MISSOURI DIVISION OF HEALTH —~ STANDARD CERTIFICATE OF DEATH —

A3 & Y/ - N, W
9 STATE FILE NUMBER
DO NOT WRITE DED Re: _-____/__/___.‘_‘_--_.Primow Registration Diwrrict Mo, / Registrar’s No. /,431
ON THIS STUB AMEN 1952 ;
Y 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived. If institution: Residence before
VS 300 o s. COUNTY Ppanklinp o sTATE M4 gsourricouwnry Pranklin .amisien
w
Rev. 4/59 % b. cg;r {If cutside corperate limit, give TOWNSHIP only) Length of atay in 1b . COITY Inside Limits
R
L
S TOWN B ar 1owN  New Haven Ye O No (K
1 ¢, FULL NAME OF {If NOT in hospital, give location) Inside Limirs d. STREET {if cutside, give location) Reside on Farm
— 2360 lw HOSPITAL OR ADDRESS
2 ';: INSTITUTION Yes [ No[] Yes [0 No 3
) ﬁﬁ ot |o
3. NAME OFf DECKASED First : Middle Last 4. DATE Month Day w3
3 b
{Type or print} OF l 6 lé 62
4 John . _Alexander Hiatt | otam Septs ’
Q 5. SEX 6. COLOR OR RACE 7. Married Never Married [J g DATE OF BIRTH | ® AGE {last birthday) | IF UNDER 1 YEAR _IF UNDER 24 HR
Widowed Divorced [ - - M H L] Hours rMin.
5 / Male White 5-19256 37 g 21
10a. USUAL OCCUPATICN (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE {City and state or country) | 12, CITIZEN OF WHAY COUNTRY
& during most of working life, even if ratired) .
5 fepstrugiion fork iCompepsiel tdge—tountaln Yiag toe oo ey Safe —
7 9 13a. FATHER'S NAME . Ti ’ {DEN N 14. NAME OF HUSBAND OR WIFE
2 15
2 Higt Mlapg dones Dortha Hiatt
8 2 u-, 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 1s. SGCTADSECURITY NO. | 17. INFORMANTY Addresa
< [Yes, no, or unknown){ {If yes, give war or dates of serv]
9 s __Jﬁa_l_‘ﬂtg.nlq_ws,r_.ﬁ_:% 1 Mrs, John Hiatt New Haven Mo,
,—%— x = 18. CAVUSE OF DEATH (Enter cnly one cause Her lifie INTERVAL BETWEEN
10 < E, PART {. DEATH WAS CAUSED BY: . . QNSET AND DEATH
R
_2 % :E_, EMMEDIATE CAUSE
. o) .
BAPE 3 .
) x| a Conditions, if any,}  DUE TO
?Zd.. N which gave rise to
= 2 sbove cause (a), = - .
13 ] I = stating the under-
- = lying cayse last. DUE TO (¢
g z PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTIN DEATH but not related to the terminal PART 1. 1f  deceased was female was
g disease condition given in PART | {a} a pregnancy in last 90 days.
§ < O ves | £ No I O Unknown
w = injury 1 i
19. WAS AUTOPSY 20a. ACCIDE SUICIDE  HOMICIDE 20b. DES HOW INJURY OCCURRED. (Enter pature of injury in PART | or PARY 1) of item 18.)
: 5| tomgn P e o "h
Y ? -
z S . Ll ReTrten
Z |z o | 20c. TIME OF Houl Month, Day, Year L.
Py z INJURY  am.
x O 2 e .
Z [ 70d. INJURY OCCURRED 20e, PTACE OF INJLRY (e.g., in or aleft home, | 20f. CITY, TOWN, CATION COUNTY STATE
& WHILE AT WORK (3 , fagiory, steet, office bidg., etc.} — -
S [ NOT e AT o e ormacil | Torp
U o Q - / i . #
S o E é 21, | attended the deceased from. .' — - 1o " and lasr saw h?r:l alive on
[ ; o Death occurred at PR . m d¢n the dale stated sbove, and to the best of my knowledge, from the causes stated.
Wl = — S
g a 8 5 22a. SIGNATURE “Degree or fit] 22p. ADDRESS - 22c. DAJE SIGNED
|5 =] A4 o st lepeten %@L 40 2. ’é&
2 32 BURIAL, CREMATION, [ 23b. DATE <. NAME OF CEMETERY GR CREMATORY 23d. LOCATION {City, fown, or county) T (Stara)
o' 9 REMOVAL (Specif .
z e Burial -| 9-19-1962 | Niortmann Cemetery New Haven Mo
= <C | “24._FUNERAL DIRECTOR "ADDRESS 25. DATE RECD. By LOCAL REG. | 26. RJGISTRAR'S SIGNATURE
. 2 s L., €, Fertig & Son New Hiaven Mo Y2/ .a;/
\ {Licensed Embalrmer’s 51aferne\m 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 Pt a8 Student Embalmer No.

working under my personal supervision

i ision. ‘
Student {Signed gM é - @'@

. Signature of Student Embalmer
Licensed Embalmer No. 5 _Z(-
oo
f LU P.OvAddress %/%ﬂ—w

v

Note: 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). L,

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng .

if this body is not embalmed, facf should be so stated ibove.

ZZ]



