MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -63—-009342

DEPARTMENT OF PUBLIC MEALTH AND WELFARE 5%
Primary R

R : . . ZQ g’, STATE FILE NUMBER
DO NOT WRITE AMENDED Registration Distrlct No. ation District.No. _ e Registrar's No. _____zf —
ON THIS STUB P W B B2 i

a4 4

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

a. COUNTY Jas per a. STATE Mis sourli COUNTY Jas per admission)
b. CITY (If outside corporate limits, give TOWNSHIP only) Length.of stay in 1b ¢, CITY Inside Limits

iown  Joplin 18 days oo Webb Clty, YeXI No D

c. lF*lg.éPI;JTJ:TE OF (If NOT in haspita!, give location) Inside Limits . d. 5TREEY {If cutside, give location) Reside on Farm

nstiution Freeman Hospltal vkO NoDO AR 516 §. Ball St. Yes O No (X

3. (I_I!AME OF 'DE]CEASED First Middle Last 4, D&;TE Month Day Yeor
2 Or prin
Type or p Welter Troup DEATH February 15 » i 963

5. SEX 6. COLOR OR RACE 7. Morried @  Never Married [ ||a. DATE OF BIRTH | 9- AGE (last birthdsy) | IF UNDER 1 YEAR IF UNDER 24 HR

Male White Widowed (] oiverced 0 }§ | G 1 8380 83 Months | Days W

1Ca. USUAL OCCUPATION (Give kind of work done | 10b. KINb OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT. COUNTRY

Traferes et ruL & VUpgrator Prosperity, Mo, USA

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME t4. NAME OF RUSBAND OR WIFE
James Robert Troup Lucy J. Greening Cecelia Troup

15. WAS DECEASED EVER IN LS. ARMED FORCES? 16. SQCIAL SECURITY NO. | 17, INFOQMI

(:es;b or unknown)l (llf yes, glve war or dates of serv| cec e i'a TroupWeg{}GZ’?;:vBﬁ]o.l St -

18. CAUSE OF DEATH (Enter only ane.cause per line . INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ISET AMD DEATH

IMMEDIATE CAUSE (a) Q&rebra ‘ h%mﬂ\f L\ (-Y=W-X

Vs 300
Rev, 4/59

DATE AMENDED

DOCUMENT

which. gave rize to
above cause (a),
stating. the under-

\ -
lying -cause * lost, DUE TO [¢) FlV‘ “'e“ 05@\0“’ O'*\Q- \,‘\e.\‘t'k d&:&?zh&e, LA ('U\MN

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART lIl. If decoased was femsle was
* dissase condition given in PART I {a} there a pregnancy in last 90 days.

* ' N Unk
Rerny/ l d-abaks C hronic Qs&,:hfli [Ove | B Ne I D Unknown
19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMDICIDE 20b. DESCRIBE H: INJURY OCCURRED {Enter nature of injury in PART I or PART I of item 18,)
0 a

PERFORMED?
YES O NO

oo TIME OF  Houl  Month, Day, Year |
INJURY  am.
p.m.

20d INJURY.QCCURRED .. 20e. PLACE OF INJURY (e.g:, in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT.WORK ] farm, factory, street, office bidg., etc.}
NOT WHILE AT WORK [

. - .21: i attended the deceased fmm__&'_sﬂq soﬂis_“_ﬁs__md last saw m!"“ 0"—2—-’5- 65

9 =30A' m on the date stated sbove, and to the best of my knowledge, from the causes stated.

Conditions, if any, ] DUE 10 (b) ‘_L* pw‘l‘%s t OV tl.hl(m._

AMENDMENTS ON THIS RECORD ARE' AS FOLLOWS
INSTEAD CF

MEDICAL CERTIFICATION

I

Death octurred at.
y i ‘ 22¢: DATE SIGNED
22a. RE [Degres or tifla) - 775, ADDRESS
M.D. Webb Clty, Mo. . 2=15=63
T3a_ BURIAL, CREMATION, | 236, DATE Zic. NAME OF. CEMETERY OR CREMATORY Z3d. LOCATION [Gity, fown, of county) {State)

BuFial ™™ |2-19-63 Webb City Cemetery | Webb Gity, Mo,

CT ESSy 25. DATE RECD. BY LOCAL REG. GISTRAR'S 51G
FoRHEABESinpaon, WeBY Olty,Mo. [%0" 0 0s /&;?w %

{Licensed Embaimer’s Statement on Reverse Side)

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

B‘? AFFIDAVIT OF

ITEM NO.




LA
=
T -

STATEMENT BY LICENSED EMBALMER

I" hereby- certify that the body whose name ‘is recorded é:m-the reverse side of this certificate was embaimed by me,

“or by : -, Student Embalmer No.
working under my personsl supervision.

Student
= _ Signature of Student Embalmer

/i

T i
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (le@: comply
{ - with the above constitutes grounds for revocation of license)., )
™. If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
]f this lgo\dy is not embalmed, fact should be sa stated above.

A

B




