MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH T =63-003528

OEPARTMENT OF PUBLIC HEALTH AND WELFAR 7 ' STATE FILE
on Di / . - NUMBER
DO NOT WRITE AMENDED Rogistr ; eimery Registration District No. 1 ( ) __Registrar't No.

QN THIS STUB

1. PAACE OF DEATH 2 USUAL RESIDENCE (Where decessed Fved. If instifution: Rewidorce bolore

a. COUNTY a. STATE’ Miggour$: COUNTY Den.t sdmission)
b. CITY (If outside corporste limits, give TOWNSHIP anly) Length of stay in 1b < CITY Inside Limits

OR
TOWN St .ouls ToWN Salem Ye [ Ne O
c.. FULL NAME OF (1f NOT in hoapital, glve location, Inside Limits d. STREET i i i
HOSPITAL O ) ADDRESS (if outside, give location) Reside on Farm

instiutioN  Deaconess Hospital Yes @ No [ Ye QX MO
3. NAME OF DECEASED Firyt Middle Last 4. DATE Month : Day Year

(Type or print) CF
Lea Grogan peaTs  Fahyoary 1, 1963
5. SEX 4. COLOR OR RACE 7. Martied ]  Naver Married (] |B. DATE OF BIRTH | 7. AGE (last birthday} | (F UNDER | YEAR | IF UNDER 24 HR
Male White Widowed [ Divorced 3 2/20 /1898 6'4 Momth Days Hours | Min.

10a. USUAL OCCUPATION (Giva kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 1i. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during m?l of working life, even if retired) Farming Dent Coe ’Moo U'S°

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

E.F.0rogan Margaret Hicks Nona-

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. [17. INFORMANT . Address

{Yes, ﬁ' or qnl:rmvm) I {I1f yes, give war or detes of zervi M‘r
e Nona Grogan, Salem,Mo,.

18, CAUSE DF DEATH (Enter only ona cause per lino INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: . ONSET AND DEATH

wmmeoiate cause @ Cerebral hemorrhage 1 wk.

Conditions, any,|  OUETo () _RUpture unknown cerebral

artery .
which gave rise to j wlith hype rtensian

above cause (a),

stering the under- | o Arteriosclerotic cardiovasculzy disease/

lying cause last.

PART 1. QTHER SIGNIFICANT CDNDITIDNS CONTRIBUTING TO DEATH but not reisted to the ‘terminal . PARY 1Il. If deceased was female was
disease condltion glven in PART | (s) there a3 pregnancy in last 70 days.

9‘22»/ {Oves | O [ O unknown

19, WAS AUTOPSY | 20a. ACCICENT  SUICIDE HOMDlCIDE 20h. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART Il of item 18.)
O O

PERFORMED?
YES O] NOZK

20c. TIME OF Hour Moanth, Osy, Year
INJURY a.m.
pm.

20d. INJURY OCéURRED 30w, PLACE OF INJURY {e.g., in or about homae, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK O farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK [J

1 ded the d 4 from. 1-26-61 1o. 2“1-63 and last saw :i'r:‘."“nn 1—3]__—6"1
Peath occurred at. 2 ‘]J-O amn _ m on tha date stated sbove, and to the best of my knowlédge, from the causes stated.
22b. ADDRESS 22c. DATE SIGNED

M.D. 634 N. Grand Blvd. 2-1-63

23a. BURIAL, casmnon 236, DATE 2:£ NAME OF CEMETERY OR CREMATORY 73d. LOCATION [City, fown, of county] (State)
REMOVAL (Specify)

Hem 2"'3'63' ADDHESS _Ceda.r GrOLm 2.8 }E?}I M SIGINATU

24. FUNERAL DIRECTOR Ef RECDI Oigl. REG. ’ _ RE . 5
Spencer Funeral Homs, Salem,Moe Moad Pvidh LI 0

VS 300
Rev. 4/59

DATE AMENDED
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AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

o

DOCUMENT

MEDICAL CERTIFICATION

{Degrea or titla)

USE BLACK INK
OR
TYPEWRITER RIBBON

ITEM NO.[ SHOULD READ

BY AFFIDAVIT OF




STATEMENT. BY LICENSED EMBALMER

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

. Studgnf Embalmer No.

or by

-working under my personal supervision.
studer“ . ) i M 27 %W/(j—\
Signature of Student Embalmer = % 7

Licensed Embalmer N

.":‘ .ﬂ:l;:“. P. O. Address //Z?T/M M ’

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

with the above canstitutes grounds for revocation. of license}.
If embalmed by-a.STUDENT, he also shal! sign in his OWN handwriting. .. . . P grreyot
f this Bod\} is Aot embatmed fact should ‘be so'stated above. e T e e

. . = ot fmain?

R —




