MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ~52-0432584

DEPARTMENT OF PUBLIC HEALTH AND WELFARE / 0 T NJMBER
00 NOT WRITE AMENDED egisira Y - - rimary Registratian District No. &1, 37 _ag_ oy Registrar's No. -
ON THIS 5TUB - 17

1. PLACE OF DE 2. USUAL RESIDENCE (Whure deceased H institution: Residence before
a. COUNTY z,a.)fa ';ej;fe_ a. Adound b COUNTY a,fa.y admission)
b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in tb c. CITY Inside Limits

1OWN igginav 35 yra. 2w L Lggding ville ve 0 MO

. il%épﬁ?\TEOOF If NOT in hospital, give location} Inside Limits d, SE%EEELS ), (If cutside, give location) Reside on Farm
R . ADDBR
INSTITUTION mi, Wesz Yes O NOB 4 mi. West vl No O

VS 300
Rev. 4/59

oS

2

DATE AMENDED

N (I:AME OF DECEASED First Middle Last 4, Dé\l;fE Month Day Year
ype cr print) N .

John William Fontnen pearn  Nov. 79 1962
5. SEX 5, COLOR OR RACE 7. Married [J Never Married OO DATE OF 9. AGE {lest birthday) |[iF UNDER | YEAR | IF UNDER 24 HR
male L’ie Widowed 3] Diverced [ g W? 73 Months | Days Hours I Min.

10a. USUAL QCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPI.ACE [City and state or country) | 12. CITIZEN OF WHAT COUNTRY
durlngﬁ%\w{mg life, even if retired} FMm Sl‘aim, /714440 L I
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

John William Fortnen Allie Hedger (arrnie Meade F ontneaflec, /

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NC. |17. INFORMANT Address

{Yes, no, or unk?_fbvn) I(If ves, give war or dates of servi B . ! [‘y ;70 e ’70 ) BG/&A Ci-‘tél, /’b.

18. CAUSE OF DEATH (Enter only one tause per line INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: NSET, AN\ DEATH

IMMEDIATE CAUSE {a)

-
Z
w
=
ps]
v
Q
fat

Conditions, if any, DUE TO (b)
which gave rise 1o
above cause (a),
stating the under-
lying cause last. DUE TO (¢}

PART 1i. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related fo the ferminal PART 111, 1 decessed was famale was
disease condition given in PART | {a) there a pregnancy in last 90 days.

l Ol Yes l O Ne l O Unknown
19. WAS AUTQOPSY ‘/20.. ACCIDDENT SUIIC-__I]DE HOMDICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART i of item 18.)

PERFORMED?
YES[] NO

20c. TIME OF Hour Manth, Dey, Year
INJURY &.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK (1 farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK [J

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

b .
21. | attended the deceased from and last saw hi'r; alive on

Death occurred ot m on the date stated above, ond}p the Least of my knowledge, from the causes stated.

(DeqF‘ or ’%mé aw wss E‘:. DATEI 2;

23b. DATE  * 23c. NAME OF CE‘ETER'I’ OR CREMATORY N i {State)

. ATIO
VAL .(Spe[lfy) 77-21-7?62 (:j_iy

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

Fonrest A, Hoefern Higginaville, Mo. |Alee . /0./76]

[Licensed Embalmer's Statement on Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




. *,
Ei® A . .
- N :‘ Y AR . [ g SN
R 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 /W}f/ﬂ;/f/\_d

Signature of Student Embalmer

Licensed Embalmer No 4807

) ‘ b, 0. Address Higginaville, Mo,

., Note: The above MUST BE SIGNED BY . THE LICENSED EMBALMER in hls OWN HANDWRITING -(Failure to comply
Jop <& - <with-the above constltutes grounds for revocation of, license). BA - Nl e s
* If embalmed’by & STUDENT, he also shall sujn in his OWN handwrmng L i
"« If this body is not embalmed, fact should be so stated above. e ;

-

-




