MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH :62—030281
Registration District No. ---J:g____-_-_ﬁimary Registration District No. éq.[l_____lhgisrrar'l Ne., ..-f" STATE FILE NUMBER

DO NOT WRITE AMENDED || __UTEtiOn District Ne. --- Agfs-—=--——-—————Trimary Registvation Uinirict Mo, S-S S0 Reglatrara Mo, wodeome e mme e

ON THIS STUB rowr .
1. PLACE Ol [4 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY . STATE b. COUNTY admissi
VS 300 Q Carroll > MoO. carroll mission)
Rev. 4/59 2 6. CITY (IF cuiside <orporate limits, give TOWNSHIP only) Length of stey in 1B <y Tnaide Limifs
w
1 S Town Carrollton S mos. “*Norborne Ye ) No DD
ﬁ l 7 , < <. FULL NAME OF {1f NOT in hospital, give location) Insicde Limits d. STREET (It cutside, give location) Reside on Farm
— L] | HOSPITAL O B b h ADDRESS
2917 0. % wstrution Brumbaugh Rest Home Yeg{] No[ 200 E. 3rd Yoo 3 Nolg
- 1
3 3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Yeaar
(Type or print} OF
. 7 Mary Isabelle Macoubrie DEATH Aug, 30 1962
5. SEX &. COLOR OR RACE 7. Married (0  Never Marvied [ [8. DATE OF BIRTH | ¥ AGE (last birfiday) [IF UNhDE 'D\'EAR L R 24 HR
Widow Divorced Months ays ours l Min.
5 % Female White % DO 10-25-1872 89
10a. USUAL OCCUPATION (Give king of work dons | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE [City snd state of country) | 12. CITIZEN OF WHAT COUNTRY
& duri ife, even if retired)
2 "MoU Jewi T Farm Republic fo. Kansasg
7 i ] 13a. FATHER'S NAME 13b. MOTRER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
)
[}
" s Eifl Vale Rebecca - Starr George Macoubrie
2. e 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT T Address
—« (Ye’Nb or unknawn) l_(lf yes, give war or dates of service)
979¢ X |w o) da. I. Vale Norborne, Mo
g = 18. CAUSE OF DEATH (Enter only one cause per lipe for'{y), (b}, and (¢} T UF INTERVAL BETWEEN
10 Z PART |. DEATH WAS CAUSED BY: - ONSET AND DEATH
gl Z IMMEDIATE CAUSE (1) L ,./?
1 o° a
[Slfa) o
W<
12 é‘__ 0 [~ Q Conditions, if any, DUE TO (b} ‘l —___Y
wlh which gave rise to i 4 v
=2 above cause (a),
13 .:E = stating the under-
~ / -0 lying cause [as?, DUE TO [c) i \
% z PART II. OTHER SIGNEFICANT CONDITIONS CONTRIBUTING TO UEATH but Wd to_the terminal PART Tl 17 - decoased was female was
g disease condition given in PART | {a) \\3 age sthere a pregnuncy in last 90 days.
[24]
E ;; ',l.[] Yoz I yNo 1 [0 Unknown
”2" £ | 79, WAS AUTOPSY | 205, ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OGCURRED. {Entar natura of injury in PART | or PART VI of item 16.)
5 & PERFORMEDY, -~ Im| [m| a
3 Q YES[O NO[
] = -
20c. TIME OF our Mornth, Day, Year e
z = 2 iNJURY  { am. )
x 9 ¥ pm '
F4 o 20d. INJURY QOCCURRED 20s. PLACE OF INJURY (8.9., in or about hame, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE AT WORK [J farm, factory, street, office bldg., etc.)
» NOT WHILE AT WORK [] A
o D,
58 |
s (o] = g 21, | attended the deceased fro
@ s (=] on the dhte st e, and 10 the best of myfknowled
" 3
W i * 228, KDDRESS
D a Q 0
=P s T AR Rk AL\ Ak
o T RE. RY * T 1%2d. "LOCATION (City, town, o chunty)
z . ? tg ﬁy Suear
= E 3 RAL GIRECTOR ADDRESS ) . RECD. BY LOCAL REG. ~1 26. RAR'S sncmnunz
ur > -
E zl cibson Funeral Home Norborne, Mo.| ¥ -3o0 -43 %e M

{Licensed Embalmer’s Statement on Roeverse Side)
. - B o N |
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)
STATEMENT BY LICENSED EMBALMER

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

‘or by Student Embaimer No.

working under my personal supervision. . %
Student . Signed ()ﬂvﬂ ;

Signature of Student Embalmer

- A RE o S S - ¥ . 7 Licensed Embalmer No 5076

o " P.O. Address% Q.
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st \ 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). ] ) :
¢ - ¥ embalmed by a STUDENT, he also shall sign in his OWN handwriting, . = - .

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