MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -63-012479

DEPARTMEMT OF PUBLIC HEALTH AND WELFARE M STATE FILE NUMBER
DO NOT WRITE AMENDED Registiation District No. g f77 _____ Primary Regiatration District No. A0 pocistrer's No %

ON THIS STUB

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

8. COUNTY Mis giss 1pp1 , a. STATE L,IO . b. COUNTY But len, admission)
b. Cég [If outside carporate limits, give TOWNSHIP only) Length of stay in 1b e, CITY Inside Limirg

OR .
TOWN Bert ra nd 2- WGBKS' TOWN Pop‘lar Bl'Llff Yaa XI No O
. FULL NAME OF (If NOT in hospltal, give location) Ingide Limits d. STREET {lf cuisida, give locatian) Reside on Farm
HOSPITAL OR ADDRESS

NSTUTONSe rt rand Retirement: Hopd O NX Unhknown Ye O NoX
3. NAME OF DECEASED First Middla Last 4. DATE Month Day Year

(Type ar print) . -OF - s
Gertrude- . Anm Cox cEaWMg rehr 20, 1963
5. SEX 4. COLOR OR 'RACE 7. Morried §@  Mever Married [1 8. DATE OF BIRTH | ¥ AGE (lsst birthday) | IF UNhDER 1 YEAR _IF UNDER 24 HR
. - . Widowed i ed z - Months Days Hours Min.
Female- | White owed O veed D |2/12/6% 70 il

""10a. USUAL OCCUPATION {Give kind.of work dons | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stete or country) | 12. CITIZEN OF WHAT COUNTRY
during moat of working life, even if retired) :

X . ‘ Thap]
13a. FATHER'S NAME fe 13b. MOTHER'S MAIDEN NAME :4. NAME OF HUSBAND OR WIFE
Alfred: Carllsle Unknown: Alvis: Boyd Cox

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SCCIAL SECURITY NO. | 17. INFORMANT Addrass
(Yes, nol\?r_ unknuwn)l (If yes, give war or dates g Pa'lJ.l c_ox’ FOrt worth. , Texa—S:

18. CAUSE OF DEATH (Enter only one cause p INTERVAL BETWEEN
ART (. DEATH WAS CAUSED 8Y: i - | ONSET gD DeATH
IMMEDIATE CAUSE {a)
Conditions, if any,]  DUE TO (b) Q/&Z(/‘-/W
which gave rise
above cause (),

itating the under |’
lying cause [est. " DUE TQ (s)

PART 11, OTHER SIGNIEICANT CONDITIONS CONIRIBUTING TO DEATH but not related 10 the rerminal PART 1H. If decoased was female was
distase condition given in PART | (a) there » pregnancy in last 90 days.

ID Yes | X No I O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE '20b. DESCRIBE HOW TNJURY OCCURRED. (Enter nature of injury in PART | or PART Ji of item 18.)
PERFORMED m] O . [m] : .
YES[O NC

Z0c. TIME OF _ Houf  Month, Day, Year |
INJURY  am.
p.m.

20d. INJURY OCCURRED Xa, PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm,_ factory, street, office bldg., etc.)
NOT WHILE AT WORK [J

21. |,attended the deceased ffom—qz‘_ié_._éj;, to. d‘— / 9-'- és and last snw@alive on ? / f— é 3
Death uccungd af- ’—'—\ 6 46- ’o - —m on \\e'dafe stated above, and 1o the best of my knowled\g from the causes stated.

SRSV /.24 PR Ay e ) B

23a. SBURIAL, CREMA 23b. DATE" 23c. NAME OF CEMETI 23d. LOCATION (City, tawn, or county) (State)
REMOVA (

P73 Fagﬁjb%e]amn 3/2-5/6 ADDRESS Galvary L 15 -DATE REED. BY LOCAL ng. AL Jﬁ%t%rin?'ss NATURE ourd.
MeMikle, Charleston, Missouri | 3-23- 63 .Jn—-nd_qé Nockd r

{Licansed Embalmer’'s Statement.on Reverse Side)

V5 300
Rev. 4/ 59

beto
20’2 fp

DATE AMENDED

3
4

DOCUMENT

wr
E4
o)
=
O
L,
[7;]
<
W
o
£
cu-
glo
80
@ |S
w |5
FiZ
|
pd
)
vy
=
Z
[VY)
=
0
z
W)
=
1%

" MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STYATEMENT BY LICENSED EMBALMER

hereby certify that the body whose name is recorded on the reverse‘_side of this certificate was embalmed by me,

. Student Embalmer No___-

or by

working under my personal supervision. : - - - %
sonea_Brcec £ U,Mzﬁ;

Student
Licensed Embalmer No \6-/4?
p. O. Address&aiémzx; A o.

/7

Signature of Student Embalmer

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. .
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