'MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH =63-016972

DEPARTMENT OF PUGLIC HEALTH AMND WELDAW . STATE FILE NUMSE
DO NOT WRITE AMENDED Registration: District No. Primary Registratian District No. 58 77 ——Regiatrer's | Nu ___é____________ R

ON THIS STUB FIED Wiy 1963 -
1. PLACE OF DEATH i 2. USUAL RESIDENCE (where deceored lived. [f institution: Residence befora

a. COUNTY 8. . miasslon;
Oregon SATE M1 agourt " Oregon sdmissfon)

b. Ci'l;l (If outside corporate limits, give TOWNSHIP cnly} Langth of stay in 1b c. CITY Inside Limits

TOWN Piney 10 yrs‘ TS&N Alton Yes [ Nﬂm

< :{lg.éplli‘ikATEoeF {I# NOT in hospital, give location) Insice Limits d. AS;%EREETSS {If cutside, give location) Reside on Farm

INS!ITU‘IION Rt . 2 Alton ¥es [0 No R Rt N 2 Yes H Ne 07

3. NAME OF nzcusen First Middla Last 4. DATE Month Day
(type or print)

VS 300
Rev. 4/59

10750

DATE AMENDED

Year

. QF
Mary *  Francie Boze peATH  Aprdl 19, 1963

5. SEX 6. COLOR OR RACE 7. marriedX) Never Married [J [8. DATE OF BIRTH | 9- AGE [last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR

Femgle White Widowed [ - Divoreed [ 12/16/96 66 Months | Days W

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (City end state or country) | 12, CITIZEN OF WHAT COUNTHRT_
-during most of -:orkinq.life, éven if retired)

__Hougewife D mmL_ﬂ_u&A%,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE .

George Duncan Luke Boze
15. WAS DECEASED EVER IN LS. ARMED FORCES? . . Address
(Ygy, no, or unknown}l [If yes, give war or dates of servi

Gene Boze Alton, Misgouri

18. CAUSE OF DEATH ([Enter only ene cause per line INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ————— ONSET AND DEATH

™

IMMEDIATE CAUSE (o) wa-\ ) 1

Conditions, if.any, DUE TO (b} Q.N&:; %—M \W Y

which gave rize o hd
sbove couze (a),

stating the ui - |

Iying cause last. DUE TO <]

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bt not relasted to the terminel PART ML, 1 decessed wat female  was
disease condition.given in PART L.(a) thers a pragnancy in last 90 dayy.

[Ooye [ ONe | O unkrown

. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE NOMICIDE 20b. DESCRIEE HOW INJURY OCCURRED. (Enter nafure of injury in PART | or PART Il of item 18,)
PERFORMED? 0 O 0
YES) NODO3

DOCUMENT

. X -
l “

RUS

. YIME OF Houl - Month, Day, Yesr |~
INJURY a.m.
p.m.

. INJURY OCCURRED 20e. PLACE OF INJURY (.4, in or about home, | 20. CITY, TOWN, OR LOCATION STATE
WHILE AT WORK i farm, factory, sireey, office bldg., etc.)
NOT WHILE AT WORK [J . -

-~ .

l — e \ A - _.-
. I.aftended the decen‘ed"f-ro - I\“L b3 m&ﬁgv—\ﬂj}d ,th nw Rlerl;' alive on \ﬁ "' L
Desth . occurred  at. 4 g_ﬂ._.il;l._.___—m o e date stated above,.and 'o the best of my knowl@, from thé causes stoted.

Tia. SIGNATURE : S Degree or fitiel |7 AooREss ——— 22 DATE SIGNED

Q—“—OW MW \\, o NJ ¢/-22-¢3

23a. BURIAL, CRE , | 236. DATE 23¢. NAME OF CEMETERY, OR CREMATORY 23d. LOCATI(T {City, town, or county) {State)
REMOVAL (Specify) 17( - 6 3

Burial ‘Norman Qemetan;
24. FUNERAL DIRECTOR ADODRESS 25. DATE RECD. BY LOCAL REG.

*Garter Funeral Home Thayer, Me.| ¥-22-45

(Licensed Embalmer’s Statement on Reverse Side]
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MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIiBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.
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c.

STATEMENT 8Y I.ICENSED EMBALMEI

T : _:_’_A- . , . . B e..b?

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, £y~

or by . Student Embalmer No.

working under my personal supervision.

Student_

Signature of Student Embalmer

Licensed Embalmer No Jd \;0

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER In hls OWN HANDWRITING (Fallure 1o comply
- with the above constitutes grounds for revocation of license).
. If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

If this body is not embalmed, fact should be so ‘stated abave.
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