MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH =53-005250

L DEFARTMENT OF PUBLLC 'ﬁ"“—?" AND WELFARE 4& f T
DO NOT WRITE AMENDED Regi "&JEB' rimary Registration District No. __ﬁ ~——Registrar's No. [FL__,_______
ON THIS STUB ; -

1. PLACE OF DEATH 7 2. USUAL RESIDENCE {Where deceased lived. I |nst|!ut;on Residence before
a COUNTY Boone « state Mo - b county Boone’ sdmission)

b. CITY (If outside corporate limifs, give TOWNSHIP only) Length of stey in 1b c. CITY Inside Limits

1®on Centralia 6 weeks ww  Centralia Yo X No O

c. FULL NAME OF [If NOT in howpite!, give location) Insida Limits d. STREET It outside, gi i
HOSPITAL OR * ; ADDRESS U outside, giva location) Reside on Farm

wstiTion Campbell Home Yoo No I 117 S.Hickman | Yes O N¥D
3 "NAME OF DECEASED Frat Middis Towt 4. DATE Tonih Day Your

{Type or print) OF
) Bessie Mage Sutherland bEAH  March 7 1963
5. SEX 4. COLOR OR RACE 7. Married Never Married [J |8. DATE OF BIRTH | ¥ AGE (lsst binhday) | IF UNDER 1 YEAR IF UNDER 24_H|!
Fema 1e White Widowed [] Divorced [J I)ct 3 ’ lgpo 62 Mogghs enys | Hours Min.
10a, USUAL GCCUPATION (Give kind of work done | 10&. KIND OF BUSINESS OR INDUSTRY| T1. BIRTHPLACE {City and siate or country) | 12. CITIZEN OF WHAT COUNTRY
HAUGBY L Fgg!ns Mer over 1 rerved) Homemaking Crocker, lowa USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME "14. NAME OF HUSBAND OR WIFE
Calvin Jackson Lena Kurtz Warren J.Sutherland
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. [ 17. INFORMANT Address

(Yes, no, or unl:nown)| {1f yas, giva war or dn!es q 1 warren J Sutherland Hallsville MO ‘

18. CAUSE OF DEATH (Enter only one cauie p X - e e INTERVAL BETWEEN _
- PART 1" DEATH WAS CAUSED & ONSET AND DEATH

[MMEDIATECAUSE(H; Par‘al‘leS GQIfans “’li'h Cardlusculdr eve(:alll
accident and left hemiplegia #pnihs

VS 300
Rev. 4/59

wisl
wrel

DATE AMENDED

DOCUMENT

which gave rise to
above cause (4],
stating the under-
lying  cavse  last BUE TO (¢}

PART |i. OTHER SIGNIFICANT CONDITIONS CONTR[BUTING _TO DEATH but not releted to the lermlnal PART lil. If deceasad was female wes
disease condition given in PART ) {a} ere a pregnancy in |ast 90 days,

Chronic Pyelonephritis . [Oves | oo | O Unknown
19. WAS AUTOPSY | 20a. ACCIDENT  5UICIDE HOMEJC|DE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART Il of item 18.)
FOI a O :

arteriosclerosis

Conditions, if any,] DUE TQ (b}

ERFORMED?
YESO NO
20c. TIME OF  Houl  Month, Day, Yeer Cy

INJURY a.m.
p.m:

20d. INJURY OCCURRED ] e, PLACE OF INJURY (ee in or about home, | 20f. CITY, TOWN, OR LOCATION
WHILE. AT WORK farm, factory, street, oiflce bldg., ete.): .
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'MEDICAL CERTIFICATION

chr .

NOT WHILE AT WORK []

21. | attended the deceus;d from___ 2-15-63 tc.._..._a::_‘ML__nnd last saw :f,:, alive on. 3-6-63

4 :3 5 Da o 'm on the date stated abave, and to the best of my knowledge, from the causes stated.

Death cccurred at

A

USE BLACK INK
OR.
TYPEWRITER RIBBON

[{ ar title) T - | 22b:- ADDRESS - 22c. DATE SIGNED
“ - Centralid, Missouri 3-8-63
T30, BURTAL 1 Bab-hATE 23c. NAME OF CEMETERY OR CREMATORY T Z3d, [OCATION {City, town, of county] {State]

R”{;“ < | March 10, '6 Mt, Hope Madrid, Iowa

25. DATE RECD. BY LQCAL REG. | 26. REGISTRAR'S § GNATURE . E

92/ Fhe
-

SHOULD READ

8Y AFFIDAVIT OF

ITEM NO.

(Uicansed Embalmer’s Sfaterment on Reverse Side)




' STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whase ‘name is recorded an.the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student /
Signature of Student Embalmer

S - ) . License;:i Embalmer No. Mz- 4 _ .

) ] -
.. B . P. O. Addressw

Note: The above MUST BE 'SIGNED BY "THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to comply .
with the above constitutes grounds for revocation of license). .-
" 1f embalmed by a STUDENT, he,also shall sign in his OWN handwriting..
If this body is not émbalmed;, fact should be so stated above.




