MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

—62-03

8

DEPARTMENT OF PUBLIC HEALTHM AND WELFAR
STATE FILE NUMBER
Registration District Nao. _-_______;&i._Jrrmaw Registration District No. .é__é_‘_S___S.____Regi“nr'; No., . f£.& o
NS SUs AMENDED EICE :
I FA T
T Pat o otadCT T T 1962 2. USUAL RESIDENCE (Where deceased lived. If inafitution: Residence Gefore
. € . 5T b, NTY Tesi
Vs 300 8 a. COUNTY Lawrence a. STATE Mo. cow Jasper edmissien)
Rev. 4/59 2 b. CITY {IF outiide corporate limits, give TOWNSHIP oly) Length of siay in 1b < Tnside Limits
[TY]
= TOWN Mt . Vernon 8 daS . TOWN JQ_B'Der Yes ] Nox
]0'5"5-0 ﬁ c. f{l.g.épﬁlerogF (tf NOT in hospital, give location) Inside Limits d. :g%RELS 10 {t¥ cutside, give location) Reside on Farm
o 494|, § INSTTUTION  Bliss Haven Rest Hom Yer O MoK leifraslw R°Ee -Golden City v..% Ne OO
3 3. (’#AME OF DECEASED First Middle Last 4. DSFTE Month Day Year
ype or print) .
Maudie Marie Hill DEATH October 2 196 -
4 / 5. SEX 6. COLOR OR RACE 7. Married [1 MNever Marriad £ |B. DATE OF BIRTH | 9- AGE (last birthdey) [ IF UNDER 1| YEAR IF UNDER 24 HR
5 a FBM“'/L white Widowed [ Divorced [J 7/6/1906 56 Months | Days Hours Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country] | 12. CITIZEN OF WHAT COUNTRY
& o during most of working life, even if retired)
2 none Ottuma, Towa USA
7 / 9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND QR WIFE
-
s 2 e Jogish (., Hill Maudie Myers None
vy 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Addr
—_— {Yes, go, or unknown)] (If yes, give war or dates of service) M ’/ R 815 Riv er St *
924, - UNANou John E. Hill Carthage, .
-3 — 18. CAUSE OF DEATH (Enter only one cause per line (&), (&), and {c). INTERVAL EEN
10 < E PART I. DEATH WAS CAUSED BY: . - ISET A DEATH
o s g IMMEDIATE CAUSE (a) L. '
1 G 3 o
i (2 9 _ .
12 é“ = ) o Conditions, if any, DUE TO {b} L4l
.,z w5 which gave rise 1o o
— 22 sbove cause (a),
13 == stating the under-
é --(2 lying cause last. DUE TO (&)
"“"‘"-"_‘—% z PART Il. OTHER SIGNIFICANT CONDITIONS CO UTING TO DEATH but not related to the terminal PART Ili. If deceased was_ femsle was
g disease condition given in PART | (a} there a pregnancy in last 90 days.
5 g ERNIERN
- b O Yes [0 No [0 Unknown
- 2
LEU ; 19. WAS AU'IOI;SY 20a. ACCIIJDEN] SUICDIDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18.)
PERFORMED
o 9] YES [1 NO
4 o ,
w <
. 20¢, TIME OF Houl Month, Day, Year
: % 2 g INJURY  am.
M.
§ 0D H e _
o -2} 20d. INJURY OCCURRED 20e. PLACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
"’ WHILE AT WORK [J tarm, factory, street, office bldg., ete.)
b4 NOT WHILE AT WORK (O
ags | |2 77 oP T
S O E é 21. | attended the deceased frof g /%; PO_QW—/ﬂzi last saw malwa on 0 ," ?
[+ +] ; P /A‘ 5‘_00 A m_on the date stated above, and to the best of my knowledge, from the causss stated.
[1T] -
v W 3 % - 2 /2: AT SIGNED
£ e 5 2e/Sx0 | A/ Maa-d Mo |
z [ 23b. DATE ’ 2X. NAMEﬁF CEMETERY OR CREQ‘\A‘TO Y 23d. LOCATION (Cny town, or :ounrﬂ (Pate)
B D [
2 £ /o -2 - 6o W.@M , -
= < | “Za. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOLAL REG. RAR" s 51 ﬁAmRE
o] 5 -
= CS Phillips Funeral Home Golden City, Mo. JSo-X -+

{Licensed Embalmer’s Statement on Reverse Side)




. STATEMENY 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. A Signed ,7?(‘,%/ /Z W

Signature of Student Embalmer

Licensed Embalmer No. /5/"25"2_—

P. O. Address %MM A

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).

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.

{072 s21ovsd 1o taemetatd » caitedead perpacds




