MISSOURI DIVISION OF HEALTH - STANDARD CERTIFICATE OF D TH

DEPARTMENT OF PUBLIC HEALTH AND WEL n.nné f d . A NUMBER.
DO NOT WRITE AMENDED Registration District No. - ____ — Primary Reguruﬂun District N ___g,gm“,.v, No. __(_gé_

ON THIS STUR =1L k0 JiI Ll_‘lﬂh-

UE.J.

1. PLACE OF DEATH [ 2. USUAL RESIDENCE (Where deceaisd lived. if institution: Residence before
* COUNTY . (3 hniatian * STATE i adound ® ONY(Chalatian ~ rdminien
b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b . CITY Inside Limits

o Oldfield, Tounship P Minutes] W Fondland, Route #2 Yo O N0

€. FULL NAME oF (1§ NOT In howpital, give- 'tmuon Lnside Limit d. STREET i
FULL NAS $ 1] v mits T ¥ sutids, give location) Reride on Farm

INSTITU'I'ION HM Yes O Nogg /0 Med _Youﬂl Yes (3 No O

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) . T

OF
Gngd___Ra#_ ﬁé;,:&e?m DEATH 2“1# £, 1963
5. SEX .. 6. ‘COI.-éR OR RACE 7. Married X aver Married ATE OF BIRTH 9. AGE (lost birthday, \F DER AR | {F UNDER 24 HR

w}bl'ie . Widowed [] Divarced [J I I / 2 / I 940 2 Months [ Days Hours Min.,

Vs 300
Rev. 4/59

o220
6220
Fd

DATE AMENDED

10s. USUAL OCCUPATION (Give kind of work done | 30b, KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

duritg Zon of working life, even if retired) F . s
13s. FATHER'S NAME 13b. Mé%HER‘S MAIDEN NAME . 14. MAME OF HUSBAND OR WIFE

Houand waniin Bun/w | Rogemany Griffin

15, WAS DECEASED EVER IN U.S. ARMED FORCES? . “Address
(Yo1, no. of unknown) ' (yéeg,qiva war g&e: of
lf CAUSE OF DEATH (Enter only one cause per line for (s}, (b), and {c). ’ INTERVAL Bé‘é
PART ). DEATH:WAS CAUSED BY z }D DE?TH
IMMEDIATE CAUSE (a) @M&j M

DOCUMENT

:Conditions, If any, DUE TO-{b).
which. gave rise to
above couse (3},
stating the under-
lying cause last, BUE TO {c)

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated 10 the rerminal PART 11 If decested was female wn
' dismass condition given in PART | (s) thers & pregnency in last 90 days.

] 0O Yes | 0O Ne | O Unknown
19. WAS AUTOPSY | 20s. ALCIDENT  SUICIDE Homtllcnbs 206, DESCRIBE HOW INJURY OCCURRED. (Enfer nature of injury in PART | or PART 11 of ttem 18.}

PERFORMED? -3 O -
Yes O NO OO

20c. TIME OF Hour Month, Day, Year’
INJUR-\' i,

500%™ -
o INJURY OCCURRED R gy | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK O fal AL L i ., 5 @
NGOT WHILE AT-WORK B . H W g‘m 4 » 1 lowion
) - her
21. | attended the deceazad from fa and last saw ,."m alive on.
Death occurred at. . on the date stated abova, and to the beat of my knowle_dgo, from the causes stated.

ﬁa. SIGNATURE {Degres or fitla) Ww 22b. ADDRESS ) 22¢c. DATE SIGNED
'
@i Cheiskin Cbo. Odark, Ho. N 7- 573,
23z, BIRIAL, CREMATION, | 23k, DATE . 23¢. NAME QF CEMET;RY OR,CR_EMATORY [ =" L(_)(_:ATION {Ciry, fown. or caunty} {State)

EMOVAL [Spacify)

Bwu’.al 'M; 5, [gélg Z'gqp,lg Hill G'mgte%; Bz M asouni
24. FUNERAL DIRECTOR ADDRESS DATE RE . BY LOCAL REG. 26 RE STRAR'S SIG ‘ R /
»
) . OM ﬂb‘ L_ML v g ///44‘_. l‘.“‘.-u

(Lh:em;d Embnh'm“ St L on Reverss Sids) /

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK
SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby cerfify that the body 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. :
Studens i i ~ " Signed__" %ﬂd 7

Signature of Student Embalmer
Licensed Embalmer No. ﬁ(jfo

P O. Address (4

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBAI.MER ln h:s OWN HANDWRITING. (Fallure 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 abave.




