MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH Y o

DEPARTMENT OF PUBLIC HEALTH AND WELFAF?‘O

6225

Registrar’s Mo, 85 )

740

STATE FILE NUMBER

DO NOT WRITE ati; igprict —— —=me——Primary Registration District No.
ON THIS STUB AMENDED 2
1. PLACE OF DEATH 2, USUAL RESIDENCE {Where decessed lived. |f institution: Residence bafore
. NTY . STATEy ... + b. COUNTY isi
VS 300 2 + cou Vernon * STATRMi ssourd Howell rdmission)
Rev. 4/59 2 B CITY (I oufiide corporats Iimif, give TOWRSHIP ony) Length of stay in 16 < Y Tnaide Limits
OR . "
S 1oWN Washington Township 9 mos. owN Mountain View Yo O No)]
i 0 g 0 < c. FULL NAME OF {If NOT in hospiral, give location} Inside Limits d. STREET {If outside, give location) Roside on Farm
(020 w HOSPITAL OR X ADDRESS
Qﬁl‘féd prd INSTIHUTION St ate Hospital #3 Yes J No[X Ye)[1 No O
Q ¥ ™ -
3 3. (I:AME OF DE]CEASED First Middle Las? 4, Dé\TE Month Day Year
Ype or print . . .
Kittie White DEATH 5 26 1962
4 ! 5. SEX 6. COLOR OR RACE 7. Married Never Married [J |[B. DATE OF BIRTH | 9. AGE {last birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR
5 2. F W Widowed Divorced [ 6/9/86 75yrS Months | Days HDur:T Min.
L ]
——— 10a. USUAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stale or country} | 12. CITIZEN OF WHAT COUNTRY
] g during nN:O:Io]feworking life, aven if retired) None Ohio U .S A .
7 / 9 13a. FATHER'S. NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
=
o William H Fordney Fannie Dove Unknown
8 fo 38 v 15. WAS DECEASED EVER IN U.S5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
If , Gh + i3 )
9 5 z {Yes, nanunknuwn) I( yas, give war or dates of service) unknOWn HOSpltal records , Nevada, MO .
——L—' o |t 18. CAUSE OF DEATH (Enter anly one cause per line for {a), (b}, and (c}. INTERVAL BETWEEN
10 < E PART |. DEATH WAS CAUSED BY: QONSET AND DEATH
2l =z IMMEDIATE CAUSE {a) Prneumonitis Sdays
BB g
Q . .
1277 =g a] Conditions, If any, DUE TO (b} Arteriesclerosis yrs.
3'0— w5 which gava rise to
212 above cause (a),
13 E = stating the under-
Z - 0 | lying causa last. DUE TO (<}
g = PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART IH. 1f decoased was female was
g disease condition given in PART | {a) there a pregnancy in last 90 days.
v
2 3 !Dvul 0 ko I O Unknown
g E 9. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b, DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
3 o PERFORMED 0 0 W]
z w YES ] NO *
o <
20c. TIME OF Hour Month, Day, Year
Z § g INJURY a.m.
x 2 g pm
Z -] 20d. INJURY OCCURRED 20a. PLACE OF INJURY (e.9., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE AT WORK (] farm, factory, streed, affice bidg., etc.)
5 NOT WHILE AT WORK {3
o of [ ]
5 Q E 5 21. 1 sttended the d d from. 8/22/61 to. 5/26/62 and last saw h::,alivo on. 5/26/62
] o . :
e g o Death mcuﬁ at. 2 ol 2 A‘ “ S8 m on the data stated above, and to the best of my knowladge, from the causes stated,
[17] = Fa ]
g g 8 % 275, SIGNAJU {Degrge or title) 22b. ADDRESS 22¢. DATE SIGNED
> & = W State Hospital #3-Nevada, Mo. 5/26/62
z 23a. BURIAL, CREMATION, . DATE . CREMATORY 23d. LOCATION (City, town, or county} (State)
o =) REMOVAL {Specify} ‘
> i removal 5 /04 D Me UL aes - + View Mn
s < 24. FUNERAL DIRECTOR T * ADDRESS -r = ATE RECD. BY LOCAL REG. | 26. ISTRAR'S SIGNATURE ]
w > +
= = Duncan Funeral Home, Mt, View, 72 & %M
- L >y e
{Licensed Embal: s Staternent on Reverss Sids) U




STATEMENT BY LICENSED EMBALMER

I 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 7
Signature of Student Embalmer
Licensed Embalmer No, Z‘f .i _3
- P. 0. Address
~

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 also shall sign in his OWN handwriting.

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

|
]




