MISSOURI! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF P E A
™ o UBLIC HEALTH AND "ELFAR737 ‘_Z 3 '—bsg”'g Fg E'%&

e e 304
DO NOTWRITE _  _ AMENDED . Registr AT wITTo Primary Registration District No., e 22 @ 3___Regmrars No. £ £ ______

ON'THIS STUB VLD Y ) LR
. PLACE OF DEATH 2. USUAL RESIDENCE lWhere deceased lived. If institution: Residence baefore

a. COUNTY Henry s STATMY ssourd® MY g enry admission)

b. CITY {If outside corporate limits, give TOWNSHIP only) Lengthof stay in 1h c. CITY Inside Limits

owN  Clinton 2 days TowN Clinton Ya & No O

. FULL NAME OF {1f NOT in hospital, give location) Inside Limits d. STREET I cutside, give locati T
HOSPITAL ADDRESS (If outside, give location] Reside on Farm

wanmtion Clinton General Ye R NeO 526 E Grandriver vee 3 no lf
3. NAME OF DECEASED Firgt Middle Last 4. DATE Month Day Year

{Type or print) Louella Florence Neely DS:TH Feb 11 1963

5. SEX 6. COLOR OR RACE 7. Morried Bl Never Married [ |8. DATE OF BIRTH | 9- AGE (last birthdsy) | IF UNDER ) YEAR IF UNDER 24 HR

Widowed Divorced [ Months | Days Haurs Min,
female white | O ved O | Ang 5,1878 84 |
T0s. USUAL OCCUPATION (Give kind of werk dane | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE [City and stata or country) | 1Z. CITIZEN OF WHAT COUNTRY

duripg f workil jfe, even if retired)
"RStSewiy ' Coatesville,Mo USA
132. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME l T NAWE OF HUSBAND OR WIFE

Michael Shivley Elizabeth Gregory Willis J.Neely

15. WAS DECEASED EVER'IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. | 17. INFORMANT Address

[Yes, ﬂ°ﬂbunkmw“,l {If yes, give war or dates of servi Wilbur J R Neely Kansas Ci ty ,MO

18. CAUSE OF DEATH {(Enter only one cavse per line INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE {a) \EK'D[J'D"- CP NS g Vira ,Aj_ Fronn Aot 2.

VS5 300
Rev. 4/59

Y a4
bHa s

IDATE AMENDED

DOCUMENT

which gave rise to
sbove cause fa),
stating the under-
tying <ouse last.

Conditions, If nnv,] DUE TO (b}

DUE 1O (o)

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIEUTING TO DEATH but not related to the terminal PART I1i. if decessed was female was*
disease conditigp given in PART | (a) there a pregnancy in-last 90 days.

e Cactonm cua [O e [ O No [ O nknown

9. WAS AUTOPSY | 20 ACCIDENT SUICIDE  HOMICIDE |20k, DESCRIBE HOW INJURY OCCURRED, (Enter nature of ‘injury in PART | ar PART 11 of item 18.)
psnrgmNEom | 0O g a ’
YES

20c. TIME OF Houl Month, Day, Year !
INJURY a.m.
p.m.

20d. INJURY OCCURRED 0. PLACE OF INJURY {e.9., in or about homs, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK ] . farm, factory, streat, office bldg., etc.)
NOT WHILE AT WORK OO

i -
21. |-attended the decessed from ] 1 7 to 2 /f/ /L'? and last saw_h,.lhve on_ﬁ‘_ul_@_.

6 : 30 P m on the da!e stated above, and ta the best of my knowledge, from the causes stated.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

Death occurred at.

(Degree itle) 2%h. ADDRESS . ' 22¢c. DATE SIGNED
8N “hep. C Lot N, 2/is)

F 3
23a. IURIAL, CREMATION 23b DATE ' . 23c. NAME OF CEMETERY OR CREMATORY 23d. I.DCATIDN (Cidy, town, or county} (sthe) LB %,

pecify] Feb 1}+ 1964@5 tapy Clinton Mo

25. DATE RECD. BY TOCAL REG. | 26. REGISTRAR‘S SIGNATURE

24. FUNERAL DIRECTOR ADDRE . ..
Sickman & Dunnitig F H Clinton,Mo fzh /3. /93 _D&QMMM_
{Licansed Embnlmer s Statement on Reverse Side) ,

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| 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

Signature of Student Embalmer

Licensed Embalmer No._ < >/ C)

P. O. Address‘é_'/éé&_g%—-‘

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). . '

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.




