MISSOURI DIVISION OF HEALTH — STANDARD CERTiF!CATE OF DEATH B63<025588

DIPARTMENT OF PUBLIC HEALTH AND WELFAHs ( b ‘59"-
DO NOT WRITE - Rj!ﬂ.ﬁm District No. Primaty R ion District No. @ 1_’6_ __Registrar's No. _g___ _‘_?_____
1
2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before

ON THIS $TUB
1. PLACE OF DEATH
¢ SAE My, St PPincios

s COUNTY  5t., Francios
b. CITY (If outside corporate limits, give TOWNSHIP only) c. CCI)'LY
TowN.  Knob Lick, Mo.
(if outside, give’ location)

[} L
TowN Knobh” Lick
¢. FULL NAME OF {If NOT in hospital, give location) -d: JASI'I)’lRJ%EE'I'ss

‘ Rural Route
‘4. DATE Month

HOSPITA
At- Home
ng - June

L Of
INSTITUTION
First
7. Married (] Nover Married X |8. DATE OF BIRTH | ¥- AGE (laat birthday)

RHobert
Widowsd 1 Divorced O 1/1 3/194% 18

6. COLOR OR RACE
10b. KIND OF BUSINESS OR INDUSTRY! BIRTHFLACE:{City and state or country) | 12, CITIZEN OF WHAT COUNTRY

Male White
St Louls. Mo. U.S.A,

10a. USUAL OCCUPATION (Give kind of work done
‘14, NAME OF HUSBAND OR WIFE

STATE FILE NUMBER

AMENDED

VS 300
Rev. 4/59

admission)

Inside Limits
Yes O No 18

‘Reside on Farm

Yes ;K No 1

Length of stay in 1b

Inside Limits

Yes [ ‘NGD)

DATE AMENDED

3. NAME OF DECEASED

Year
(Type or print)

1963
IF UNDER 24 HR
Heours Min.

Middle Last

Julian Stuckey

Day
- 21

IF UNDER T YEAR
Months | Days

5. SEX

during mg ﬁ&iv&-glﬁﬁfe, aven If retired}
132, FATHER'S NAME :
Russell Edward Stuckey

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
~ (Yes, no, or unknown) | (If yes, giv ar or dates of serv
e PO, ] VNWO “

13h. MOTHER'S MAIDEN NAME

Juanita Greer
14 GNCiAl 17. INFORMANT

R.W. Greer

Address

Knob Lick, Mo.
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DOCUMENT

MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter only one cause per line Tor (s}, (b), and [}
PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a)

{2
Cmdltiom if_any, DUE TO (k).
which gave riss to
abave cauu a),
stating the r-

lying uuu last, DUE TO (:-)

INTERVAL BETWEEN
ONSET ANG,DEATH

]y

PART 1. OTHER SIGNIFICANT CONDITIONS CON
. -disease condition givan in PART | (s}

1%. WAS AUTOPSY.
PERFORMED
YES O NOJ

20s. ACCIDENT  SUICIDE  HOMICIDE
- 8] O O

BUTING: TO DEATH but not rﬁ’m the - thrminal

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of

T U, If decessed was female wo
there ‘a pregnancy in lest 90 da

]DYu] DNOJ O Unkno
njury in PART 1 or PAI'_[ 11 of item 18.)

20c. TIME OF

Hewr.
INJURY

a.m.
P

Month, Day, Yeasr

20d. INJURY 6CCURRED 20e. PLACE OF INJURY:(e.g., in or aboyt home,
WHILE AT WORK:

-] - farm, factory, streat, offtu bldn otc.}
NOT WHILE AT WORK [J n

20f. CITY, TOWN, OR LOCATION

1?

v 1 P -
. ded the d d from M 2/ b nd last saw ;o alive o /i . -
Death occurred at. ) ‘on she date stated above, and fo the best of my luénledge, fmm the causes stated.
-

(Degree or fitle) - 226, ARORESS ' o . ~ | 22c. DAJE SIGN|
Ll B A DD
23c. NAME OF CEMETERY OR CREMATORY

230, REROVAL (opectl |2 e :
peci .
Burial une,23/1963 HillView Gardens
i 25. DATE RECD. BY LOCAL REG.

24, FUNERAL DIRECTOR ADDRESS M
C.H. Cozean Farmington, Mo. J {4‘3
s Statenent on Rmru Slda)

USE BLACK INK

TYPEWRITER RIBBON

e

23d: LOCHTION (City, town, of county} (Statpf
Near Farmington Missouri

25, |5'I'RAR'2 s IGNATU;E :

ITEM NO.] SHOULD READ

BY AFFIDAVIT OF

{Licensad Embal L’ LI




TRt

D3 Wy e

BT Mr

STATEMENT. BY LICENSED ‘'EMBALMER

| hereby certify that.the body whose name is recorded on the reverse side of this certificaté was embalmed by me, .

or by i » N Student Embalmer No.

working under my personal supervision,

Signature of Student Embalmer o . / £ ‘&f ‘

‘Student____

’ Lucensed Embalmer

l--

Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (F.
with the above constitutes grounds for revocation of license). )
"> If embalmed by a STUDENT, he also shall sign in his OWN handwriting,

' If thls body is not embaimed fact should be so stated ab0ve .

R T N




