MISSOURI DIVISION OF HEALTH—STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND ‘HEL.FA

4gm.?rlmary Registration District No.—{fgfé___lleqmrar s No. ____Zéz ______

=62-031577

STATE FILE NUMBER

Regi o, T .
DO NOT WRITE TrLE
D0 NOT WRITE AMENDED 3 °SEp
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased lived. if institution: Residence before
a. COUNTY a. STATE b. COUNTY admission}
Vs, | 1B Jefferson Mo Jeffers
Rev. 4/5 % b. cCl)]l-?Y (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b 8 CO"I-?Y Inside Limits
w
TOWN T Y
: 3 Roclk Townshin 5 Wks “ITmperial Rural Route e
\n &5 60 <. FULL NAME OF (If in hospital, give Iotation) Tnside Limits d. STREET (If cutside, give lacation) Resids on Farm
———— E HOSPITAL OR ADDRESS '
Yo, [S INSITUTONFour Oaks Rest Home v+0 ngMpntebelle Road Ye Do O
3 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) DEOAFTH
PR Stella Herdliska Aug 20 62
5. SEX 6. COLOR OR RACE 7. Married [0 Never Married O |8, DATE OF BIRTH | ¥ AGE (last birthday) |IF UNhDER IDYEAR ::UNDER ZJiHR
1 H Months ays ours Min,
5 2. Widowed [] Divorced [J q fg 1 |
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BOSINESS OR INDUSTRY| 170 BIRTHPLALE (City snd state or country} | 12. CITIZEN OF WHAT COUNTRY
) w duri mosr of workln life, n if rahredl .
£ ork Home Cincemnati 0
7 , 9 13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WlFE( de cw
—
8 4 Lally AMazgg_Helhangﬁ_
z. 17 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. FORMANT Address
—< (Yanno, of unknewn} [(If yas, give war or dates of service)
S22l | o | leo Lally Imperisl Mo
o ol 18. CAUSE OF DEATH (Enter only one cause per line fo )., - INTERVAL BETWEEN
10 < E PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
o o g IMMEDIATE CAUSE (s) N
1 O o / .
(S Ra]
] ¢ |uj a Conditions, if any, DUE TO (b)
Ea:_,"' O W b‘.; which gave rise to
- i z aboyu c;uu d[n),
= stating the under- B
13& "0 - lying cause last. DUE TO {c) '
% z PART Il. OTHER SIGNIFICANT CONDITIONS COMNTRIBUTING TQO DEATH but not related to the terminal PART . f deceased was female was
,9_. disease condition given in PART | (a) thore a pregnancy in_last 90 days.
w
E § ] 0O Yes I .WI 0O Unknown
g E 19, WAS AUTOPSY a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of injury in PART | or PART Il of itam 18.)
& i PERFORMED? O a 0
2 U YES[J NO @
i <
20¢, TIME OF Hour Month, Day, Year
r4 é g 1INJURY aum,
o 2 L p.m. !
E -] 20d, INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in ar about hame, | 2i Y, TOWN, OR LOCATION
or WHILE AT WORK (3 farm, factory, siraet, office bldg., etc.} [
x NOT WHILE AT WORK [] g—y
U “ [a) o oF % -
g < 7 7 ot Z
S (8] - ﬁ 21. | attended the decessed from. ¥ to asr aw ,." aly
@ ; o Death urregh ot ) m on f above, and to the beWof m nowledge, from the causes stated.
w —
g w 8 ol 770, SIGHAT e o title) Q 22c. DATE SIGNED
il WP = :
2 T .UR|Al, gMATfIY)N' 23b. DATE [ Z3c. NAME OF CEMETERY OR CR 23d. LOCﬂION {City, town, or county} (State)
3 [ EMOVAL (Spgci
g T emova Aug 22 1962 | Spring @rove cemctery Cin. Ohio
= < | "Za. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |26 AR'S SIGN
w |- > ’ f - 2-62 P VN ey
= oHeiligtag Funeral Hone Imperial Mo 2,

<

{Liconsed Embaimer’s Statement on Reverse Side)




296t ¢ T 43S

Ttoanst

STATEMENT. BY LICENSED EMBALMER

1 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 Signed 20

Signature of Stydent Embalmer

: I, o : ’ . Licensed Embalmer No. §A’7/
P. O. Address A)W/ 72"

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). L3
. If eml:ga_IFDed by a STUDENT, he also shall sign in his OWN handwriting.
T T r 1 this bodyis notfmbalmed, fact Sh_O.iJld be so stated above.

B S I R T R |




