MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —-62-047564 "

DEFARTMENT OF FUBLIC HE WELFAR - -
ALTH AND 3 :2. S é $S /8'é STATE FILE NUMBER =
Primary Regiztration District No. _ 3 3 4 | Registrar’s No. ¥__ I

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
8. COUNTY - . STATE b. COUNTY dmissi
VS 300 o Lo Py 2 Missouri Morgan sdmission)
Rev. 4/59 o b. CITY (If outside corporate imits, give TOWNSHIP only) Length of stay in 1b <. CITY ' Inside Limits
Z OR OR $ 1
TOWN Z" - TOWN Y N
g O z ML Verusw  THSO /,o(a? Lincoln es 0 NoXJ
0.5 Y o <. I;ULL NAME OF (If NOT in hospital, give’ location} Inside Pimits d. .EBEEEETSS (If cutside, give location) Reszide on Farm
QSPITAL OR
= INSTITUTION -~ Yes(O No[] 28miles South of ColeCamyg vesX NoD
207/ 0418 Wt fHats il
a \-v
3 3. NAME OF DECEASED First Middle Last 1’4, DATE Month Doy Year
{Type or print) p . G k ﬁ DEOAFTH w /f— /7{
CNNLS . KANS L2C . 2
4 O 5. SEX 6. COLOR OR RACE 7. Married []  MNever Married [ [8. DATE OF BIRTH | ¥- AGE (last birthday} | IF UNhDER 1 YEAR ::UNDER 24 HR
~ Widowed [J Divorcedg Months | Days ours Min.
5 3 alo WAL é-43- F3 77
= 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY( 11. BEIRTHPLACE {City and state or ¢ountry} | 12. CITIZEN OF WHAT COUNTRY
& o) uring most of working lifg, even if retired)
= e . THA 2(S a.-
9 13a. HER'S NAME 1%, MOTHER'S MA NAME 14. NAME OF HUSBAND OR WIFE
7 0O =
e t Annza Bohling Unknoun
8 2 2 15, WAS DECEASED EVER IN U.5. ARMED FORCES? 14. SOCIAL SECURITY NO. 17. INFORMANT Address
{Yes, n r ynknown) [ (1f yes, give war or dates of zervice)
940 g || hé [ not given Mrs. Gladys Cathey, Cottage Grove, Tenn
% — 18. CALUSE OF DEATH (Enter only one cause per line for (a), (b}, and (c]. INTERVAL BETYWEEN
10 E ART |. DEATH WAS CAUSED BY: ONSET AND DEATH
a u g IMMEDIATE CAUSE (a)
1 o (W] /4
(Wi [} »
o] Q . .
12 z 3 - & 5 o Conditions,"if any, DUE TO (b} .
= o " 5 which gave fite to
=z above cause (a),
13 E = stating the under-
"0 lying cause last. DUE TO (c}
CZ) z PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TC DEATH but nat related to the terminal PART 111, If deceased was female was
g disease condition given in PART | (a) there a pregnancy in last 90 days.
w < ;
— g / [ Yes [} Ne O Unknown
5 S [ DY | |
g é 19. WAS AUTOPSY 20a, ACCBENT SUICEIJDE HOMEIJCIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? .
o v]
e v YES [0 NO p’
z |2 X | 20c.TIME OF  Hour  Month, Day, Year N :
o 1< 5 INJURY  a.m. - " . -
§ @ 2 p-m i
- E 20d. INJURY OCCURRED 20e. PLACE OF INJURY [(e.g., in or about home, 20t CITY, TOWN, OR LOCATION COUNTY STATE
" o WS}L&QITL?ETR%EOIRK o tarm, factory, streat, office bldg., etc.) .
N
o o [a]
5 (o] IIII—ll 5 21. | attended the deceased from_M.LﬂL, TQ_Q&L%.%M last saw pimy alive QML;LZKL_
I o : 57
; a Death occurred at. / L 20 7 ‘ m on the date stated shove, and to the best of my knowledge, from the causes stated,
LA =+
3 % 3 & 272, SIGNATURE [Degree or nitle} 235 ADORESS T DATESIGRED
I
ol I s CEl el e s €9 . Pul Yoruon. PUp. J2sn€2
< 23a. BURIAL, CREMATION, | 23b. DATE 7 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)
g 2 |Burial ™ |Dec. 17,1962
z w 18 Ce C
= E 24. FUNERAL DIRECTOR ADDRESSSedalia s 25. DATE RECD. BY LOCAL REG. SIGN
w >
= & | D.W.Heckart, Gillespie Funeral Home SRS ﬁ
d
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{Licensed Embalmear’s Statement on Reverse Side)




st > ' . . o ’ - K

\
STATEMENT. BY .LICENSED EMBALMER

N

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

or by , ﬁ Student Embalmer NOQL
working unds

lgnafum of Student Embalmer

Licensed Embalmer No 5-/ 7 5

=~ . L 3

P. O. Addres .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

~ ~

with the above constitytes grounds for revocation of license}. | ~
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
1f Ihls body ls not embafmed fact should be 50 stafed above. . .

-




