MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH e

DE| NT F P —
PARTME -] UBLIC HMEALTM AND WEL FA/R‘ ‘5 5-5-—-—] / 7 / STATE FILE NUM
Registration District No. ?j _Primary Registration District No.*=—_2*___7__¢__ Registrar's No. __£__/__i ______

Ocﬁmz 2. USUAL RESIDENCE (Whers deceased liv f imatitption: Residence before
UNT‘lr a. STATE O e b, COUNTY admission)

b. CITY (If uumdu corporai its, mva TOWNSHLP only) Length of stay in 1b c. CITY Inside Limits
3t ains ' 6w Weat Plad
TOWN lsincel ?2 . TOWN edt aLrnsd Yes [J N1
c. FULL NAME OF {If NOT in hespital, give Io-cation] Inside Limits d. STREET {If cutside, give location) Reside on Farm

AR [ ebo Rt wo el fo4o Re, ug teo

3. NAME OF DECEASED Middle Last 4, DATE Month Pay Year

{Type or print} R«LC/LMC{ é‘dgm 742‘_/1a DEATH 0(‘,2‘_066’1 3, 7?62

5. SEX 6. co%o R OR RACE 7. Marmdﬁ Never Married [J [8. DATE Of BIRTH | 9 AGE (last birthday) | IF UNDER | YEAR IF UNDER 24 HR

m w e © Widowed [ Diverced [J 7 _3 -i 876 86 . Months | Days Hours Min.

10a. USUAL QCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (City and state orfftountry} | 12, CITIZEN OF WHAT COUNTRY
ing most of warkingfTife, evef if retired) . g
FImH TR IRG : S4. er.zo/t Mo, i S.A.
138 S NAME U 13b. MOTHERS MAIDEN NAME 14, NAME OF HUSBAND QR WIFE
(Litton S. Atha Mary &. Honnback Theresia 5. Lung
F5. WAS DECEASED EVER IN U.5, ARMED FORCES? 16. SOCIAL SECURITY NO. INFORMANT Address

{Yes, no, or unknown)l [If yos, give war or dates of service) no M R (C Ai/la, WeAi pl , mo )

18. CAUSE OF DEATH (Enter only une cause per line for (a}, {b), and {(c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: O%S(E{ AND DEATH

IMMEDIATE CAUSE (a) Myocardiel fallube
Chronic myocarditis ' T2 yrs’

DO NOT WRITE
ON THIS STUB AMENOED

VS 300
Rev. 4/59

v Yo
Ly

DATE AMENDED

—
4
Lt
=
i
v
o
[a)

Conditions, if any, DUE TO (b}
wb!:ch gve rise 'f

Srating tha-ender- Arteriosclerosis yre
lying cause last. _DUE 10 (¢)

PART 1l. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART I, If decaased was female was
disease condition given in PART | (2) there a pregnancy in last 90 days.

II:I Yeas | O No [ O Unknown

T19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 1B.)
PERFORMED? ] ] =]
YES[J NO R
20c. TIME OF Houl Month, Day, Year
INJURY sm.
p.m.

204. INJURY OCCURRED 20e. PLACE OF INJURY (e.9., in or about home, | 20f, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, factory, street, office bldg., etc.)

NOT WHILE AT WORK [J ) . ~ N A
Auguat 196} 10 3 62 her 102662

and last saw |y alive on

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

21, | attended the deceased f)
5 ar
Daath occurred at. . m on the date stated above, and to rha best of my kmwledge, from the causes stated.

22a. SIGNATURE / 3 ¥ 22b. ADDRESS 22c. DATE SIGNED
J B StALYI W Weat Plaina, Mo. 70-6-62
23a. BURIAL, CREMATION, | 23b. TE v 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (S1ate)
zﬁp; 7962

Eonial™ Oak L awn ((emeten ery West Pla.@u, Mo.

24, FUNERAL DIKECTOR ADDRESS 25, DATE RECD.

BY LOCAL REG. 26. ISTRAR'S SIGNATURE
/\’oéejz,aon, Weat plaxlrw, No. Ja- it & 2 /ﬂz&tﬂ«x_x_ «éaa/{—

{Licensed Embalmer’s Statement on Revarse Side)

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




-

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 Signed
Signature of Student Embalmer

Licensed Embalmer No. 3[’[32

— . - .

p. 0. Address West Plaings, Mo,

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




