MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH - A

e [y 7

DEPARTMENT OF PUBLIC MEALTH AND WELF é
Registration District No. ______2______ _-Prifmary Registration District N:a6 L/ l‘ {j Registrar’s No. - STATE FILE NUMBER
WA oo e Lo
1. %W?" 2. USUAL RESIDENCE (Whera deceased lived. If institution; Residence before
V5 300 a ! unklin o STATE M4 ggour¥ Y Dunklin admission)
Rev. 4/59 2 b CITY (I outsids corparats Timits, give TOWNSHIP oniy} Length of w1y in 16 <o Tnside Limits
o
_ = owN - Holcomb 10 yrs. ows  Holcomb Yes O NoXD
n3.82 | <. FULL NAME OF {If NOT in haspital, giva location) Traide Limits d. STREET TIF cutsids, give location] Reside on Farm
_—_— E HOSPITAL OR ADDRESS
2. 3,67 ; < instiuton Raesidence Yes [ No X RFD #1 Yes B Ne 3
‘l 'JA - * -
) 3. (":AME OF PE)CEASED First Middle Last 4, DATE ~ . Month Day Year
¥ype or print OF
" BENJ AMIN EDWARD - ADAMS ceati  Nov, 17 1962
% 5. SEX & COLOR OR RACE 7. Married |f] Never Married [} [8. DATE OF BIRTH | - AGE (last birthday) | IF UNDER } YEAR IF UNDER 24 HR
——] . . i n
5 /‘ male white Widowed [] Divarced [ 6_1#_189 b 65 . Months | Days Hours Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or eountry) | §2. CITIZEN OF WHAT COUNTRY
) W) wring most of working life, if reti
: z FERE ! workino fife even ifretired) Piggott, Ark. U.S.A.
7 , g 132. FATHER'S NAME 13k. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
0 Samuel Adams Ellen Loyd Adams Anna Adams
8 A ‘&, 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
Yes, no, 1 j dat f i
P (Yo 00 or unknawr) F o Gper o e of service) h95-28-513 3 |Anna Adams  Holcomb, Mo. RFD #1
L1 °<‘ = 18. CAUSE OF DEATH {Enter only cne cause per line for (a) {b), and (c]. INTERVAL BETWEEN
10 uZJ . PART |. DEATH WAS CAUSED B QONSET AND D‘EATH:" N
o u g IMMEDIATE CAUSE () ’{qﬂ'c /M
11 Q O
gk g ﬂ m
— x |5 o Conditions, if any, DUE 7O (b) Ma/t—v/ ) i
1% h .
/ﬂ - [7:3 5 which gave rise to /
= |=Z above cause (a), .
13 E_: = . stating the under.
- lying cause last. DUE TO (¢) — l
I
% g PART Ll. OTHER SIGNIFICANT CONDI“ONS CONTRIBBTING TO DEATH but not related to the terminal PART 1lI. If deceased was female was
- = disease condition given in PART | (s there a pregnancy in last 90 days.
E g ﬁz,e,crtm‘-"-— W Mw 4 9“5 q I O Yes ] 0 Ne I O Unknown
g E 19. ré‘:ﬁo%ﬂ&%“ 20a, ACCBENT SUI%DE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
o o
YES [ Nok
4 - ;
z g I | 20c. TIME OF  Hou Month, Day, Year
o < a INJURY a.m.
b4 - g p.m.
Z -] 20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE AT WORK [ farm, factory, street, office bidg., ete.)
5 o a NOT WHILE AT WORK [J /
o
[TT]
s o = é 21. 1 attended the deceased from .7”2///?68-%/ M&Lﬂd last sa @Iwe en Lo /7 //76 L
: ; o) Death occurred at m on the date-stated above, and to the Eest of my knowladé, fr/ the causes srand
—d
@2 o 3 w 225 SIGNATURE Zymle) 775, ADDRESS - 22c o
> 5 = 924
> | 5 - 6
- E 2%a. Bg&ght:g(guﬂwoln, }qzab DATE Z3c. NAME oF CEMETERY OR CREMAIOW 23d. LOCATION [City, town, or county) / (;(m]
R pecify .
g T ov.19,1962 | Loyd Cemetery Holcomb Missouri
el uria ! »
s < | TZa. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. EGISTRAR YGNAT
ro} d
= = |Landess Funeral Home, Campbell Mo.|/Z2/—~/TL 2, &déz/(

{Licensed Embalmer’'s Statement on Raverse Side)
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’ SJTATEME.NT 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

Signature of Student Embalmer

.‘ -
-+

Note: The above MUST BE SIGNED BY THE 'LICENSEb EMBALMER in
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng.

If this body is not embalmed, fact should be so stated above.




