MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF' PuUBLIC HEALTH AND

DO NOT WRITE
ON THIS STUB

AMENDED

VS$.300
Rev. 4/59

l 'p505 |

WEL FARE
n District No, —Zé_&LPrlmgry Eegmnmon District No. d_d_d {____Regu?rar‘s No. i_é

=63—002203

.STATE FILE NUMBER

1. PLACE OF DEATH

*. COUNTY Jefferson

2. USuAL RESIDENCE (Where deceasad lived,

Mo,

. STATE

> ?’e?ferg on

If institution: Residence befors

admission)

b. Ccl;l‘( (If outside corporate.limits, give TOWNSHIP only)
TOWN DeSoto

Length of stey.in tb

& Yrs

c CITY
R
TOWN

DeSoto

Inside Limits
Y_u.E No [~

€. FULL NAME OF (if NOT In hospital, give location)

nemmon 01 No. Fifth St

Tnside Limits
Xes m Ne [

. STREET
ADDRESS

{If cumsida, giva location)

A0) No. Fifth 5S¢,

Reside on Farm

Yes.[1 No [X

DATE AMENDED

255 0-9,"

3. NAME OF DECEASED
(Tyge or print)

Middla

Florence

7. Married [1  Never Married OF
Wrdewad 0 Divorced a

Last
Pounds
8. DATE OF BIRTH

7/18/05

. First
Easle
6. COLOR OR RACE
F W

10a: USUAL OCCUPATION {Give kind of work done
during rﬁ;f of workmg que even if retired}

4, DATE Month

OF
DEATH Jan,
9. AGE [lost birthday}

57

BIRTHPLACE (City and state or r.nunrr_y).
Ware, Mo,

Day

21,

IF:UNDER- 1 YEAR
Maontths | Days

Year

1963

IF UNDER 24 HR
Hours Min.

5. SEX

10b, KIND OF BUSINESS OR_INDUSTRY
None

t3b. MOTHER'S MAIDEN NAME

Nettie Wideman

16. SOCIAL SECURITY NO. | 17. INFORMANT

Mrs, James Pounds,
- 'IB 'CAUSE OF DEA'I'I'I (Enter only one cause ped .
PART |, " DEATH WAS CAUSED BY .

- ‘_ﬁ IMMEDIATE CAUSE (s} o7 JD77 Dt /PZ‘/WQ‘QWJ
DUE TOZM’/'/ W

JDUE'TO (2]

PART (1. OTHER SIGMNIFICANT. COP{Dll'lONS CONTRIBUTING 'TQ DEATH but not relsted to the -terminal
iseass ftion given in PART | {a)

12;. CITIZEN OF WHAT COUNTRY

U. S- .A )
14. NAME OF HUSBAND OR WIfE
None
Address,
DeSotO i Mo,

INTERVAL BETWEEN
ONSET AND. DEATH

Byt

13a. FATHER'S NAME
James Pounds

15, WAS DECEASED EVER IN U5, ARMED FORCES?
(Yes, ne, nknown)" {If yes,; give war. or dates of
R\ '

sarvicel

-
Z
w
=
2
U
o]
[a]

which: gave riss 1o
sbove * cause (a),
. ttating the under-
lying cavse last,

INSTEAD OF

Conditions, . if. anv, l

PART IIl. If decoasad was female  was
there a pregnancy in lest 90 deys.

—] [J.Yes I No ] Unknown
njury_in PART | or PART Il of item 18.)

HOMICIDE

WNb.

19. WAS AUTOPSY SUICIDE 20b. DESCRIBE' HOW INJURY OCCURRED, (Enter riatura of

-PERFORMED?,
YES[] NO
b m:.‘;TiMWHuur
p rn
zod INJURY- OCCURRED

" WHILEIAT WORK []
NOT:WHILE AT WORK []

20a. ACCIDENT.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

Month, Day, Yeor

-ﬁsoléAL,t;Enfl?ch'nou

-20a. PLACE OF INJURY (e.g., in or about home, COUNTY STATE

farm, factory, street, office bidg., etc).

/Uﬂdﬁ" :/4 Wnd last: sawwhvem %\. Zd /qé il
! S on the date stited above,: and 1o the best of my knowledge, from - ‘the- Causes ‘stated.

22b, ADDRESS 22c. DATE SIGNED
M /7o. '

23d. LQCATION (City,. fown, or county]

Ware,
26, REGISTRAR'S SIGNATURE

20, CITY, TOWN, OR; LOCATION

Lo

Imende'd the dacaased from
D&atb ocoyrred at’

USE BLACK INK
OR

[Degrea ar title)

o Vi oG )y i

23b. DATE [ Z3c. NAME OF CEMETERY OR CREMATORY

1/24/63 Ware

ADDRESS ~25: DATE RECD. BY LOCAL REG.

_DeSoto, Mo, /- Z 2-42412

{Licensed Embalmer's’ Statament on Reverse Side)

SHOULD READ

735 SIGNATURE

[Stete}

TYPEWRITER RIBBON -

“Z3a. BURIAL, CREMATION,
™ REMOVAL {Specify)

Burial
24. FUNERAL DIRECTOR

J. I.. Mothershead,

Vo.

BY AFFIDAVIT OF

ITEM NO.




v
b -~

STATEMENT BY LICENSED EMBALMER

I 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 ' sagned/ﬂ GﬁL / 777 W—"V—/

Signature of Student Embalmer

Licensed Embalmer No. J (3 4

P. O. Address & jﬂ-z, ?‘77-0.. l

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fallure to comply
with the above coristitutes 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.




