MISSOURI DIVISION OF HEALTH ~ STANDARD CERTIFICATE OF DEATH .'_.63..00

DEPARTMENT OF PUBLIC HEAI—TH AND HELFARI

. STATE FILE NU
50 KOT Regiyario X iet No. '_! o oo™y Resitvation District No. é.a_ég.qlhgisiﬂ"l No. ..LL_- MBER

ON THIS STUB

1. PLACE OF DE.Am 2. USUAL RESIDENCE (Where decessed |lved. tf institution; Residence before

a. COUNTY . SYATE . .,
St Clair - ° Misa 0111"3. coq"ﬁenrv sdmission)
b. C!‘I;( (If outside corporate’limits, give TOWNSHIP only) Length of stay in 1b e, CITY tnside Limits

OR
W 0gogola — Acrual, veap TOWN  Degpwater Yoo O

¢. FULL NAME.OF (if NOT in hospital, give location) Inside Limits d. STREET {If outside, give location) Reside on Farm
ADDRESS

HOSPITAL OR
iNsutioNWaites Rest Home Yor O Nyl Yes O No [0
3. NAME OF DECEASED Firs? Middla ‘ Loat 4 DATE Month Day™ “Year

(Type or prinh)
Maud - Dawe g veamt J anuary 15,1963
5. SEX 6. COLOR OR RACE 7. Marrisd [3 Never Married [] [B. DATE OF BIRTH | 9 AGE (lest birthday) | IF UNDE’” YEAR | IF UNDER 24 HR

Fa male Vmi te Wid""dm, Divorced ] 11/19/85 ) ,7,7 Months | Days Hours Min.

10a. USUAL- OCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

I_-iurinq most of worl:iz life, aven if retired)

" 13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME T4, NAME OF HUSBAND OR WiFE

2 Edith Holt Conner

15. WAS DECEASED EVER IN LS. ARMED FORCES? 16. SOCIAL SECURITY NQ. |17. INFORMANT ) Address

r N0, " d ] I )
{Yes, no, or unknown} '(If yes, give war or afclf: service) N one Dﬂﬂﬂa K o ios
i%'ERVAI. BETWEEN

0
18. CAUSE OF DEATH (Enter only one cause per line for'(a}, (B), and {c).
S ONSET AND DEATH

VvSs 300
Rev. 4/59

93¢
o Y20

DATE AMENDED

Ol n | ] W
N--

>

9|l m |

]

o (D

T 1. DEATH WAS CAUSED B

LMMEDIATE CAUSE {a) W‘-ﬁ.ﬂ_‘:‘() wﬂﬂ% R SEs_g )
Candirions, ¢ sy, ) DUE TO i _A_.:e&laac(b gj ﬁLﬂ-&_. ‘gﬁ-&% ﬁ&%wy,d .

Ich glve rize to

(a);
fhaoncer a_z_\,t-a_s—&
T:T;'g"“ cavse laat.]  DUETO (c) -ZLDSL&%’ e - A-’g“&

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but rn:ﬂ‘ related fo the mm'in-l PART N1 ¥ decaased war  female was
disease condition given in PART | [#). there a pragnancy in last 90 days.

l|:] Yor ] O No l O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of Injury in PART | or PART 1l of item 18.)
PERFORMED?. ’ [ (m] m]
YES [ NOOO

20c. TIME OF Hour Month, Day, Year
INJURY a.m.
pm,

20c. INJURY OCCURRED 20e. PLACE OF lNJIJI!Y (0.9, in or ebout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, street, office bidg., eic.) .
NOT WHILE AT WORK O

"J-fm, /3_” /2_&2_,“ /—/6‘ -‘znd last saw"&a.livcor'/'-/3 -/?‘z
4230 P .M on the date stated above, and to the best of my knowledge, from the causes stated.
22b. ADDRESS X 22¢. DATE SIGNED

. 51 - - (Degrea or titis) N <.

,
73a, BURIAL, CREMATION, | 23b. DATE “F3c. NAME OF CEMETERY OR CREMATORY 734, LOGATION (City, fown, o county) {State)
REMOVAL (Specify)

Bupial 1/18/63 -Laurel Qsks Wip
ADDRESS - M 25. DATE RECD. BY LOCAL REG.

24. FUNERAL DIRECTOR

Goodrich Funeral Homa_,_Qa.c.e.o.].e._M. /=y TS FEZ

d Embeimar's St " on Reversa Side)

o

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD QOF

'MEDICAL CERTIFICATION

21, | artended the d
Danth occurred at.

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student.

Signature of Student Embalmer

TN, e e v e, e _ g e e T ST Licensed Embalmer No r3 5 ? O

-,
P Q. Address@&‘& m

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER -in h|s QWN. HANDWRFIING (Failure to comply
with the above constitutes grounds for revocation of license).

[f embalmed by a STUDENT, he also shall sign in his OWN handwriting. -

“If this body is not embalmed fact should be so stated above.




