MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH :62_030672

NT F PUBLIC H
DEPARATME [} : IT:A‘LTH‘ ANMD WELFAR i ) . L M . /2 _3[ STATE FILE NUMBER
DO NOT WRITE AMENDED eg ipn N —-.Primary Registration District No. . —_Registrar's No. _ - N S
ON THIS STUB ol

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decessed lived. If institution: Residence before
fa) a. COUNTY a. STATE . «b. COUNTY . admission}
VS 300 a Creene Missouri Hickory
Rev. 4/59 2 b CYTY (IF oufiide corporate limits, give TOWNSHIP aly) Tength of stay In 16 ey Tnside Limits
o
TOWN . . TOWN : Y N
2 Springfield 5 hrs, Hermitage i Mo Ul
b_j q w [-A fi%épfrﬂEoan {If NDT in hospital, give location) Inside Limirs dAstTJEEREETSS {If cutside, give location} Reside on Farm
% INSTITUTION : . Yeafl No[J Yes O No £}
Y36 |18 Burge Haospital
3 3. #AME OF _DE)CEASED First Middle Last 4. DéﬂgE Month Day Year
ype of print N .
? Marvin Wadie Sanders DEATH August 11 1962
o 5. SEX 6. COLOR OR RACE 7. Married®] Never Married [J [B. DATE OF BIRTH | 9- AGE (last birthday) lAF*UNhDER 1DYEAR :: UNDER i:“k
. Widowed O Diverced [ enths ay1 our|1 in.
5 [/ Male White 6-5-81
10a. USUAL OCCUPATION (Give kind of work done | 10b, KIND QOF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
& W during most of working life, even if retired) . ,
= Farmer Farming Hermitage, Mo, 1U.8.A
7 6' 9 13s. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
—d
e Jacob H. Sanders Nancy J. Robinson
b4 . . Grace Sanders
8 2. w 15, WAS DECEASED EVER IN U.5. ARMED FORCES? 14 SAC1a1 CEAIDITY B, 17. INFORMANT Address
— {Yes, no, or unknown) | (If yes,_give war or dates of serv]
91./.3_44 w {o l None Grace Sanders, Hermitage, Mo,
o = 18. CAUSE OF DEATH (Enter orly one cause per lins INTERVAL BETWEEN
10 < E PART I. DEATH WAS CAUSED BY: QONSET %D DEATH
2 & g IMMEDIATE CAUSE (a) M /
11 O ] Fi *
(SR Tal .
i Q P - 4
121 x |$ fa Conditions, if any, DUE TO (b} W’-M /‘*MO‘A- / ?
/ g |nls wbl:’ich gave rin(f]o d ﬂ
= above cause (a), s
13 EE Z stating the under. /dt! e v Wu
Iying couse last. DUE TO {¢) 7
% z PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART IIl. If deceased was female was
g disease condition given in PART 1 (a) ) there a pregnancy in last 90 days.
) Z :
E by} < | O Yes [ O Ne I O Unknown
2 =
g E 19. WAS AUTOPSY 20a. ACC[ISENT SUICDIDE HOM&ICIDE 20b. DESCRIBE HOW INJURY- OCCURRED. (Enter nature of injury in PART | or PART It of itam 18.)
07
a & sERFORM,E
z _. =0
z | I | 20 TME OF  Hour  Month, Day, Year
3 S INJURY am.
L4 O wi p.m.
] =
Z o 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
or WHILE AT WORK 1 farm, factory, street, office bldg., etc.) .
5 NOT WHILE AT WORK (3 .
o oe o - S " -
rere
S 0 E é 21. 1 attended the deceased from?l% “‘“‘f- m snd last saw o alive o '/ / ‘ b 2
— )
@ g ] Death oc<curred at L] 4’ Jb m or( the date stated above d to the best of my knowledge, fronf the causes stated.
7] = —
g E 8 6 %2, SIGNATURE {Dagres or !iil)e)gqj 22b. AD?;ESS d 22¢. DATE SIGNED
- v 5 - e,#’ ﬁ"“'&a i @-"1 :
2 23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Ciry}iown, or ty} (State) ,
0' e REMOVAL (Specify} -
z = _Removal August 11 1962  Unknown Wheatland, Missouri
= < 24, FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. 2 TRARS SIENATU E P
fri] >
= ol Hathaway Funer j' do- 62

[Licensed Embalmer’s Statement on Reverse Side) ’ *




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

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ({Failufe 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 above.

1

e Bl el Lo



