MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 563—02’?’103
DEFPARTMENT OF PUBLIC HEALTH AND WELFARE

STATE FILE NUMBER
Registration District Neo. ______________/L}'rim.rv Regintration District No‘é‘__o a ?.----_legia\‘rnr': No. .0 .

DO NOT WRITE . ENDED HH—O— OB
ON THIS $TUB AM EILED JUr 2941963
1. PLACE OF DEATH X i 2. USUAL BfiIDENCE (Where deceased Lved, If institution: Residence before

s. COUNTY ' a. STATE b. COUNTY sdmission)
Audraw /7

b. CITY (If outside corporste limits, give TOWNSHIP only) Length of stay in 1b c. CITY 4 Inside Limits
OR [ d - OR
o denleen | /8 oW Town Yoy N O

¢, FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {If outside, giva location) Reside on Farm
HOSPITAL OR . ADDRESS
INSTITUTION vr..'g' No [] Yas [0 Ne O

VS 300
Rev. 4/59

DATE AMENDED

T

3. NAME OF DECEASED First Middle - - Last 4. DATE nth Day Year

{Typs ot print) yy/)}/&n MHenry }37-' rom DEATH ﬁ.«L’ /8

5. SEX ) 6. COLOR OR RACE 7. Married [ Néver Married [ [s. DATE OF BIRTH | 9. AGE (Iast siiyilay) T1P UNDER T VEAR

oo ’ Widowed [] Divorcad [ 7 J Months ] Days .
o | Jufels oy 23 1872 4
10a. USUAL OCCUPATION [Giva kind of work done | 10b. KIND OF BUSINESS OR INDUST /'II. BIRTHPLACE {City and state or country) | 12, CITIZEN OF WHAT COUNTRY

during mgat of working life, even if retired) ﬁ - Q % .
2o ’ Wﬂ
13a. FATHE b. MOTHER'S MAIDEN NAME a 14, NAME OF HUSBAND OR WIFE 7

John  Botton Armande Day Newa. Wasrwesf
15. WAS DECEASED EVER IN U.5. ARMED FORCES? ‘.6' SOCIAL SECURITY NO.~ 17. %A Address
{Yes, unknown) | {If yes, glve war ar dates of servica} @
TR RN Y

18. CAUSE OF DEATHM (Enter only one cause per line {ar {a), (b), and (c).
PART |. DEATH WAS CAUSED BY: 278

IMMEDIATE CAUSE (a) =~

Ll laatal 3
INTERVAL BETWEEN
QNSET AND DEATH

DOCUMENT

Conditions, If any, DUE TO (b}
which gave rise to
above cause (a),
stating the under-
lying causa lqsf. DUE TO ()

PART 1l. OTHER SIGNIFICANT CONDI"ONS CONTRIBUTING 7O DEATH but not related to -the lalrnln.l -PART 114 If  decessed was  female  w.
disease condition given in PART | (a) there & pregnancy in lasy 90 dayg

® ] 0O Yes ] {0 Ne ] 0 Unknow

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 705, DESCRIBE HOW INJURY OCCURRED, [Enter nsturs of injury in PART | or PART [1 of itam 18.)
PERFORMED? 0 a
YES O NOQMN

20c. TIME OF Howr Month, Day, Ywar
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK [T farm, factery, straet, office bldg., etc.) .
NOT WHILE AT WORK [J
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MEDICAL CERTIFICATION

21. 1 attended the decesvad from_=— $ -2 ‘1_1" 3 to. ) -__ 16 -6 and lant lﬂwm'"“ on ? 16 Te O

Desth occurred at '7 on the date stated shova, and to the best of my knowledge, from the causes stated.

22a. SIGNATURE {Degree or title) . . 22b. ADDRESS 22¢. DATE SIGNE(

7 : . - are Bty i 17
F3s. BURIAL, CREMATION, X 23c. NAME OF CEMETERY OR CREMATO! 23d. LOCATION (cﬂ‘f, tawn, Or county} (Sréte]

RE, Al (Spacify) - i " \
24. FUNERAL DIREETOR 5. DATE RECD. BY LgAL REG. %G TRAR'S SIGNATURE .
' 0cel, 3/-)96 3 c,L %ug;

{Licansed Embalmor‘lgclmnmr on Reversa Side)

USE BLACK INK

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT 8Y LICENSED EMBALMER

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

or by ) Student Embalmer No.

working under my personal supervision.

Student Signed
Signature of Student Embalmer -

Licensed Embalmer No ;)/?/7?{
P. Q. AddressM&M’%
’,

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure 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 above.




