MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . BE3~027148
DEPARTMENT OF PUBLIC HEALTH AND WELFARE bl
0 _Ii_Q_,__i_legismr'n HNo. /‘ii____ STATE FILE NUMBER

Repistration District Ne. oo L. ™ Primary Registration District No.
DO NOT WRITE . -
ON THIS STUB AMENDED F-H:F-B—A{,‘u 5—1963 '

1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where daceasad |ived. [t imlilur-ion: Residence before
a. COUNTY Audrain . & STATE Missour ib. COUNT: Aidrain admission)
b. CCI)IRY (If outside corporata limits, give TOWNSHIP only) Length of ay in 1b c. C(._I“'{!‘lr Inside Limits
iowv  Benton City, . . town Benton City Yo No O

€. FULL NAME OF (Hf NOT in hespital, glve location) Inside Limirs d. STREET {If eutnide, give location) Reside on Farm
HOSPITAL OR s § ADDRESS
msnurion. - Benton City,lo. YoXJ No Yes O No ()

V5 300
Rev. 4/59

1004.0
200 C

DATE AMENDED

3. NAME OF DECEASED Firsy Middle 4. DATE Manth Day Year
(Type or print) OF

Ewing Melvin Mildred DEA™M July 26, 1963

5. SEX 4. COLOR OR RACE 7. Married Never Marcied [] 8. DATE OF B(RTH | V- AGE {last birthdsy} [tF UNDER t YEAR | IF UNDER 24 HR
mal - White Widowed Divorced [] lo-b—- 189'? 65 Manths | Days Hours l Min.
10a, USUAL OCCUPATION (Giva kind af work dona | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
durigg rnost of werking life, even if retired) M -
Faraln farm Audrain Co. Mo J.S.A.
132. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Charles A. Mildred Julia Craig Corrine Mildred

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 1o EACILAL SES1DITY SN 17. INFORMANT

{4 Bp- or unknown) I[Il yes, give war or dares of serv Mrs. Ew ing f.llldred Be nton City

18. CAUSE OFPDEA‘I‘H (Entar only one causa per line for (s8], (b), and {e}. INTERVAL BETWEEN

ART I. DEATH WAS CAUSED BY: (’ - /1 ,€ én AND DE
IMMEDIATE CAUSE () AL g “/ Lﬂdt/ {orn "f.'.V"ZZ

DOCUMENT

which gave rlis to
above caure [a),
stating the under-
lying cause last,

Conditions, If any, l DUE TO (b) %\W

DUE TO (c)

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQO DEATH but not related to the tarminal PART . If deceased war fermale was
disesss condition given in PART 1 (e) there & pregnancy In last $0 days.

O Yes l O Ne l O Unknown

19, WAS AUTOPSY . ACCBENT SUICIDE HOM&ODE 20b. DESCRIBE HOW iNJURY OCCURRED. (Enter nature of injury in PART | or PART 1) of item 18.)
O

PERFORMED?
YEs[] NO ]

20, TIME OF Hour Maonth, Day, Year
INJURY am.
p.m.

20d. INJURY QCCURRED 20e. PLACE OF INJURY (8.g.. in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK O farm, factory, street, office bidg. eic.)
NOT WHILE AT WORK [J

.
21, 1 anended the deceated from I L"‘ N S - é - ‘.l_f_fb;_and last saw i, alive on,

Death occurred &1 - on the date stated asbove, and 1o the best of my Wndwledgde, from the causes stated.

22a. SIGNATURE [Degree or litle} J 22b. ADDR [23:. DATE SIGNE-D
(D L%IC'M ?}L >) /LC%%/ /([. 7‘6“7")

73a. BURIAL, CREMATION, [ 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY T LOCATION [City, tawn, or courity) (State}

pUS¥A G | 28_1963 | Benton City Cemetery | Benton City,Mo.
24. FUNERAL DIRECTOR ADDRES! 25, DATE RECD. BY LOCAL REG. 26. TRAR'S SIGNATURE
Precht Funeral iome,Mexico,lo. 7-/5£ 3 M

1
(Licensed Embalmer’s Statemant on Reverse Side) /

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK
OR

O L YENEE B

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

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

“or by Student Embaimer No.

working under my personal supervision.

Student - S 6

Slgnature of Student Embalmar .
Licensed Embalmer No. ._?/2 v

. > I _ - ' P. 0. /f-'\ddrtiss_‘%éé@@zé

Note: The above 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.




