MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -—63—000065

"OEPARTMENT OF PUBLIC HEALTH AND WELFARE =
N /O STATE FILE. NUMBER

' 3
nginraiign District No, _...-Hm- ':E -I.Prfmgry Reglatration District No.égg._a_ar-___ﬂngishar's Na. O..,___.___

1. PLACE OF DEATH 2. UsuaL IESIDEIjCE (Where deceased lived. If institution: Residence before
- CONY Apd ralin = sATe M1 gsourt @ Aydrain

b. CITY (If sutside corporate limits, give TOWNSHIP anly) . CITY

TOWN ﬁartingburs 13WN Martinsburg

e. FULL NAME OF (If NQT In hospital, give {ocation d. STREET i i
FULL NAME OF P giv ion) ADD%EESS {If ocutside, give locetian)
INSTITUTIGN .

DO MOT WRITE

ON THIS STUB AMENDED

VS 300
_ Rev. 4/59

admission)

Length of stay in 1b ‘Inside Limits

Yes By No [

lnsida Limits

o +0
Middls

Casper

Reside on Farm

{¥es O NoE f

DATE AMENDED

3. NAME OF DECEASED
{Type or prini)

First

Joseph

Last

Apons

4. DATE Month Day Year

fanuary 24,1963

OF
DEATH

3. SEX

Male

-8. COLOR OR RACE

White

7. Married B Never Married [
Widowed [ Diverced []

8. DATE OF BIRTH

Sept,

T0a. USUAL OCCUPATION

Give kind of work dene

10b. KIND OF BUSINESS.OR INDUSTRY

ti.

9. AGE (lost birthday)

9,1891 71

BIRTHPLACE {City and state or country)

IF UNDER 1 YEAR

IF UNDER 24 HR

"4 ] °is

12. CITIZEN OF WHAT COUNTRY

Hours | -+ Min.

Mo UsSA

T4, MAME OF HUSBAND OR WIFE

/326 2%l

Address

= M .
W

T ReF i [Syter

PART-1I1. If deceased was female was
e thera a pregnancy in last 90 days.

l 0 Yes I [ No l 0O Unknown
nijury in PART | or PART II of item 18.)

during mast-of working life, if retired) ]
M . re ame ar ggn; er
13a. FATHE| NAME 13b. MOTHER’S MAIDEN NAME

16. SOCIAL SECURITY NO.

4

15. WAS DECEASED EVE!.IN U.5. ARMED FORCES?
(Yes, no, or unknown) I(H yes, give war or datas of o

T4, CAUSE OF DEATH (Enter anly ane ceuse per
PART |. DEATH WAS CAUSED 8Y: ]

IMMEDIATE CAUSE () .
m
DUE TO :4 h

DUE TO (<)

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the terminal
diseass condition given in PART 1 (a) : - v

DOCUMENT

Conditions, if any,
which gave rise to
sbove cause (4],
stating the under-
lying cause lask.

INSTEAD OF

— . -

“20b. DESCRIBE HOW TROURY

5 WAS ATOPSY OCCURRED. (Enfer nature of

HOMICIDE
PERFQRMED? 0O
NO X

20a. ACCIDENT  SUICIDE
g o

YEs O

20c. TIME 'OF
INJURY

Hour
‘., . LN E LS

pm. T . B s oL - .
20f. CITY, TOWN, OR LOCATION"

Month, Day, Yesr ..

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

" COUNTY

[ . 2
e, PLACE OF INJURY (e.g., in or about home,
farm, foctory, street, office bidg., etc.)

ln_l__q_&£_md last saw ml“\lﬂ m_l_l:_Lq - (-i p

Q._m on the date stated above, and to the best of my-knowledge, from the causes steted.

b. ADDRESS' - 7 .22c. DATE SIG_N D
zﬁ)‘jﬁ&,‘m‘ PV / ';ds

Z3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATICN (City, tawn, or county) {S1ate)

‘Maptinsburg, Mo

?Gzruws SGNATURE / , 2
. . 7

INJURY OCCURRED
" WHILE AT WORK []
.~ NOT WHILE AT WORK []

217 1 attonded the decensed: from 2~ 14- - |

at.

oth occurred
~n

22a. S[RNAT! Degree or ti

TYPEWRITER RIBBON

SHOULD READ

23». BURIAL, CREMATION,
REMOVAL (Specify)

a

24. FUNERAL DIRECTOR ADD, 3
Howatd ¥, ﬁ& aers
Wellsvilile,Mo y

23AJPATE
Jan, 26,1963 8t. Joseph

25, DATE RECD. BY LOCAL REG,
aw 26-1962

(Licansed Embalmer's Statement on Reverse Sids)

BY AFFIDAVIT OF -

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

.her-éby 'celrﬁfy that the body whc;se name is recorded on the reverse side of this certificate was embalmed by me,

WVM\__/\ . S'fudenf Erﬂbﬂ‘mel’ No.wgﬁﬁ_

L

or by

working under my personal supervision.

Student TN

Signetura of Student Embalmer

.ILi;ensed Embalmer No.

P.O. 'Aadress

“Nofe: The’ above MUST BE SIGNED BY THE UCENSED EMBALMER in his- OWN HANDWRITING (Failure to comply
with the above constitutes grounds for revocation of Ilcense)

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

If this bodyis not embalmed fact should be so stated above.




