MISSOURI DIVISION OF HEALTH — STANDARD. CERTIFICATE OF DEATH 163023556
DEFARTMENT OF PUBLIC HEALTH AND WELFARE

. " ) : STATE FILE NUMSER
Registration District Na. »-ﬂ»-@———)ﬁmary Registration District No. __Mﬂ_legimlr's‘ No. _..L[__.________ i
DO NOT WRITE AMENDED -
ON THIS 5TUB FI' Er N2 S5 1ans

1. P‘_‘FE OF DEATH T, . 2. USUAL lESIDENl:E (Where decested -lived. I institutiom Ruldemu‘baﬁ:'re'
8 COUNTY Carter .a. STATE MO o b.county Qarter admission)
bl C(i)'l;r {1f outside corporete limits, give TOWNSHIP only) Length of stay:in 1b €. Cé‘l;\’ Enside Limits
own B11 sinore 30- yrsa. TOWN ,E‘llsi.nore vei X No O
c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d.. STREET (If. cutside, give location): Reside on Farm
HOSPITAL GR ome ADDRESS
Yosl| No [ Yes [ Noak]

INSTITUTION
3. :Tlms OF pe)cmsen First- Middie Last 4. DATE Fonh Year
ypa or print, y - . ay
Cora Maude Corsaw A beAm £6 18 1963
5F‘§Ex 6. COLOR OR RACE 7. Married®] Never Married [ [B. DATE OF BIRTH | ¥ AGE (last birthday) [IF UNDER 1 YEAR [ I¥ UNDER 24 HR
emale W Widowed O . Dworeed O [Opt,, 12,1881 - 81 [Ferhe] O [Foun T M.
10a. USUAL OCCUPATION (Give kind of work done | 105, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and'state or country) | 12. CHTIZEN OF WHAT COUNTRY

durﬁ; masf of woirg ||fe even lf rrhrad) Omahe_ , Nebraska U . s . A .

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14: 'NAME OF HUSBAND OR WIFE -
John H. Lorance Elsvira Johnson LowPence Corsaw

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14, SOCIAL SECURITY NO. |17. INFORMANT . - Address

{Yes, Hor "unknawen) | (I‘F yos, give war or dates of service) Néne » s Mary S Gai'ne g Fll Sinoré Ib
X kN - i = »
18 CAUSE OF DEATH {Enter only one cause per line for (a); {b),-and {c). . i . INTERVAL BETWEEN
B . - QNSET OEATH

V$ 300
Rev. 4/5%9

DATE AMENDED

PART i. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Conditions, if any, DUE TO (b} . - -3

which gave tise o -

above., cl:unmd(a), T .
stating the or=: M ) - + ]

lying” cavsa last. DUE TO (¢) - - . / W,

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but;not related to the terminal PART IIi. If deceased was female way
disease. condn]on iven in PART I (a) there:a pregnancy in last 90 days,

v , ] 'I:I.Yes | [] Mo | O Unknown

9. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
e a7 e |

“20c. TIME OF . Hour _ Month, Day, Yeer
INJURY  am.
p.m.

20d. INJURY: OCCURRED 20e. PLACE OF INJURY [e.g., in or sbout home, | 20f. CITY, TOWN, OR: LOCATION COUNTY STATE
WHILE AT WORK [0 farm, factory, straet, office bldg., etc.) .
NOT WHILE AT WORK {J

- yi .“
21, | antendsd fhie deceased h&?"'l‘ﬁ%#‘; nd last saw‘ng'aljva u_n_é_M——
Death ‘occurrad at— i m on the date stated above, and to.the best of my knowledge, from fhe.causes -stated.
or title) 22b. / - . DATE SIGNED)
[ (& d‘a/f' A /@ e tav) 2L t] Bory MT_
- I E) |
[Stath)

73a,BURIAL, C GATION, | 23b. DATE Z3c. NAME OF CEMETERY OR CREMATERY -23d, LOCATION ((y /\'ln, or county)
'REMOVAL {Specify) f

11 o - ) fo)
B4, ?}ﬁﬁ,’ﬁ.kmm .25. DATE RECD. BY LOCAL REG.R%F?E_EE%?S_SIGNAWRE_ Ho.
Pewltt- Sloan F'uneral Home : ;

I‘M, 70

DCCUMENT
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MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




- -
-

STATEMENT. BY LICENSED EMBALMER

1 hgféby certify that the boedy 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

Signature of Student Embalmer

Licensed Embalmer No M 7

P. O. Address f\/

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallure to comply
with the. above constitutes grounds for revocation of license). o

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.




