MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH '. 63—026933

DEFPARTMENT OF PUBLIC HEALTH AND WELFARE
- - -
jetration Digtrict No. ___*§_ __L____,_Prlmary Registration District No. _’f_.ﬁ_/__é_ﬁ__legishar'l Ne. _é-_é__-_______

STATE FILE NUMBER

DO.NOT WRITE o
ON THIS STUB AMENDE

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deccased lived. (f institution: Residence bafore

a. COUNTY Suliivan : a. STATE pf§ eaoypy B COUNTY Sullivan admision) ./
b. CITY (If ourside corporate limits, give TOWNSHIP only) Langth of stay in 1b c. CITY Inside Limits ¢

TOWN Milan & months TOWN Milan Yes 0 No O

I/ o \(‘J . FULL NAME OF (1f NOT in howpitsl, give locstion) Inside Limits d. STREET {H ouwtside, give location) Qeride on Ferm
—— HOSPITAL OR ADDRESS

2/0r0- INSTITUTION S, Mary' St. Yo J1 NoD Duncan Twp. Yes ] No [J
3 - NAME OF DECEASED First Middta Last 4. DATE Month Day Yoar

{Typa or prinn N OF
Clyde Willard Hoskins DEATH  June 8§, 1963
5. SEX 6. COLOR OR RACE | 7. Married 8 Never Married [] [8. DATE GF BIRTH | % AGE (last birthday) [IF UNDER 1 YEAR | IF UNDER 24 HR
Male White widowed [ Divoreed [ 2/23/1902 61 Months I Days HournT Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City eand atate or country) | 12, CITIZEN OF WHAT COUNTRY

i F working life, aven if retired ; : '
Fuar.%rgsf_l of working aven if retired) Famlng Adalr Gounty, MO. U .S.A £
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

John J. Hoskins Margaret Ellen Browning Chole Hoskins .
15. was DECEASED EVER IN U.5. ARMED FORCES? i EAS1ar E8S1IDITY Mo 17. INFORMANT Address

Yeos, 1 ¥ (IF i dat f N .
fYos, nopg okt [ (T yesp i o detes of serv Chole Hoskins Milan, Mo.

18, CAUSE OF DEATH (Enter only one cause per lme for n). {b), & INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: b/\ B 851 AND DEATH
IMMEDIATE CAUSE m Tt

Conditions, if any, DUE TO (b) ‘ W‘_444/W

which gave risa to
sbove cause (a),
atating the v -
lying causa last. DUE 10 {c)

PART 1l, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bur not relared 1o the terminel PART ill. If dacessad was femsle wa:
disasse condition given in PART | {a} there a pragnancy in last 90 days

]DVnI O Ne I O Unknow

19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter natura of injury in PART | ar PART || of item 18.)
PERFORMED a O ]
YES O NO

20c. TIME OF Hbur Month, Day, Yesr
INJURY &s.m.

e -7

20d. INJURY OCCURRED 20e. PLACE OF INJURY (6.9, in or about home, | g01. A TOWHN, OR LOCATIQS COUNTY STATE
WHILE AT WORK (] farm, factory, street, office bldg., etc.} — /

NOT WHILE AT WORK [] ,-1 . i / 7 A A . ' ~L AL N A

21, | an the deceased fro ,”'ﬁm:,. — 0 (—-’ ] -“: last saw hi!m'”“" /._’4_’4"/”

ealh- wrred at vl o 7 ’ on the date staréd , and to the best of myA&nowlsdge, from the causes stated.
= y ]

ﬁl“ CREMAT, g)l)ﬂ 235, DATE  © 17/ ; jZNAME OF CEMETERY OR CREMATORY,/ & | ¥Jd LOCATION Iy, rewn.For Zounty]

VS 300
Rev. 4/59

DATE AMENDED

4

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

. OR
TYPEWRITER RIBBON
SHOULD READ

un";"“ (Spec 6/10/63 | White Oak Gemetery Sullivan County, Mo,

24. NERAL DIRECTOR AQDRE 25. DAITE RECD. BY LOCAL REG. [ 24. REGISTRAR'S SIGNATURE
J

g W o 12 - (3 A0, 221 Lt/ £_‘_I ”

{Licamed Embalmer’s Stmemant on Reverse Side)

BY AFFIDAVIT OF

ITEM NOQ.




~

R23 198

STATEMENT BY LICENSED EMBALMER

hereby certify that the body whose name is recorded on the reverse

or by

side of this certificate was embalmed by me,

. L
;-

Student Embalmer No._ 5

working under my personal supervision.

Student

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER |r1
“with the above constitutes grounds for revocation of license).

tf embalmed by a STUDENT, he also shall sign in his OWN handwriting:

if this body is no! embalmed, fact should be so stated above.

Licens'ed Embalmer No._;z 9/

P. O. Address

[

his OWN HANDWRITING. (Failure ta- comply




