MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WEL FARE

DO NOT WRITE
ON THIS STUB

AMENDED

VS 300
Rev. 4/ 5%

i i i 3 e 11 T

K_____annry Registration Distrlct No. \2-.? Q_Z_Regilrrnr'l No. _ﬂz’%__..

B63-02931

STATE FILE NUMBER

1. PLACE OF DEATH
a. COUNTY

New Madrid

o STATE M4 ssouri

2. USUAL RESIDENCE (Wharq decessed lived,
* b, COUNTY

If inttitution: Residence bhefore

New Madrig "™

Length af stay in 1b

Inside Limizs

b. Cél;( {If ouhide corgorate limits, give TOWMNSHIP anly)

TOWN Lewis Twsp.

<. FULL NAME QF (if NOT in hospital, give location)
HOSPITAL OR

INSTITLUTION 5 4 West of Lilbourn

3. NAME OF DECEASED
{Type or print}

c. CITY
OR
TOWN

d. STREET
ADDRESS

Yer 0 Noe O

Reside on Farm
Yan E No )

Year

life

Inside Limits

Yer NoP

‘Lilbourn

{If cutside, give location)

2 mi, west
4. DATE
OF

BEATH pyrmst
9. AGE [lest binhday}

97320
25 7320,

DATE AMENDED

First

Tiople

5. SEX 4. COLOR CR RACE

Male Colored

10a. USUAL OCCUPATION (Give kind of work done

during moscgﬁranq life, even if retired)

13a. FATHER'S NAME

Mosezell Sims
15. WAS DECEASED EVER IN U.5, ARMED FORCES?
(ras, n?qor unknown} |(1f yes, give war or dates of serv|

Middle

(_ Theardis) Sims

7. Merried [ Never Married [ la. DATE OF BIRTH

Widowed [J Divorced [ 9;6—1962

11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY

Hughes, Arkansas 1]
14. NAME OF HUSBAND OR WIFE

Last Month Day

5 1963
IF UNDER 1 YEAR
Months Days

{F UNDER 24 HR
Hours Min.

10b. KIND OF BUSINESS OR INDUSTRY

13b. MOTHER'S MAIDEN NAME

Gloria Taylor

16. SOCIAL SECURITY NO.

17. INFORMANT Address

Mogezell Sims-Lilbaurn, Mo,

S powe ey, S

18. CAUSE OF DEATH {Enter only ona caurs per line
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE ({a)

INTERVAL BETWEEN
ONSET AND DEATH

=
r4
Lt
=
pm}
[
o
[a]

Conditicns, If any,
which pave risa to
sbove cause (a),
stating the under.
lying cause laat. DUE TO (<}

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH but not relsted 1o the terminsl
disease condition given in PART | (a

20a. ACCIDFNT ~ SUICIDE  HOMICIDE
] 0

Pa
Month, Day, Year

DUE TO {b)

INSTEAD OF

PART 1L, If decassed weos fermale was
there & preunam:y in last 90 days.

D Yes 0 Ne ] O Unknswn

ESCRIBE HOW INJURY OCCURRED. (Enter nature of in P RT | or PART 1l of item IB]
&&féﬁ < 1@4

F-5-us & J"Ll;{ "/

20e. PLACE QF INJURY [a8.g., in or ut home, | 20f. CITY, TOWN, OR ATION STATE

mtrnt, office bidyf, erc.) A i ; 7

b 7 her
and last saw hlrn allve on

19. WAS AUTOPSY
PERFQRMED?
YESO NO

20c. TIME OF
INJURY

Hour
a.m.
p.m.

20d. INJURY OCCURRED
WHILE AT WORK []
NOT WHILE AT WOR

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

to.

. I attended the decessed from
m on the date stated sbove, and to the best of my knowledge, from the causes stated.

Z3¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fawn, of county}® (Sﬁte)

St. Jolmsg Cem, ughs_sa_Arkanqaq
24. FUNERAL DIRECTOR 25. DATE RECD. BY LOCAL REG. 20. REGISTRAR’S SIGNATURE

Ponder Funeral Home-Lilbourn, o. cﬁ-" 7- /3 .é;,}&f fostet

(Li on Reverso Sida)

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

23 M, .
- REMO |. [Specﬂ'v)

Burial

ADDRESS

BY AFFIDAVIT OF

ITEM NOQ.




STATEMENT 8Y LICENSED EMBALMER-

| ‘hereby cenify that the body whose name is reéorded on the reverse side of this certificate was embalmed by me,
3\

N |
or by 2 Student Embalmer No._____

l — ]

’ T [Tz
- G} N 03
.-working under my personal supervigié:n.f {P {9’[14 - s \ v . /
. '\‘ - f/A \ o/ . ) o /( e /
_Student _ 8 _ Signed_~oSL el e

Signature of Student EﬁnbalmL;\

e ot s Licensed Embalmer No _cQ o a0

~P.O. Address ‘—\: Lobty - ) )

.Note: The above MUST. BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fallure to comply
with the “above constitutes grounds for revocation of Yicense). . ..
If embalmed by a STUDENT, he also shall sign in his OWN handwriting. v ‘ t
_|f this body is not embalmed, fact should be so stated above. :




