3
MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELWF

Registration District No, ___

R , ﬁ
M_-__‘_Ptimlry Registration District No. m_-kegmur’l No. j_l_ ____________

=62~026786

STATE FILE NUMBER

<)

DO 'NOT WRITE ;
ON THIS 5TUB AMENDED Y
1. PLACE OF DEATH . had 2. USUAL RESIDENCE (Where deceased lived. (f institution: Residence before
a. COUNTY . a. STATE b. COUNTY admissian}
VS 300 2 Gréen County Mo Christian
Rev. 4/59 % b. CITY [If outsida corporate limits, give TOWNSHIP only} tength of stay in 16 < Cé‘:r Tnside Limits
u
= oW Springfleld,Mo 8 Hrs oWN Qzark,Mo Ya R} Ne 3
1 PrY. i c. th.L “&TE QOF (If NOT in hospital, give location) Inside Limits d:[T)EEEETSS (If cutsida, give location) Reaside on Farm
— L A =
20A?AA g |NS"TUY|0N St John Hospital Yes q No O ci t-v- Yas ] Noﬂ
3 2 3. NAME OF DECEASED First Middle Last 4, DAJE Month Day Year
(Type or print} OF
” Angie M Taylor DA 7.2T-1G62
A 5. SEX 4. COLOR QR RACE 7. Married [1  Never Married [J |8. DATE OF BIRTH | 9 AGE (laat birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR
;  Powats| Whads | s S [S/a0pg| gy ] ow ] we
-———52-— 104, WSUAL OCCUPATION (Give kind of work dome | 10k, KIND QF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) 12. CITIZEN CF WHAT COUNTRY
o N L If retired .
6 g ?Tdﬁ&iéﬁé%‘ﬁ‘é‘f" even If ratired) Christian Co,Mo USsS A
7 9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
2 1= _ !
Q Hiram Garrison Anna Walker
8 /) vy 15, WAS DECEASED EVER [N U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
< {Yes, n r unknown) | (If yes, give war or dates of service)
9 o 24 flw Wo | Mrs Florence Ingram,Ozark,Mo__ .
od = 18. CAUSE OF DEATH (Enter only ane cause per line for (&), (b), and (c). INTERVAL BETWEEN
10 L4 % PART |. DEATH WAS CAUSED BY: @&Mm) QNSET DEATH
Q. =3 IMMEDIATE CAUSE (a} C/G’\Q A4 2o ‘f
2l 5
" Qla 3 a D . % Q S .
12 o ﬁ =] Conditions, if any, DUE TO (b} - -
&' - w 5 which gave rise to
-4 above couse (a),
=z
13 ZI= stating the under-
lying cause last, DUE TO {c)
% (Z) PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the terminel PART Ill. If decaased was female was
= disesse condition given in PART | {a) there a pregnancy in last 90 days.
W
"uz: g . . J[:I‘l’esl C]No- O Unknown
= ] . . . N
= = 19, WAS AUTOPSY 20a, ACCBENT SUI%DE HOM[l]CIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED?
a & YES O NO O
z o
w <
20c. TIME OF Hour Month, Day, Year
Z 5 ‘é’ INJURY a.m,
b 8 g p.m.
Z o 20d. INJURY QCCURRED 20e. PLACE OF INJURY [n.g.,_ in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE AT WORK farm, factory, street, offica bldg., atc.) e
6 NOT WHILE AT WORK [J .
e Dt o 5
S o E Hf-" 1 2. 1 sttended the decensed'frnm 7-2 j bl‘ to. and last saw hlllvﬁ on '7 2 I ~ bﬁ—-
@ ; o) Death occurrad at /21/62 ,-L 30 P M m on the date stated above, and to the best of my knowledge, from the causes stated.
m o |
® o 3 w T30, SIGRATURE {Dogres or fitle) 72b. ADDRESS Z2¢, DATE SIGNED
T .
> | |5 e E’ MR - D PAse o Ty
- k- 23a. BURIAL, CREMAT{L’ON 23b. DIATE 23c. NAME OF CEMETERY OR CREMATORY . LOCATION (City, town, or county) {State)
o a EMOYAL (Specify)
z 2] Burial 7/24/62 Ozark ‘0zark,Mo
= < 24. FUN, L DIRECTOR -~ ADDRESS 25. DATE RECD. BY LOCAL REG. | 26.
wi
= S @‘ ng aM‘( /- Ao 2

{Licansad Embalmer’s Statement on Reverse Side)




.
R
R

STATEMENT BY LICENSED EMBALMER

| 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.

‘Az :
Student Signed [3 1
Signature of Student Embalmer
Licensed Embalmer No. &, ’ &

P. O. Addressw

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to compl’
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN I:mndwriting.

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




