-+ MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH | =63-016640
DEPARTMENT QF PU?LI:QQ::.:'::[:‘;::QWEL FARE J_i  Primary Registation District No. _ﬂ;:&___m,m"’. No. E!gi{ ) STATE FILE NUMBER

DO NOT WRITE A oienmzee R
ON THIS STUB AMENDED 1 sae9

1. PLACE OF DEATH ' 2. USUAL RESIDENCE (Where deceased lived. 1If instituti Resid: [
a." COUNTY '/_' 96(//8 SACE — & STATEﬁISSo"eI b. COUNTY JA ’ng admission)

b. C‘I)‘I;! (If outside corporate limits, give TOWNSHIF only) Length of stay in b c. CITY Inside Limits

OWN A7 JERNON | I3y own' JoPLIN

c. FULL NAME OF (if NOT in hospitsl, give location] lanside Limits o. STREET [{{] oumd. Qgive location}
HOSPITAL OR AD

WSTTON /S )  STaTs AmdrpRium [0 vml| 60 tissisw

3. NAME OF DECEASED First Middle Last 4, DATE Month Day
{Type or print} § R OF

THOmas 4 QPER | vAm 4PR(L /O

5. SEX 6. COLOR OR RACE 7. Married [T  Never Married [] [B. DATE.OF BIRTH | - AGE [last birthday) [IF UNDER | YEAR | IF UNDER 24 HR

Mﬂ'/—ir WHITS Widowed [X Divarced 1 |9 . /3 —~ 7,4 g 5 Months | Deys [ Hours | Min.

10a: USUAL GCCUFATION (Give kind of work dane | 10b. KIND OF BUSINESS' OR INDUSTRY| 11. BIRTHPLACE.(City and stats of country) | 12. CITIZEN OF WHAT COUNTRY

during most'of working life, evan If ratirad)
. _ STerrs ciry Mo US4
“13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME [ 14, NAME OF HUSBAND OR WIFE

William E, Roper Ruth J: ane Snow Sallie D, Roper
15. WAS DECEASED EVER IN U.5. ARMED FORCES 14 SOCIAL SECURITY N 17, INFORMANT Address
[Yes, no, or unknown) ' (If yes, give war or dates ol 4 q

VS 300
Rev. 4/59

DATE AMENDED

HOSPITAL RECORD |, 0. S.S. MT- VERNON, MC,
18. CAUSE OF DEATH (Enter only one uuu per lina far {aj}, (b, and [c]. INTERVAL BETWEEN
PART I DEATH WAS CAUSED ONSET AND DEATH

IMMEDIATE CAUSE () /7/ASS /L7L PlUsmoiary /7‘5/‘20/2;?#1‘/4 &5 5 AN,

DOCUMENT

Conditions, it any.) DU TO (b) FULIIENARY D JS2ASE  CAUSE YHNKN Y |, SUSPECT T B3ocutses 7
shove eavse o)

stating the v - .

iying ceuss last. DUE TO {c) _

PART 1). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted 1o the rerminal PART I1l. f dwcessad was fomsle was
disssss condition given in PART | (a) these » pregnancy in last 90 days,

]?Yu ] ] Nor I O Unknown

19. WAS AUTCPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of.injury in PART | or PART 1l of item: 18.)
‘PERFORMED? [} 0 O . : L
YEs 0 NOJEf

20c. TIME_OF Hour Month, .Day, Year
" INJURY. a.m.
pm.

RED 20w. PLACE OF INJURY (e.g., in or about home, | 20f. CiTY, TOWN, OR LOCATION COUNTY STATE
20d- mj*ﬁ.%vAoTcﬁg';K [H] farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK ]

21 1 attended the decassed from ,}pﬁ/L g 74.5 o ALRIE /O (TEZ and tost sawrim siive on APRI¢ [0, 1963
Death oceurred 1L /0 AM. m on the date stated above, and to the best of my knowledge, from the causes steted.

el

T 3 i K 22b ADDRESS - —T75%:. DATE SIGNED
2 s ety i e e P " IF X NASS, AT VERN N, S SSour) 47063

_23'3 BUREAI., CREMATION, | 230. DATE | / . ETERY OR CREMA‘I’OF!Y 23d. LOCATION (City, town, or county) (Stare) _

REMO{ALimm 4.12.63 Cenetery Jagper !%o. . Mo,

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |26. REGI S SICHATURE
Ulmer-Moss Funeral Home, Sarcoxie) Mo, #—/A%3

(Licernad Embalmer’s Statemant on Reverse Sidc)‘

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTII;ICATION

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, T

Student Embalmer No.

or by

working under my personal supervisio.n. . 7 ’W 3
Student. Slgned m
Llcensed Embalmer No. 5/"_3 /

" P, Q: Address G.uﬁ;-ﬁ,@ m

¢ Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa:lure 1o comply
with the above constitutes grounds for revocation of license). -
If embalried by a STUDENT, he also shall sign in_his OWN handwrmng ' ‘-
i thls body is not- embalmed fact should be. so stated above.

Signature of Student Embalmer .




