‘MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B63=-030998
DEPARTMENT OF PUBLIC MEALTH AND WEHL -
DO NOT WRITE Registration District No. ___3 J%Q_}‘ru-nmr Registration Diswrict No. __..-j.ai Reqiitrar’s No. _éj ........ STATE FILE NuMBER

ON THIS STUB AMENDED T 16,

). PLACE O b U Z. USUAL RESIDENCE (where decessed lived. If instifulion: Residence bafore

ncOUNYY S ddand e STATE f}], b. COUNTY  §t,Fdand  2dminion)
.
b. CCI)TRY {If outside corporate limits, give TOWNSHIP only) Length ot stey in 1b C. CCI)TY Inside Limits
. R . ]
1o Bernie o Beanie : Yald NoO)

. FULL NAME OF (If NOT in hospltal, give locatlon} Inside Limirs d. STREET (If outside, give location) Retide on Farm

HOSPITAL OR ADDRESS
wsviition  the famidy home Yesfg No[J Yo O N ¥

v$§ 300
Rev. 4/59

'jo30
2 /0% 0

DATE AMENDED

3 . NAME OF DECEASED First Middle Laat 4, DATE Month - Day

40|
/

(Type or pring) ma d! T W-LLLLGJIIA D?AFTH ' gu,é 12 796;"

&. COLOR OR RACE 7. Married a Never Married [ IB. DATE OF BSRTH 9. AGE (last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
de W/Lde, Widowed [J Divorced O 4_7_7898 65 Months | - Days Hours | Min.

10a. USUAL OCCUPATION (Giva kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

duringemost of working Ilfe, even if retired . } -
gy ’ Beanie, Mo. g 3.
Y32, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14.  NAME OF HUSBAND OR WIFE

Fim Williama Flona Kellen

15. WAS DECEASED EVER IN U.5. ARMED FORCES 16, SOCIAL SECURITY NO 17.  INFORMANT

{Yes, no, or unknavm)l {If you, give war or dates of maCk C w ! f LOLLLAVJL&, K

noe
18. CAUSE OF DE.ATH {Enter only une cause per Tine YOT (3], (D}, BNU (<) IN‘I‘ERVAL BETWEEN

ART 1. DEATH WAS CAUSED BY: , . QMNSET D DEATH
IMMEDIATE CAUSE (a) /f/ )7 SC/-QTDS'IS i _ Yn Enoorn,

Conditions, if any, DUE TO (b}
which gave risa to
abova cause (a),
stating the under-
lying cause last. DUE TO (c)

PART {I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH I:ut not rela!ed 10 the terminal . PART Ill. If decoased was female was
disease condition given in PARY 1 (a} there a pregnancy in last 90 deyw

li‘(es I O Ne I O Unknown

19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMEI]CIDE 20b. DESCRIBE HOW INJURY OCCURRED (Enrar nel’ure of injury in"PART | or PART Il of item 18.)
O O

PERFORMED?
YES[ NOO

20¢. TIME OF Hou! Manth, Day, Year
INJURY a.m,
p.m. .
20d. INJURY OCCURRED T0a. PLACE OF INJURY (e.Q., in or about homa, | 20f. CITY, TOWN, OR LOCATION . COUNTY
WHILE AT WORK O farm, factory, street, offica bidg., etc.) }
1 NOT WHILE AT WORK ]

IR . N N
y e
21, | artended the decessed fro - > t . ld%mnd lagt saw i alive on_ﬁ_,Mzé_l_
2 a 2 & A: . m on’the date stated above, and to the best of my knowledge, from the causes atated.

Death occurred ot

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD CF

MEDICAL CERTIFICATION

22c. DATE SIGNED

72a, SIGNATUR{D //‘/J‘D”)‘P title ’ e _Qo . AOBRES 867’71/.61 MD - - 7'/3 ©- =

23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF C’METERY OR CREMATORY 23d. LOCATION (Ciry, town, or county) - (State}

Bfé”ﬁ‘iﬂ‘s"“"" July 14, 63 Bernie cemef.eyzy
(hiles Und. (o., Bzoam',‘ii"iu Mo / /

{Licansed Embalmer’s Inlemcnr on' Rweru Slde)

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




zot 2% unodn
A .
STATEMENT BY LICENSED EMBALMER

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

Ludu (ooper # 3499 StudexpEObUnENo.

Student

Signature of Student Embalmer

4719

Licensed Embalmer No.

- _ _ _ P. O. Address Blaomﬁe/(d) Mo.

Note: The above MUST BE SIGNED BY THE LICENSED EMBAI.MER 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 thls body is not embalmed, fact shou!d be so stated above.

PR rnn 592 u'"\‘\}'




