MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH :63—-01228*7

DEPARTMENT OF PUBLIC HEALTH AND.WELFARE

DO NOT WRITE AMENDED me —AZ&—"M Registration District No. _3_4' 3 S lionlurm s No. 3 STATE FILE NUMBER

ON THIS STUB 201 1983
1. PLACE OF DEATH 2 USUAL RESIDENCE {Where deceased lived.  If instindion: Residence before

a. COUNTY Ila.fayette .8 STATEMiSS o urih COUNTY Lafayett e admistion)
b. C‘_.I)'[!Y (If outside corporste limits, give TOWNSHIP only) Length of stay in Ib c. CITY Inside Limits

X OR .
TaOWN Lexington 2o day - 1own  Mayview YaE] No )
c. FULL NAME OF (teﬂo'fx Elléhive location) Inside imits d. STREEY (if cutside, give location) Raside on Farm

VS 300
Rev. 4/ 59

1 s
Bsqo”

HOSPITAL OR ADDRESS

BN Momoryal Hospital Yl Mol Sl Ll YO No B

. NAME OF DECEASED First Middle Last 4. DATE Month Day Yaar

{Type or print) OF
KATE Je BULLARD - oeam March L 1963
5. SEX &, COLOR OR RACE 7. Maried ] Never Marrled |3 9. AGE (last birthday} |IF UNDER 1 YEAR | IF UNDER 24 HR .
Female | wWhit e Widowsd. (] Divorced : 99 [Months | Days | Hours | Min.
10a. USUAL OCCUPATION (Give kind of work dnn- 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country).| 12. CITIZEN OF WHAT COUNTRY
orks fe if reti . 4 .
MRS Yw oTeEa s * ™ | ymsic teacher Mavview, Mo. U,S5.A,0
“13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Oscar M, Bullard - Agnes Major Never Married

15, WAS DECEASED EVER'IN U.S. ARMED FORCES? ¥6. SOCIAL SECURITY NO. [17. INFORMANT AddnnLexinEto n
by B ?
18

(Yo o nknown) | (F yes, gigy war or dotes of serv Mrs, Frank Hulver

18. CAUSE OF DEATH (Enter only one cause pu line INTERVAL BETWEEN
PART |. DEATH WAS CAUSED B ONSET AND DEATH

mMeEDIATE canse @ COTOnary thrombosis (acute) Sudden

DATE AMENDED

DOCUMENT

Conditions, #feny,y oueTo) Arterio scilerosis
which gave rise to - ; [

e e ) ’ ..
Fing” coma ie.] ouEto@_Chronic nephritis

- PART 1. OTHER SIGNIFICANT CONDI‘I‘IONS CONTRIBUTING TO DEATH but not relsted .to the terminal PART I1l. f decesrved was female was
disesse condition given in PART | (a) there » pregnancy in last 90 days.

I O Yes I_m NoJ I:I Unknown

6. WiAS AUTOPSY | 20s. ACCIDENT _ SUICIDE HOMICIDE 205, DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED?. |m] a a
YES(J NODX

20c. TIME OF _ Hour-  Month, Day, Year

INJURY aam. . \
P

20d. INJURY OCCURRED - in 2 20F. CiTY, TOWN, OR LOCATION COUNTY

" WHILE AT WORK
NOT WHILE AT 0

Pl
- L =032 her .
21. 1 sttended the deceased ‘“'"'_‘Z’M_E,é%g-_’ snd last saw ot alive on 3; , 3,63
" Desth occurred <t : B e 4 on the date stated sbove, mdtoﬂubufofmyknnwl’edge} from the causes stated.
N RE b, ADDRESS 5= DATE SIGNED

Z3a, BURL EMETE REMATORY 23d? LOCATION (City, town, oF county) 5t

r\]’_AL i) _‘3_ 6- 63 1 Mayview, Mo. (Rural)
7R ruuemf‘ DIRECTOR ADDRESS ~~BATE RECD. BY [OCAL REG. | 28. REGISTRAR'S SIGNATURE .

Vaughn~Walker Lexington, Mo. F-L ~ &7 Z

(Lh d Embslmar’s 5t 1 on Reverss Side) -

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STAVEMENT. BY LICENSED EMBALMER

| hereby cerlify 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 ' | Ssgned (} )/ / / (/%'VW

Signature of Student Embalmer
Llcensed Embalmer No. 5’/ Q 7
P. O. Address )/Léo

- Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls 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 handwrmng

I¥ this body is not embalmed fact should be so stated above.

'




