MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -63-000579

DEPARTMENT OF PUBLIC HMEALTH AND: NILFARI ~
DO.NOT WRITE o rl E%ﬂ District No. 5. Primary Registration District No3 o / *Regmrar s No. ﬂ_‘ﬁ_ STATE FILE NUMBER
ON THIS STUB AMENDE
1. PLACE OF DEAE 2- USUAL RESIDENCE (w'hel'! daceased lived. If inatitution: Residence before
. counry Gape Girardeau Al +ET11inols <o lexandep *msion
b. Cé'i"!Y (If outside corporate limits, give TOWNSHIP only) Length of stay in iy [ CCIJLY Inside Limits
rown  Cape Girardeau 3 day own McClure I11 Yer @ No )

c. FULL NAME OF {lf NOT in hospitsl, give locstion) Intide Limits d. STREET {f cutside, give location} Retide on' Furm

([ G
_ﬂé—} HOSPITAL DR

2¢/20 Nerition St Pranels Hosiptal [vsp o *° None Ye: O ¥o O
3 3. NAME OF DECEASED _ First Middle Last - 4. DATE Month '.'Day""“' T Year T C

5. SEX & COLOR OR RACE 7. Merriod [Jp MNever Married [J [8. DATE OF BIRTH | 9- AGE (last birthday} |IF UNDER 1 YEAR | IF UNDER 24 HR
3 ths Days Hours Min.

Widowed Divorcad : .
Female White dousd O Oivored 0 oz 65 [T 3
102, USUAL OCCUPATION {Give kind of work done | 10b, KIND OF ‘BUSINESS OR INDUSTRY| 11."BIRTHPLACE (City snd state or niry) [ 12 CIT "OF WHAT COUNTRY
during most of working life, even‘if retired) )
— Housewife None Thebes I1l UeSed
13b. R'S MAIDEN NAME

13a. FATHER'S NAME 14. NAME OF HUSBAND OR WIFE

James Tinsley Jane Brown Wm M Allsup

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14 —SACLAL SCCUIRIDE M 17. INFORMANT Address

{Yes, no, ﬁgkﬂown) I(if yes, give war or dates of servi MP Wm M All su McC]_ure Ill

18. CAUSE OF DEATH {Enter.only. one cause. per line e o oo INTERVAL SETWEEN'
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (s) Probable Pulmonary Embolus Tmm

VS 300 .
Rev. 4/59

'DATE AMENDED

-

DOCUMENT

Conditiona, if any; wetow_ Atrial Fibrillation ‘
ekl il B mitral insufficiency
fating the uoder' [ o Rheumatic Heart Disease with aortic &1

PART 1. OTHER SIGNIFICANT CDNDITlONS CONTRIBUTING TO DEATH but not relsted 1o the terminsl PART |1l If decassad” was female wm
A disease conditlon given in PART | {a) there a'pregnancy in'last 90 days

_ lDYul DNn] DUnknown
19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMDICIDE 20%. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item-18,)
o O

o TIME OF — Flour - Month, Day; Your
INJURY. a.m.
p.m.

20d: INJURY OCCURRED 20a. PLACE OF INJURY (e.g., in‘or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY - STATE
WHILE AT WORK 3 ~ farm, factory, rreet, office bidg., et , 7
NOF WH[LE AT WORK [

. PN .
2 | aﬂend-ed the déceasad” - _ ? . Mnd last sew hulmﬂ aM—[%L
”uﬂ'l red at. on the dafu stated above, and 1o the best of my Mfowledgs, from the causes.stated.

755:@.‘1‘"&: ! Gegres or ml/-g, M y m!ADDnsss )/ v N S Fe y

27a. BURIAL, CREMATION, | 23b. DATE 7 23c. NAME OF CEMETERY :OR CREMATORY, . - LOCATION (City, town; or county)

RE L (Specify} . A
rial 1-21 1963 Jonesbore 117 onesbore T11
FUNERAI. DIRECTOR ADDRESS . 25‘ D D. BY LOCAL: | 26, ISTRAR'S SIGNATURE

24.

Brinkopf Howell Cape Gir Mo J]=2/-63

Ll A s Stat on Reverse’ Side}
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MEDICAL CERTIFICATION

-

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




MonwoaTews -

" 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 Mo.

waorking under my personal supervision.

Student

Signature of Student Embalmer

. ey A e 231 1’ ¥= ) PO
Note: The above MUST BE SIGNED BY THE LICENSEIJ. EMBALMER in his OWN HANDWRITING.
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.

IRKEN " Tv CocZim /- 100y "

. T




