MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —63-004'766

DEFPAR H| F P L| A
TMENT O uBLIC HEALTH .AND WELPF “. 5 a.' STATE FILE NUMBER
Registration District No & N Primary Repistration Diytrict No, Pud _Regisitar’s No. ____l A,

1. PLACE OF DEATH ) 2. USUAL RESIDENCE (whara deceated lived. If imstitution: Residence before

. COUl . . .
a. COUNTY Sal ine ) a STMEMI ssour ib COUNTY Sa l 1ne admissian}
b. CI'I;! {If outside corporata limits, give TOWNSHIF anly) Length of stay in b c. CITY Insida Limits

TowN Marshall 5 yvears Tgs""‘I&Larsha]_l Yes §d No [

c. FULL NAME OF (If NOT in haspital, give location) Inside Limits d. STREET (Mf cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS

INSTITUTION Fitzgi‘obon Hogpital Yes G Ne D 585 West Jackson Yes [1 No i
3. NAME OF DECEASED First Middle Last 4. DATE . ‘Month Day Yeor

[Fype or print) KATHLEEN PEAM ) MC RADY DEOI'I'H J‘an uary 2 5 . 1963

5. SEX B 4. COLOR QR RACE 7. Married Mever Married [] [8. DATE OF BIRTH | 9 AGE (faat birthday) | IF UNDER T YEAR _{F UNDER 24 HR

DO NOT WRITE
OM THIS STUB AMENDED

VS 300
Rev. 4/59

v
N VES
3

DATE AMENDED

Widowed Diveorced [] Months |  Days Houwrs Min.
Female White t-23-18
10a. USDAL OCCUPATION {Giva kind of work done | 10b. KIND-OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY

ring most of working life, if ad)
omemaKer. e Own Home Saline County, Mo.| USA
USBAND OR WIFE

13a. FATHER'S NAME - 13b. MOTHER’S MAIDEN NAME 14. NAME OF

A. G. Ballard Sarah E, Sctooli S

15. WAS DECEASED EVER IN U.S. ARMED FORCES2 1146 SOWial SFCURITY N INF NT Address

, no, or unknawn) i ., Qive war or dat -
“Wo [ e ome e or e 7 lMrs. Alta Robinson, Gilliam, Mo.
INTERVAL BETWEEN

1B. CAUSE OF DEATH (Entar only one cavse

PART ). DEATH WAS CAUSED BY: g.b\ j & N ./ ONSET DEATH
' IMMEDIATE CAUSE (o) S A LAR A ¥ s :

A -
Conditions, if any, DUE TO (b} M/\j X MAA A Q

which gave riza 1o
sbove cause (a),
stating the under-
‘lying cause [ast. DUE TO (C) -

PART . OTHER SIGNIFICANY CONDITIONS CONTRIBUTING TC DEATH but net relsted to the terminal PART IIl. If -decn;ed was female was
diseate condition given in PART | (a) there a pregnancy In last 90 daye.

]I:] Yes I [0 Ne I O Unknown

19. WAS AUTOPSY | 20s. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE How INJURY OCCURRED. (Enter nature of injury in PART | or PART 11-of item 18.)
PERFORMED? - O (w] a .
YES ] NOOQ

Z0c. TIME OF  HouF  Manth, Day, Year |
INJURY am.
AL TP

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK farm, factory, street, office bldg., etc.}
NOT-WHILE-AT WORK [

21. | attended the d d from. ‘ ’l = l-’ = bB fo_‘;.lb:-_ba_lnd last law_::‘ alive o

Death red at. - F s m on the date stated sbove, and to the be: of my km ge, from the causes stated.

oo i oy A&:nr title) 22b-w 22¢. DAJE SIGNED
. YR F Y/ /26l

23a. BURLAL, CREMATION, 23b. DAJFE ™ N 3c. NAME OF CEMETERY OF CREMATORY 23d. LOCATION {City, town, or county) (Sma)
REMOVAL (Specify)

Burial 1-28-1963 |'Arrow Rock Cemetery [Arrow Rock,
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGIST'R.AR' IGNATURE

Camphellplewls ' .

[Licensed Embalmer’s Statement on Reverse Side}

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

T

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ .

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBAIMER

I hereby certify that the body whose name is recorded on the reverse side of this certificatle was embaimed by me,

or by Student Embalmer No.

working under my personal supervision.

Student__

Signature of Student Embalmer

. L - i‘ .-f. —‘;lr ..V B
Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in
with the above constitutes grounds for revocation of license). :
|f embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this bedy is not embalmed, fact should be so stated above.




