MISSOURI DIVISION OF HEALTH — STANDARD “CERTIFICATE OF DEATH Z62-040025

T ﬁ i 9!?6% TAT
Registration District No. __,,__318______Primary Registration District No o Registrar's E:,. - s E FILE NUMBER

DO NOT WRITE
ON THIS STUB AMENDED F II E [ g('[ ] 9 ‘gsz
7. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceasad lived. 1f insfitution: Residence before
V5 300 Q 2 COUNTY o STATE s sgourd. ™ O But) admission)
. Rev. 4/59 2 . CITY i ouliide carporete fimit, give YOWNSHIF ony) Length of stay in 16 < Iy Tharde Limits
jrr
T :

: . g OWN Sto LOUiS, Moo TOWN POD]ﬂr Bluff Yes % No O

: - <. ;%;P?&TE()%F {If NOT in heospital, give location) Inside Limits d. SEEEEEES {if cutside, give |ocetion) Reside on Farm

. ™= .

Iy E: 'gg wstiution Jewish Hospital Yes () No[l 2211 Leonard Dre Yes O No f

; [ =

3 3. NAME OF DECEASED First Middle Last 4. DATE Month Da Yesr
(Type or print) OF Y
- Dorothy Wilima Bounds DEATH October 9, 1962
/ 5. SEX 6. COLOR OR RACE 7. Married M Never Married [] |8, DATE OF BIRTH | 9- AGE (last birthday) | IF UNDER 1 YEAR _IF LINDER 24 HR
5 I Fe ]e vn ite Widowed Divorced [] h/12/1926 36 Manths Days Hours Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (City and strate or country) | 12. CITIZEN OF WHAT COUNTRY
& g durinﬁma! of workipg life, even if retired) - .
z ousewiie Poplar Bluff Mo, UaSa
7 D = Q 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 13, NAME OF BUSBAND OR WIFE
W
- 0 3 (Unknown) Gilliasm Della Mitchner Lloyd Bounds.
I W A 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, S0CIAL SECURITY NO. 17. INFORMANY : Addrets
< {Yes, ﬁ' or unknown)[ [If yes, give war or dates of service)
? w N o None Lloyd Bounds, Poplar Bluff Mo
?{‘ — 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (c). INTERVAL BETWEEN
10 E PART {. DEATH WAS CAUSED BY: . ONSET AND DEATH
o s NES IMMEDIATE CAUSE ta) gELP‘I"l C -; HOC K 3 oAaxs
l ] 8 o ‘-.‘. 8 [
o -
12 4 7 o $ '~§ [a] Condirions, If any, DUE TO (b) OU ERWMEL NIING N FECTION
-0 ln Lt which gave rise to
212 above cause (o),
13 == 3 stating the under- %/ x
| \\Q lying cause laat. DUE T (c)

. g (z) PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the terminal PARY 1L If decessed was female was
- R = disease condition given in PART 1 (a) there a pregnancy in last 90 days.
ARRLANE Acyre R Fay [0 ]

z N I CYTE (SENHL AL PRE | ves | O e | O nkoown
= 3 '§ 4 E 19. \;\225 AUTCI);?SY 200, ACCE])ENT SUI([:]IDE HOMD|CIDE 20, DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | ar PART Il of item 18.)
(a1 Iy z\ o
Z Y YES NO O
] N A By b
N 20c. TIME OF Houl Month, Day, Year
Zz |3 N g INJURY  a.m.
~ g I {\‘ ; p.m.
Z ) N 20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.9-, in or sbout home, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE
v o I WS}L\ENawgmv%]nx O tarm, factory, streat, office bidg., e1c.)
! N
O oo o o \ k\‘ / Vi y) PR
<38 | |s | 73/ 62 ber
] = E 21, | attended the deceased fro | J and last saw Lo alive o *
» g e o d ,.ﬂ ﬁ':za &M m on the date stated above, and 1o the best of my knowledge, from the causes stated.
g i 8 FS 7 ) Joree o 1Y 27b. ADDRESS 22c. DA} SIGNED
- z —
z B = : o L HE S,
" Iy 23b. DATE / 23c. NAME OF CEMETERY OR CREMATORY 23d; AOCAT {City, towpf or county)
o] Je
> i EOVa 10-18-62 City Cemstery P Mo,
= *1<C | “Za. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. . ISTRAJFS SIGHRTURE
L
= %1 Albert Ho. Hoppe Inc., L700 Washington, Blvd.(CT 13 19 M.D.




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 \ﬁév-/ﬂ.MA/} £’. maﬂ/\(é:q_

Signature of Student Embalmer

Licensed Embalmer No. YH PSS

P. O. Address /SJC. 3& Ledo

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 a2 STUDENT, he also shall sign in his OWN handwriting. |
If this body is not embalmed, fact should be so stated above. .




