MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -62-034590

DEPARTMENT OF PUBLIC HEALTH AND WELFARK

o / . L 3 azZs5 . . . / STATE FILE NUMBER
DO NOT WRITE AMENDED Registration District No, -------»-.ﬁl_/______-.Prlmlry Registration District No. =7 & & =7 Ragistrar's No. -—————Q-Z—-—"
ON THIS STUB v oV -
1. PLACE OF DEATH bl 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before
VS 200 fa) 8. COUNTY 11 a. STATE . b. COUNTY admission) _
Rev. 4/59 i Hoera __Misgourd = Howell
ev. 4/ = b. COITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b <, 'CCI’TY Inside Limits
R R
i)
1z TOWN West Plains, 32 days TOWN Ye O N
b éé < c. FULL NAME OF {If NOT in hospitasl, give location} Inndn imite d. STREET {1f cutside, give location) Reside on Farm
—2hes s o) e :

N
bYte N8 "Wost Plains ,Memorigl Hosp. ™% ™ Route #1 «® NoD
3 3. NAME OF DECEASED First Middle Last 4. DATE Maonth Day Yoar

(Type ar pring) DE.:TH
P, Shellina Arthimishia pberda Ootobar | 1962
5. SEX 6. COLOR OR RACE 7. Mortied §1  Nevar Married [] [8. DATE OF BIKTH | 9- AGE (last birthday) [ IF UNDER 1 YEAR IF UNDER 24 HR
_ © Widowad [} Divorced [] Months | Days Hours | Min.
5/ Thite 1/23 /1896] &6 yre,
10a, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] 11.7 BIRTHPLACE {City and state®or country) | 12. CITIZEN OF WHAT COUNTRY
& v during moar'of working life, even if retired} .
2 Housowife : : Hm&e.ll_(laun.ty,_uom__y%
7 O 9 13s. FATHER'S NAME . 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBA OR WIFE
= g
2 C.La_Suay . Alpeda Poarson J.I.Roberds
8 2 vl 15. WAS DECEASED EVER.IN U.5. ARMED FORCES? 14, SOCIAL SECURITY NO. . INFORMANT Address
b < {Yes, no, or unknownl| (If yes, give war or dates of sarvice)
qzzp-ﬂu no : Js T RObGI’
o [ 18, CAUSE OF DEATH (Enter only une cause per line for {s), (b}, and (c). INTERVAL RETWEEN
10 < E PART {. DEATH WAS CAUSED BY: ONSET /-f- DEATH
, 2 o = IMMEDIATE CAUSE (a) A ¥ LA
11 o] o Y.
P |4 2 o |/
12 o [a} Conditions, if any, DUE TO {b : “
5-" & fen 5 which gave rise to
——— &1 @ abova cause (a),
13 EE = stating the under-
[ — 0. lying caute last. DUE TO (c) V)a / ,
__'_'_(Z) z PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEAT ut not related to the terminal PART L. If deceazed was female was
8 disease conditi given in PART | {a) - thers & pregnancy in last 90 days,
W .
E g ' O Yes I Mn l O Urnknown
< E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICID 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | ar PART Il of item 18.)
g & PERFORMED? L a m| ]
2 o] YES {3 NO ————
g 3 h, D Year
rd s U 20¢. TIME OF Houl Manth, Day,
e o < g INJURY ;x | e —
] E - - :
Z -] 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, CR LOCATICN COUNTY STATE
E WHILE AT WORK [ farm, factory, street, office bldg., e1c.}
4 NOT WHILE AT WORK [ e ——— . et S ———
U o [=] - -
h . g
S o E é 21. 1 attended the decessed from__LZiéi. 10_./_4_ﬂ2_md last uw.,.,::,allve or\_za_LL
0 ; [a occurred at 11 :1 ni‘.M m an the date stated above, and to the kst of my knowledge, from the causes stated.
L = . ] N
wy i =2 w 22¢c. DATE SIGNED
= o o] [e) c.
> | 13 - -
= >
N g (Sta1e)
o] =
z E 10, /4/1962 Dripping Sp
= < DRESS 25. DATE RECD. BY LOCAL REG.
= @ / b b 2
= @ Cartor Funeral Home, West Plaine, Mo, |{/d -~ & =~

(Licensed Embalmer’s Statement on Reverse Side)



%1 L2 2961 0T 190

c . STATEMENT. BY LICENSED EMBALMER

-

I hereby certify ‘that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by

working under my personal supervision

Studenr Embalmer No.

Student I Signed_{_. ,QM m

Signature of Student Embalmer

A AU . cooy

- - r

Licensed Embalﬁo
T
P. O. Address WM

G5/ (

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

1Y

with the.above constliutes grounds for revocation of license).
If embalmed by ‘a STUDENT, he alio’ shall sign in his OWN handwrmng
If this body is not embalmed, fact. should be 50, stated above. 4

-

(Failure to comply



