MISSOURI DIVISION OF HEALTH/—; STANDARD CERTIFICATE OF DEATH

DO NOT WRITE
ON THIS STUB

AMENDED

- V5 300
TRev. 4759

DATE AMENDED

{NSTEAD OF

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

ITEM NO.

BY AFFIDAVIT OF

Registration District No. _
— —

rimary Registration District No.

=62=-027998

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. I(f institution; Residence bLefore
a. COUNTY Oregon - - a. STATMI g8 Ol.II'i b. COUNTY Orego° admission)
b. C(I)‘I;( {If cutside corporate limits, give TOWNSHIP only} Length of stay in 1b <. Ccl;{!‘( Inside Limits
TovN _J obe township 36_year ‘owN _Couch, Y OO Nofg
¢. FULL NAME OF (If NOT in hospital, give lacation) Inside Limits d. STREET (If cutside, pive location) Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION Yes O Ne[O Yes [0 No O
3. (l:rlAME OF DECEASED Fiest Middle Last 4. DéI\FYE Month Day Year
ype of print) .
Clara May Lance ceA  July 25 1962
5. SEX 6. COLOR OR RACE 7. Married X Never Married [J |8. DATE OF BIRTH | 9. AGE (last birthday) |IF U:ihDER IDYEAR :: UNDER %HR
Widi d Di d Maonths ays ours *Min.
Femgle white dowed O voreed 0 1] 21 4-18P1 70
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

dw%tgﬂrgng life, even if retired)

Housewlfe

Alton, Mlssourl

U. S.At

138, FATHER'S NAME
James H, Johnson

13b. MOTHER'S MAIDEN NAME

Mary E. Stogsdill

14. NAME OF HUSBAND OR WIFE
Thonas Lance

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

(Yes, no, or unknown) l (If yes, giva war or dates of service)
no non

none

16, SOCIAL SECURITY NO.

17.

INFORMANT

I'homas Lance,

Address
Couch, Misgourl

-

PART (. DEATH WAS CAUSED BY:

Conditions, if eny, DUE TO (b)
which gavae rise to
above cause ({a),
stating the under-
{ying cause last. DUE TO (¢)

18, CAUSE OF DEATH (Enter only one cause per lina for' (2}, {b), and (c).

{MMEDIATE CAUSE (o} gE ) ‘(\_M_...V._\ W

INTERVAL BETWEEN
ONSET AND DEATH

L\/L..u-n-_l

Ve e

leav{fhlb Cyren

&

L —

z PART Il. QTHER SIGNIFICANT CONDIIIONS CONTRIBUTING TO DEATH but not related to the terminal PART Il If decerased was fema.le was
g disease condition given in PART § (a} * there a pregnancy In last 90 days.
g | O Yes I 1 No ] O Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART I of item 18.)

& PERFORMED? ] (m] O

o YES[J NOQO

-

& | 20c. TIME OF  Hour  Month, Day, Year

H INJURY am,

[T} [+H1: 1

x

20d. INJURY OCCURRED
WHILE AT WORK
NOT WHILE AT WORK [

20e. PLACE OF INJURY (e.g.,
farm, factory, streat, office bidg., etc.)

in or about home,

204, CITY, TOWN, OR LOCATION

COUNTY STATE

d from

21, | attended the d

Death occurred at.

1:00 P,

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

and last saw ::,: slive on,

22s, SIGNATURE {Degres on;lirl.)
Q{C\J\ %u RN/—' A ED

22b.

ADD Rl

=N

[ 22c. DATE SIGNED

Qe V1 i

e

F3a. BURTAL, CREMATION, | 23b. DATE hal 23c. NAME OF CEMETERY OR CREMATORY 23d. LAJATION (City, town, ar county) Us;m}
L ify)
EHRYRT" h-29.-1962 Lance Cemetery Alton, Migsour: .

24. FUNERAL DIRECTOR

ADDRES.

Carter Funeral Home, Thayer, Mo,

25, DATE RECD. BY LOCAL REG. [2¢.

J=28—lp 2T

(Llclruad Embalmer’'s Statement on Reverse Side}

/7 I
| l. s [J



- . »”
. - - - .

+

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,

Student, Signebtl__~ ’ ﬁ-ﬂ\kﬂ

Signature of Stydent Embalmer
) - Licensed Embalmer No. KJ\/A
' _P. 0. Address ZMM )’2/

] ’
- . «

— -

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in has OWN HANDWRlTlNG (Failure to comply
= with the above constitutes grounds for revogation of license)., . .y .
- T T " ' If embAlmed by a STUDENT, he also’ shail sign in his OWN’ handwrmng i

If this body is not embalmed, fact should be so stated above.
. - [} - . - T - H




