MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH =63<013084
D‘PARWENT °r PUBL':&g::::lTDTlﬂ?: :o.'tf::?_n3.1_8_‘_ﬁifndry Registration District. No. lo.og___ﬂegilh'ar'l No. ____;'3;‘_321. STATE FILE NUMBER

DO NOT WRITE ) -—l
ON THIS STUB AMENDED 1q

1. PLACE OF DEATH - ‘2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY, . : . a. STATE. M3 gsourd b COUNTY New Madjiq admision)
b, CITY (If cutside corparate limits, give TOWNSHIP only) | Length of stay in 1b e. CITY Insids Limits

own ST, LOUIS, MISSOURT om  Mew Madrid » Yes X No O3

¢, FULL NAME OF (If NOT in hos Inside .Limit d.- STREET H cutside, give . locati Reside-
FULL NAME O i ﬂ gﬁﬁgﬂ’r VII imitg Frliis A eutside, give ion}) eside on Farm
INSTITUTION Ju" Yes[f No[] 930 Matt Yo O No Gp

3. NAME OF DECEASED First’ Middle : 4. DATE Month Day Yaar

{Type or prinf} OF
DA B DEATH March 18 1963
5. SEX .| & coloror RACE 7. Married [J  Never Married’ N 8. DATE OF 3““'" 9. AGE (last birthday) | IF UNDER 1 YEAR. IF !.INDER 24 HR
Female " White wiowsd g oweed D |9 /20 /1888 | 75 Horths [ By [ Hour [ in
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

duri . of. working, life, jeven if. retired
" Hovsewate New Magz:id Co,,lig

13a. FATHER'S-NAME 13b. MOTHER'S MAIDEN NAME AME OF HUSBAND OR WIFE

Eligah Masterg " Rosettsa Fortner l W.R Byrd
15, WAS DECEASED EVER IN U.5. ARMED. FORCES? 16. SOCIAL SECURITY NO. { 17, INFORMANT Address
{Yes, 'ﬁ' or unlmown)] (If yes, give war.or dates. of service) uone w OR.B i, . NGW. Madrid,mo .

18. CAUSE OF DEATH [Enter anly one. :ause per line-for (a}, {b), end (c). INTERVAL BETWEEN
PART |, DEATH WAS CAUSED BY: . . ONSET AND DEATH

[MMEDIATE CAUSE: (a) HYT‘OSTATIC PNEUMNIA 2 days

VS 300
Rev. 4/59

DATE AMENDED

O,

DOCUMENT

‘Conditions, if any, DUE TO (b}
which gave rise to

bove . N
:tating fl::’fmd(:l)'- - 5& é:-‘)& H
‘lying -cause last.] = DUE TO [c} .

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH But mot ralated 1o the. ferminal | PART L I deceasad was  female  wa
disease condition given.in PART | (a) | ' there & pregnancy in last'90 days

Carcinoms of cervix i y 10 ver [H3 M0 | O trknow

19. WAS AUTOPSY | 20a, ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature.of injury in-PART | or PART 11 of item 18.)
PERFORMED? - O o} a )
YES{1 NO [T ) i -
20c. TIME ' OF Houl_  Month, Day, Year .
INJURY am. "
[-%, /%

20d. 1MJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK [ farm, factory, stréet, officé bidg., étc,) R
NOT WHILE-AT.WORK [J -

! ] s
21, 1 ‘attendsd the decessed froi . ;|a__3.jlﬁ_L63—and last saw gf,; alive o h oFdak

.Death oncun—ed at. m on the date stated:above, and-to:the best of my-knowle&g«, from the causes stated.

22a; slsmmuzé V (D? or title) . oD | 22;2;195 /SE;E

Z3a. BURIAL, CREMATION, | 23b. DATE - 73c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fown, or .county}. {State)

REMOVAL Gracit 323163 Evergreen Cemetery New. Madrid Mo,

’ 24. FUNERAL DIRECTOR ADDRESS 25, ECD, BY LOCAL REG. | 26. TRAR'S SIGN UIEE_ :
Richards: Funeral Home, New Madrid, Mo, MEﬁ 21 1963 |- Z‘JM. /79,

£

AMENDMENTS ON THIS' RECORD ARE- AS FOLLOWS
INSTEAD OF
MEDICAL CERTIFICATION |

USE BLACK INK .
OR
TYPEWRITER RIBBON

SHOULD READ

BY 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 a : : Student Embalmer No.

working under my personal supervision. - : @ ~
) t‘ A e
Student. i _ { U 2 (L“ML\;

_ Signature of Student Embalmer
Licensed Embalmer No )}' G ri

P. O. Address__ /™

1T Notés The abovefMUST BE SIGNED BY THE LICENSED EMBA[JV\ER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). v
If embalmed by a STUDENT, he’also shall sign in his OWN handwmmg -

.~ If this body .is not embalmed fact-should be so stated above. iy

-~ Fl




