of service) Mrs Oda Yocu:n Mountain Grove, Mlssouri
- | 18. CAUSE OF DEATH {Enter t lina for (a), (b}, and
10 < z PART 1. DEATH WAS CAUSED BY: ') and e m ’ZEEE;ML P DEATH
g i z IMMEDIATE CAUSE (a) /’ZI-"WL :
S g w——é&f F W o / /
g
W o
12477 o ﬁ [a] Conditions, if any, DUE TO (b W w '/(
] 0"'._’, wlis which gave rise 1o
= |Z above cavse (a), }
]32 o = stating the under-
-0 lying  cause laat. DUE TO (c)
g Cz) PART {l. OTHER SIGNIFICA[«IT C.ONDI'I'IONS CONTRIBUTING TO DEATH but not related to the terminal PART 1), If decaased was female wu:
- b= disease condition given in PART | (&) thers a pregnancy in last 90 days.:
<
li E l[:]‘lel l O N- l [:ll.lnknownl,
E E 19, #QEDA&TE%F;SY /20!. ACCIDE SUI([:__!]DE HOMD1CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART [ or PART I of item 18.)
-l
% g YES 3 NO (p]
Zz = & |720c. TIME OF  Hou Month, Day, T8a(,
o < & INJURY a.m.
-4 =1 g p.m.
Z [+ 20d. |NJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
& WHILE AT WORK %J form, factory, street, office bldg., etc.)
E a NOT WHILE AT WORK []
o o
("%
g o = é 21. 1 attended the deceased from_, L% - — ';ﬂ and last saw muliw on
w ; [a) Death occurred ar. ol on the date steted sbove, and to the best of my knowledge, from the causes stated.
=4 z
g i 8 ol 225, SIGNRTURE / [Degree or fitle) 4 225. ADDRESS 7 22¢. DATE SIGNED
e I = ‘ Op z s - s 77 ’7/ -2
- wy = " éL/
" E 23a. g%g\‘}hfkgmyflyo)r«. 23b. DATE 07| B3 NAME OF CEMERRY OR CREMATORY A " 23d. Loyﬁtlon {City, town, or county) {State}
peci
g T Buri 4=-23-1262 Mtn. Valley Cemete MOun in Grove, Mi ssouri
= Y 24. FUNERAL DIRECTOR - ADDRESS ﬁ DATE RpD 8y I?ZREG GISTRAR SleNAﬁ
uw p .
= © Ewell C. Craig Mtn. Grove, Missouri @M

{Licensed Embalmer’s Statement on Reverse Side)




- FIFE . . — . Lok [

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

Signature of Student Embalmer

-

. 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 handwrmng
i this body is ‘hot embalmed, fact should be so stated above. s -

- . .
~ - ' Ca . !



