MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ;62"92 1669
DEPARTMENT OF PUBLIC HEALTH AND wzl.aﬂ STATE FILE NUMBER
Registration District No, ... ___J L ____Primary Registration District No, __f__ __D egistrar’s Now weaa 0 __J
B FiiED -
- — 4
1. PLACE OF DEATH y4 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence baefore
VS5 300 a 8- COUNTY Stoddard s STATE Mo b. COUNTY o+ pddard admission)
Rev. 4/59 2 B. CITY (I ourside corparate limits, give TOWNSHIP onky) Length of stay in ib < ey Tnside Limits
(YT N
= Town  Puxico Home TOWN Pjuxico i Yenfl Ne D
lfd 3 J E <. Zlg.éPNtATEOOF {If NOT in hospital, give location) Inside Limits d. :lgr[{)EREETSS (If cutside, give location) Reside on Farm
ITA R
2 g INSTITUTION Rasidence Yes |t NolD G.D. ! Yas O No B}
a ) 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeaar
{Type or print) DE.:TH
P Nannie Elizsbeth Paters _May 2 1962
4 5. SEX 6. COLOR OR RACE 7. Married []  Never Married ] |8, DATE OF BIRTH | 9- AGE (last birthday) | IF UNhDER 1 YEAR | IF UNDER 24 HR
Widowed Diverced [ Months Days Hours Min.
5 2 Famgle vhite 3-2 1884
10a, USUAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
6 o during most of working life, even if retired) i
= Honsewife Stoddard County HaS B
7 0 9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND QR WIFE
ol
2 2 Uspron B Shaw Harriat Phijlips Deceased
g . » 15. WAS DECEASED EVER TN ULS."ARMED FORCES? 16. SOCIAL SECURITY NO, 8 INFORMANT Address
< {Yes, ne, or unknown) | (If yes, give war or dates of service}
9 L,Lj_adm x I no TELaRgHopking pixyc0,Mo.
o [ 18, CAUSE OF DEATH (Enter anly one cavse per line forfo), (b), and (). ndl INTERVAL BETWEEN
10 < 5 PART I. DEATH WAS CAUSED BY: . QONSET AND DEATH
Q & z IMMEDIATE CAUSE (s} Sr e
i, Sle 3 % ef o S AL i
127 & (% (=] Conditions, if any, DUE TO (b} i’ f £ oS EAIS.S
g - 2 w5 uLhich gave rlu( r)o 7
= above ceuse (a),
13 £ Z stating tha under-
ci -0 lying  causs last. DUE TO (c) _
% g PART 1l. OTHER SIGMIFICANT CpNDITIONS CONTRIBUTING TQ DEATH but not related 3o the terminal PART 11). If deceased was fernale was
= disesse condition given in PART | (a} there s pregnancy in last 90 days.
g § O Yes l 3 No l O Unknown
g E 19. g\é:go.z\ﬂ%;sv 2. ACC[I:I]}ENT suul:__l'os Hom&lcmz 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or FART It of item 18.)
g (¥ YES 3 NG [J
> g &1 T2k nmgé\gr Hour  Month, Day, Yesr
o INJ a.m.
L4 g < % p.m.
= [ 20d. INJURY OCCURRED 200, PLACE OF INJURY (0.0., in or abour home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
&= WHILE AT WORK e farm, factory, street, office bldg., etc.)
5 NOT WHILE AT WORK []
o o [}
h : ;
S o 'E é 21. 1 attended the deceased from /?4—‘,: . mMnd a3 sow hi‘,; alive on__s "'/ - 6 2"'-/
@ 3 curred Bt Q /\s—. ﬂ m on the date stated above, and to the best of my knowledge, from the cavses stated.
w ; 9 Death A — 'y
z
g E 8 5 228, SIGNATURE [Degges or title) 22b. ADDEESS . %V 22¢. D. SIGNED
=5 = eo S/ 2/ 6
_ E T3a. 3?“'&5;\35 Ty(), 3 . NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} 1Stetef
0 =] M peci
z T 5=5-19F2 Rock Hill Camatery
= < | Za FonedAE gﬁ@éﬁk ADDRESS 25. DATE RECD. BY LOCAL REG.
= > Puxico, Mo "
— . -
= 2] _watking & Sons FunevaloMome )
{Licensed Embalmer’s Statement on Reverse Side)




- N . Cee N

"= . .STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded en the reverse side of this certificate was embsimed by me,

or by . Student Embetmer Mo, .

working vnder my personal supervision.

Stodent ' Signed A// M""g\ l/{jm/vwgg

Signaturs of Student Embalmer
ticensed Embalmer No LIL ? / /7

' P. 0. Addresswm

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.

-
", - . .



