MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —GS—OGQQ
Regitfragg- !ErIE‘No. Jgé'igé?ﬁiiiéirimw Registration District No. gﬂ\{. Registrar’s No. 4/L;—¢ STATE FILE NJM;E:R

1. PLACE OF DEATH
s. COUNTY

DO NOT WRITE AMEN
ON THIS STUB PED

V5 300

-—Rév. 4/ 59 ul.s - iRy Tmme = B e

b. CCI);Y {If autside corporate limits, give TOWNSHIP only) Length of stay in 1h - O - Inside Limits
own  Maple Wood , 8 Yrs. St.Iouis Yull No D

1 p <. i 21 ]] pn i imi i ve lacation ide on Farm
et TR WRp Weod Wirsing HPEE wn | o 4123 B VayTor Me- |om

3, NAME OF DECEASED First - Middls Last 4, DATE . Month Day Yeor

(Fype or print) Jennie Ethel Iandon DEATH Feb. 9, 1963

5. SEX 6. COLOR OR RACE 7. Married [0 Never Married [1 [8. DATE OF BIRTH | 9 AGE (Ias birthday} |IF UNDER 1 YEAR | IF UNDER 24 HR
‘Widowed V - - Months [ D How Min.
| _Female White . Widowed @ Oworced O | 1-11-18T1 92 AR
{] . 770, USUAL OCCUPATION (Give kind of work dane | 10b, KIND os-ausn;uss OR INDUSTRY| 11. BIRTHFLACE (City and stete of country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired)’ g
| _Family Home Chesterfield, Ill. UeSe
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
Newton Ea.ltgn Ir eebles Cad Lendon
T5. WAS DECEASED EVER IN U.5. ARMED FORGES? 16. SOCIAL SECURNTY RO. | 17. INFORMANT 4 Ed gW00 dmy . CSE"]?Z Yo

(Yes, or unknawn) | {if.yes; give: war or datet o >
ﬁo ' Hase M ANAA AT o
18. CAUSE OF Dﬁlﬂl {Entar arly ona cause pd LS INTERVAL BETWEEN

[N DEATH WAS CAUSED Byy . . - ONSET AND DEATH
IMMEDIATE CAUSE (o) O Mﬂb #rpw & W staae b B dava.
s _

7

E AMENDED

DOCUMENT

which gave risa to
sbove cause (1),
stating the - - . i s -
lying cavse last. DUE TO (c} < w4

PART 1l. QOTHER SIGNIFICANT CONDITIONS CONIRIBUTING TO DEATH but pot related to the terminal PART IIl. If deceassd was fermale wes
diseass :ondhion given in PART 1 (a ) ) there a pregnancy in l2st 90 days.

rD Y“J__ﬁ No l O Unknown
19, WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMDICIDE 20b. DESCRIBE HOW {NJURY OCCURRED. {Enter naturs of injury in PART | or PART 1l of item 15.}
a I

W 4 ‘
Condltiom,lfimf.l DUE TO (b) oot (¥ond o ; _ fre~ 2 Y

YES[3 NO

20¢c. TIME QF Hour Month, Day, Year
URY &m.
p-m.

20d. INJURY OCCURRED 20e. PLACE OF nmmv (@.g-, in or tbout home, | 20f. CITY, TOWN, OR LOCAIION COUNTY STATE
WHILE AT WORK ] farm, factory, street, office bidg., et} ;
NOT WHILE AT WORK [

“21. | attended the-d d from \)ﬁm&bﬁm IS'i G . n@bﬂdﬁj‘—'&lnd last saw whve o%ﬂ.ﬁg
(. I g 3&m on the Bhte stated above, and to the best of my knowledge, from"the cautes stated

Death occurred ot
GMNATURE {Degres or titis} 22h. ADDRESS 8 fa m “ . ,‘, Ja ﬁ.‘ al't 22c-DATE S!IG'NED
o T X /e & iq Ll 16,0963

23a. F 23b] DATE ] Zic. NAME OF CEMETERY OR CREMATORY. I.OCA'I' OM . {Ci i_ nr oounty) f'“'}
=1]l= . e _ Il
e 7, Chesterfield : “Cues erf' tr .
24. FUNERAL DIRECTOR wﬂﬂfﬁr ightoni 25. DATE RECD. BY LOCAL REG. 3 ‘S ‘ E"'. |

‘ 2 so- 43|

Warner Funeral Howme.,
(Licansed Embaimer’s 5 o R side)

AMENDMENTS ON THIS  RECORD ARE AS FOLLOWS -
INSTEAD OF

MEDICAL CERTIFICATION

SHOULD READ

USE BLACK INK
.o OR -
TYPEWRITER RIBBON

BY AFFIDAYIT OF

ITEM NO.
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4= ) : . ir EBETLIE B
LI culsitugdn Gl 2o

. L 10dnnL a3l _ Rgldue’l Vit fAes Dnd molual
0.‘.1!?0310.;.5:: o JJLJ\ r)“ E-' . ’ ’

T . . ‘ 01

L4

STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse :f.ide of this certificate was embalmed by me,

v . IRy - ) -
or by _~—__ : ~__, Student Embaimer No.————

working under my personal supervision.

Student nas

Signatyre of Student Emnbalmer . r//’ffr o '( .3
) L o . ' Licensed Embalmer No. é Rt

L ) T P. O. AddressB_ﬂn‘Shtﬂh_yI‘_‘.:

Note:, The above MUST BE SIGNED BY THE UCENSED EMBAI.MER in_his OWN HANDWRIT!NG {Failure 1o comply
with 1he above consmufes Grounds for revocation of:license).r: - ;7 "T"‘:““"'“ AT G

L *lf‘embalmed’b‘;‘a *STUDENT, he also shall sign in his OWN ha rmng..
’ ‘\' If 1has body is not embalmed fact sh0uld be e.cuT aiatedJabove /W

® . a...

mﬁa/mao’ betlme. YCrrrovaf/
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