MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DO NOT WRITE
ON THIS STUB AMENDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (thra deceased lived. If institution: Residence before
VS 300 8 a. COUNTY a. STATE Missouri b. COUNTY admission}
Rev. 4/59 % b. CCI,TY (If outside corporate limits, give TOWNSHIP only) Length of stay in Ib c. CCI)LY Inside Limits
ul
= TOWN St. LO‘D-iS B TOWN St‘ Lo . YesE No O
1 < ¢. FULL NAME OF (If NOT in hospital, give locnhon) Inside Limits d. STREET (1t cutside, give lacation) Reside on Farm
E HOSPITAL OR ADDRESS ﬂl
2 ; g < INSTIUTION  MTSSOURI BAPTIST HOSPITAL|'®D NeO 3309 South 13! Street |0 MO
3 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{(Type or print) D?:‘I’H
James Martin Griffin eptemher 26 1942
4 -
o) 5. SEX 6. COLOR OR RACE 7. Married (1  Never Married §§ [8. DATE OF BIRTH | P AGE (last birthday) | IF UNhDER 1DYEAR l:UNDER ’A";_HR
: Widowed [J Divorced [J \ Manths ays ours in.
5 le White 9/28/62=m' > Newborn (o300 ¢! 1
e | 10a. USUAL OCCUPATION (Give kind of work done ] 10b. KIND OF BLUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
& %] during most of working life, even if retired)
= — _-— United States
7 0 9 13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME QF HUSBAND QR WIFE
—
e James Martin Griffin Rhonda Joan Fahland —
8 , %) 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO, 17. INFORMANT Address
< {Yes, no, or unknown) | {If yes, give war or dates of service)
9 " o l Rhonda Joan Griffin
% E 18. CAUSE OI;DE]:_ITIH (gg:{ﬂowAgné;G;sEB%ﬂ line for {a), (b}, lnd (e} l(SJJI,E,E}IAALNBDEBVEvE%T
10 in AR —-a? - -r
=3 b IMMEDIATE CAUSE (a) EMA MR / VoY ¥L-Y7li
1 9] =/ MAT g
gla o A PPRoX 4 T MmN
ron . .
126 ¥-0 & é o Cc’:.lr}d'.i.riom, i any, DUE TO (b) o M oN TS 66 £ 7A 20
- w s which gava riss to
v above cause (a), £
T3 (2 shows “cause ok TPl MONARY AT ELEFCTASsS SAM
~ = lying cause last. DUE TO {c)
% z PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1il. If deacessed was femsle was
i ? g disease condition given in PART | (&) there a pregnancy in last 90 days.
E ; 769?15 IDY:: I O Neo I 3 Unknown
-] E 9. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART Il of item 18.)
g i PERFORMED? O a 0 .
= o YESX] NC O
L2 < .
20c. TIME OF Hou Month, Day, Year
4 E E INJURY a.m.
! 8 g p.m.
Z o 20d. INJURY OCCURRED 206, PLACE OF INJURY (8.g., in of about homs, | 20. CITY, TOWN, OR LOCATION COUNTY STATE
T = WHILE AT WORK farm, factory, street, office bidg., erc.)
6 NOT WHILE AT WORK [J B ) .
[ - [a] "
9 h .
5 O E é 21. | attended the deceased "°"‘—M‘L.’; ro_#_%_’-___and last saw hﬁ:‘ alive on. 9/’-6 /
” g o Death occurred a, 9’ L _7> m on the date stated above, and to the best of my know!edge, lrom the causes stated.
w o
o w 2 u 2 NAT Dearepror TiTle) 22b, ADDRESS g — 22: ATE S)GNED
a o o
= | B o a C R g ZvoRy r % 2 7/49 /61
T. 2 23a. BlélRlékl,AﬂgMATfL?N 23b, DATE 23c. NAME OXEMETERY OR CRElMATB?RY d' 23d. LOCATION (Cl?v, town or county) (5?‘”’
O 9 REMOV peci m zca mr
2 T fo-3) - 4,2 wm
s z ERAL d) ﬁ 7~ ADDRESS DATERELD. BY LOCAL REG, REGISPAR'S
3 > owland Mortuary Sve. 4104-06 anc vTer]I 100 . /1D

RegFiitmNﬂ cﬂé lge,._hlmary Registration Dnlgo___-________-..churrar s No. --___m

—62-040264

STATE FILE NUMBER




‘s - STATEMENT BY LICENSED EMBALMER -

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me,

or by Student Embalmer No.

working under my personal supervision.

Student Signed

Signature of Student Embalmer

Licensed Embalmer No

P. O, Address

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).
1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated al:'fove. .
. [ .

\ . ST




