MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARE
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AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

INSTEAD OF

SHOULD READ

DOCUMENT

ITEM NO,

BY AFFIDAVIT OF

—
—t  S—
STATE FILE NUMBER
Registratio istrict T_ - h - --___.Pnrnnry Registration District No. _é_é:é..l___kugistrar's No. _..__/....0.-2_______
1. PLACE OF DEATH 2. UsuUAL RmDENCE {Where deceased lived. [f institution: Residence before
a. COUNTY /‘/owe,[,[ a. s1ATE [ O b. COUNTY ow admission)
b. CéTY (If outside corporate llmns give TOWNSHIP onty) Length of stay in 1b €. COI'RY . Inside Limits
TOWN eAi . TOWN We_/_j,t plww’ Yes [0 No i}
. FULL NAME OF (If NOT in hoy wl glv ion) Inside Limits d, STREET If cutside, give location) Reside on Farm
HOSPITAL O ADDRESS 0 .
INSTITUTIO aVM Yes [ NoX] avid ( ree Yo1 [X No []
3. NAME OF DECEASED Eirst Middia . Last 4. DATE Month Day Yeor
Type or print OF
y ) William Bates  Lane eam June &, 7962
5. SEX 6. COLOR,OR RACE 7. Married JC  Never Marrled (] 18. DATE OF BJRTH | 5- AGE (last birthday) JIF UNDER 1 YEAR | IF UNDER 24 HR
mde wwe Widowed [J Divorced [ _7 -7 §§3 7? %e%jmmhl Days HouuT Min.

t0a. USUAL OCCUPATION
during mest of working life, even if retired}
e/t

Give kind of work done

10b. KIND OF BUSINESS OR INDUSTRY

farnming

Dyens

11. BIRTHPLACE [City and state or coyntry)

Caun,tg,

lenn|

12, CITIZEN OF WHAT COUNTRY

U. S.

13a. FATRER'S NAME
Momu Lcme

i 13b. MOTHER’S MAIDEN NAME

Mary Burnham

A

14. NAME OF HUSBAND OR WIFE

Lou Addie Maxwell

15. WAS DECEASED EVER IN U.5, ARMED FORCES?
(Yes, no, or unknown} l[lf yes, give war or detes of service}

16. SOEIAL SECURITY NO.
no

17. INFORMANT

Mrs.

W. B. Lane, %/Ji pla,uw, Mo.

20d. INJURY QCCURRED
WHILE AT WORK

0
NOT WHILE AT WORK [

20e, PLACE OF INJURY (e.g., in or about homa,
farm, factory, street, office bidg., etc.)

20f. CHTY,

TOWN, OR LOCATION

18. CAUSE OF DEATH {Enter only one ¢ause per lino for {8), (b), and {c). INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: U p ONSET AND DEATH
IMMEDIATE CAUSE {a} /LQIILLC OM oru.ngz WwWeerd
Conditions, if any, DUE TO (b) X[/‘LCZC/Z‘.WLQ. 0% MQM an.d lexlzt /H_D/J
which gave rise to hid i v 1) T
above couse (a),
stating the under-
lying cause last. DUE TO {c)
z PART Ii. OTHER SIGNIFICANT CONDlTIONS CONTRIBUTING TO DEATH but not related to -the terminal .PART 1H. If deceased was female was’
g disease condition given in PART | {a] thare a pregnancy in last 90 days.
§ ] [J Yes I O No | 0O Unknown
E 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 [m] a
v YES{) NOOJ
-
& | 20c. TIME OF  Hour  Month, Day, Year
a INJURY a.m.
[ p.m.
3

COUNTY STATE

21. | sttended the deceased from.

Desth occurred st

:00 a.m.

to.

ond last sow R:‘I: alive on

m on the date stated sbove, and to the best of my knowledge, from the causes stated.

A AT

22c. DATE SIGNED

wm?ssplm, Miss0uni 6/73/62

23a. BURIAL, CREMATION, | 23b. DATE

GEMgVAIaLSC'c ify)

6/12/7962

23c. NAME OF CEMETERY OR CR
o em.

22d.

ATION)&J i

mwn, or coupty)

c.

(51ate)

24. F z
< obentson /J,

DIRECTOR

Weat Plains

Mo.

b -

25, DATE RECD. BY LOCAL REG.

f ot . o2

24, REGISTRAR'S SIGNA'IURE_ .
é 2 a.:(ju.,a,u_ 6 co /L

{Licensed Embalmer's Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

1 hereby cerfify that the body whose name is recarded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student Signed‘ﬁmv_

Signature of Student Embalmer

Licensed Embalmer No. 3432

P. O. Address Wwi pla.uw, /HO.

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 abave.



