MISSOURI DIVISION OF HEALTH - STANDARD CERTIFICATE OF DEATH
Registration Distriet No. _________iz______m,ln;}; Registration District No. B_Q_Q_fe___kegimar'a Ne. _.__3_°__3_____

-62-018002

STATE FILE NUMBER

DO NOT WRITE
ON THIS STUB AMENDED -
1. PLACE 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befora
VS 300 a a. COUNTY Boone a. sTATE M1 s sour® counry Boone admission)
Rev. 4/59 % b. Cg;r (1f outside corporate limits, give TGWNSHIP only) Length of stay in Ib <. c&v Inside Limits
S rown Columbia 38 Yrs owv Columbila Yes B No D
&"‘f cf 2 : c. E’I%éP?![‘;AATEOOF {If NOT in hospital, give location) Inside Lirmizs d.jéléiEETs {If cutside, give location) Reside on Farm
2 'E._‘ NstioNS g one County Hospital [Y«X nD i1—05 Alexander Yes 01 NI
3 \ 3. (’_‘II_AME OF DE)CEASED First Middle Last 4. Dé\FIE Month Day Year
N ype ar print .
: Roy Flogd Fenton peaM  May 27. 1962
> ry
4 () 5. SEX 6. COLOR OR RACE 7. Married | Never Married [] |8. DATE OF BIRTH | 9 AGE (lant birthday} | IF UBLDER 1 YEAR :: UNDER 24 HR
1 H i Mant Days ours Min,
5 / 3 Male 'Whi te Widowed O Divorced [ 11_15"1902 59 s ay ul i
— 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
b . g during rrasaIJOf w:ékﬁgttg,rwen if retired) Buildj_ng BOOIle County MO . USA
7 c 9 13a. FATHER'S NAME . 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
o -
2 Turner G. Fenton Bertha Brown Susan M, Fenton
8 ??\ vy 15. WAS DECEASED EVER LN U.S. ARMED FORCES? 16, SOCIAL SECURITY ND. 17. INFORMANT Address
==l (Yes, n r unknown)] {If yes, give war or dates of service
94 200 |w WO [formsrm e Sl Mrg Susan M, Fenton, Columbia, Mo,
g - 18. CAUSE OF DEATH (Enter only one cayse per line f; INTERVAL BETWEEN
10 E PART |. DEATH WAS CAUSED BY: T EATH
e o z IMMEDIATE CAUSE (a 1@%
n o= %]
o9 s} - -1
12 o fui a Conditions, if any, DUE 1O {b) ¢
g - a ™ 5 which gave rise to
X2 Thoting the onder : M
= stating the under-
W 33 - 0 . lying cause last. DUE TC {&) z
% z PART 1i. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 1O DEATH but not related to the terminal PART 115, If deceased was female was
f:) disease condition given in PART | (a) theres a pregnancy in last 90 days.’
v i
2 5 o ve [ DN [ O unknown'
UE..I E 19. WAS AUTOPSY 20a. ACCBENT SUIE’DE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1| of item 18.)
PER! D?
2 v YESTY NODO
r - .
rd g 5 20c. ;F':‘TSR$F Hou Moanth, Day, Yesr
=y a.m.
b4 2 < g p.m. _
z o 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
E' WHILE AT WORK [J taren, factory, street, offica bldg., etc.}
., NOT WHILE AT WORK [0 2 )
U o Q LA ?L—ﬁ_?
5 o g é 21, 1 attended the deceased from. / 7’5 to o last """“—him Sive on 4
@ ; 9 Death occurred at. y‘ ‘_’ m on the date stated sbove, and to the best of my knowledge, from the causes stated.
m gy
g w 3 5 3%, SIGNAT (Degree or title) 275, ADDRESS, _PATE 2:«50
> | 3 e y 27 Sl 2
- =
E Z3a. BURIAL, CRmﬂt‘l?N, 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION iZity, 1own, or county) {5t
) Q MOVAL (Specify,
2 ™ Buria 5-29-1962 | Memorial Park Columbia, Missouri
= <{ | 24, fUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE
il b o .
= @ Lyman Sprinkle Columbia, Mo, Moy 2% 1902 1 TNiws Ri Pgﬂ.aaq '

(Licensed Embalmer‘s Sra[eminr on Reverse Side)




) A STATEMENT BY LICENSED EMBALMER

. -
of
. -

l hereby certify 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.
Student Signed m &A/\r—“@
Signature of Student Embalmer N
Licensed Embalmer No. "57 O 9‘

L

P. O. Address M %-

The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallure to comply

Note:
with the above constitutes grounds for revocation of license).

If embaimed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.

-




