MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 262_023()53

STATE FILE NUN;BER
Regist. xa7 So¥. I RSk
DO NOT WRITE AMENDED sgistration District Ne., _.___ ™ ___ £ . ___Primary Registration District No. .3 gistrar’s No.

ON THIS STUB LI RE ‘l 2 108"
1. W= UTiTJUL 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence befors

a. COUNTY Marion 2 staeMi gsgsouris cownry  Grundy admission}
b. Ccl)? {If outside corpcrate limits, give TOWNSHIP only) Length of stay in 1b e. CITY inside Limirs

TOWN Hannibal TowN Spickard Yos B Ne O

¢, FULL NAME OF (If NOT in hospital, give locaho Inside Limits d. STREET (I cutside, give location) Reside on Farm
HOSP ADDRESS
al |reg NeD

msmuncm St .Elizabeth Ho s‘oi

3. HAME OF DE)CEASED First Middle Last 4, DoAgE Month Day
¥pe of print
Flossie Charlotte- Kinoade peatd July 4,1962
5. SEX 6. COLOR OR RACE 7. Married [f]  Never Married [] 8. DATE OF BIRTH 9. AGE (last birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR

Female White Widawed O Dverced 0 May 17, 1912 50 Months || Days | Hours T Mie.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY
ring most of warking life, aven if retired}
BORSEwI e Spickard,Mo. U.S.A.
13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Harmeon Greathouse Carrie Loveland Albert A.Kincade
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address

(Yes, nNorOﬁknown) I(If yes, give war or dates of service) Albe I‘t A Kincade SDi Ckard M
. 3 - »
18. CAUSE OF DEATYH {Enter only cne cause per line for (a), {b), agd (c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: I ;E " ONSET AND DEATH

IMMEDIATE CAUSE (s) K rann

VS 300
Rev. 4/59

'CLY R

TDATE AMENDED

DCCUMENT

Conditions, if any, DUE TO (
which gave rise to

above cause (a),

stating the wvndes.

lying ~cause last. DUE TO (c)

PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o tha ferminal PART 1k If decessed was female was
disease condition given in PART | {a) thera a pregnancy in last 90 days.

l O Yes | &To I O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART Il of ftem 18.)
PERFORMED? | 0 a u} +
YES (T NO B3]

20c. TIME OF Hour Month, Day, Year
INJURY a.m.
F.m.

20d. INJURY OCCURRED ' 20e. PLACE OF INJURY (e.g., in cr about home, | 20f. CITY, TOWN, ORf LOCATION COUNTY
WHILE AT WORK [] farm, fmory, strast, office bldg., stc.}
NOT WHILE AT WORX [ / . R 1

rd Fi
5
21. 1| attended the decsased froi v c\%uand last saw :zr'""‘ on 7,/.%/6 "L

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

Desth occurrodj OlA I"’I - m on the date stated sbove, and to the best of my knowledge, from the causes stated.

22a. $1G mwe f@in) 22WESSQ M ‘ %ﬂ [22: 7 GNED L

23b. DATE T3¢c. NAME OF CEMETERY OR CREMATORY 73d. YOCATION (City, town, ar county) 7 (State)

USE BLACK INK

TYPEWRITER RIBBON

SHQULD READ

N

July 7,1962| No.Evansg Cemetery Spickard,Mo,

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |[246. REGISTRAR'S SIGNATURE

Sprague Funeral Home,Palmyra,Mo. /8. [Pl udr E D

4 7
{Licensed Embalmaer’s Statemant on Revarse Side) M .

BY AFFIDAVIT OF,

ITEM NQ.




ohoonlii esrolxail oitaecis

STATEMENT. BY LICENSED EMBALMER

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

ET
or by Student Embalmer No.______
working under my personal supervision. T

Student ' Signed =7 ﬁ 4 MMZ/

Signature of Student Embalmer

. Licensed Embalmer No. 3889 e\\Q
P. O. Address Hannibal,Mo. ;\;\

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revecation of license).

¥ embalmed by a STUDENT, he’also shall sign in his OWN handwriting.

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




