MISSOURI DIVISION OF HEALTH - STANDARD CERTIFICATE OF DEATH | :-63-009‘732

DEPARTMENT OF PUBLIC HEALTH AND WELFA }
=5 STATE FILE NUMBER |
DO NOT WRITE AMENDED Registration District Ne. &L}rimow Registration District No. & :;__ 5_ Y _Registrar’s No. ————

CN THIS $TUB W
1. PLAC 7. USUAL RESIDENGE (Where decomed Tived. TF TaulTiofion Residence before

VS 300 » COUNTY oy Tauig , ‘ s STAE Migsours couny S, Louls sdmison
Rev. 4/59 b. cmr UF outside corporate fimits, give TOWNSHIP only) Langth of stay in 1b c. CITY Inside Limits

owWellston 4+ Months own  Wellston Yo X Ne O

€. FULL NAME OF ({I1f NOT in hospital, give'iocation) Inside Limits o, STREET f outside, gi i i
FULL NAME O imi ol ('f outsi give location} Reside on Farm

iNsTiution 1582 Wellston Pl. YooX) NoDl 1582 Wellston P1, Yes O No I
3 WAME OF DECEASED Fret Middla Tost 4. DATE Month Day Yaur

[Type or print) LILLIW MAE CANTRELL ’ . DEOAFTH FEb. 15. 1963

5. SEX 6. COLOR OR RACE 7. Martied [1  Never Married [ |8. DATE OF BiRTH | 9- AGE [last birthdey} |.IF UNDER 1 YEAR .IF UNDER 24 HR

Female White Widowed X Divorced [] 12/12/6 5 97 :Monrl-i_. Days Hnm.’]_min_'
-———L- 10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY

6 “RSHSEWLPE™ von 1 retired Home Jeff, Co., Mo, - Usa

13a. FATHER'S NAME T3b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Jacob Kobel Missouri Reynolds, William Cantrell(Dec)

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

{Yes, no, or unknown)l(lf yes, give war or dates ofl:' L' mo Tﬁsﬁ‘;ﬂEAD De go T_ol m &
li

18. CAUSE OF ﬂEATH [Enter only one cause par INTERVAL BETWEEN

ART |. DEATH WAS CAUSED BY: W g , 'ﬂ ONSET AND DEATH
IMMED IATE CAUSE (a) QL&JU—D / wdlsten (0

Conditions, if, any.] DUE 71O (b}

'Jou3
E

DATE AMENDED

2
3
4
5

Lo |
o |
_f2op

10

DOCUMENT

which gave rise

sbove ceruse (a}
stating the under-
lying cause last

DUE TO (<}

PART |i. OTHER SIGMNIFICANT CONDlT]ONS CONTRIBUTING TO DEATH bur not rslsted ro the ferminal PART 11l If deceated wa: X femsls was
dissase condition given in PART I [a) there a PPWDHW;IH last 90 days.

]D Yar l ﬂ’No rD Unknown

19, WAS AUTOPSY 20a. ACCIDENT . SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of injury in PART | or PART Il of item 18.)

PERFORMED? I - ] O 0 .

YES 01 NO B”
20 TIME OF  Houl  Menth, Day, Year |

ENJURY a.m.

P

20d. INJURY OCCURRED 20s. PLACE OF INJURY (e.g., in o about home, 207, CiTY, TOWN, OR LOCATION COUNTY

" WHILE AT WORK (] tarm, factory, street, office bidg., mc)

NOT WHILE AT WORK []

B P 4
| attended the deceased from , - W'ﬂLA . o 2’ —/f‘— e and last ““"'Jl’:z\'""" on— ,/./’i/ga

/ P U m on the date stated zbove, and to the best of my knowledge, from the causes stated.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

"

21,

Death occurr

™

22a. SIGNATY /s [Degrea or title 22b. ADDRESS . . . 2%c. DATE SIGNED
" W ‘777%3\ . Z&- d«/ 2 N~ 4
| (]

232. BURIAL, CREMATION, 23¢. NAME OF CEMETERY OR CREMATORY 23d. #CA{ON ICiti,ijt-owﬂ, or :ouniv(,'l {State)
k3 ]
Rt a/ﬂ 709/63 | Mt. Olive alle Mines, Mo,

~31, FUMERAL DIRECTOR _ ADORESS 75. DATE RECD. BY LOCAL REG. | 25 @n-s SIGNATURE ﬁpr
J. LEE MOTHERSHEAD, DESQTO, M0, | 2—/F -H3 »: Mf% -

Licansed Embalmer's Statament on -Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

8Y 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 Noa.

working under my personal supervision. W A/ -
. /" .
Student Signed szf VAWasd W

Signature of Student Embalmer ‘

Licensed Embalmer No ,'"7“‘5

P. Q. Address_D_e_Q_t.Q,_MQ_-_s -

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 ermbalmed,’ fact should be so stated above.




