7 MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH MC3—-031026
DO NOT WRITE ’ﬁv M?:‘;'r#ob:_uausaq:{:;::;mt: :o." _E_L__jss- -_.annry Registration Dlllrll:l Ne. _-.Q.’._g.g__lhgmur’l Ne. ————7——-—-—-- STATE FILE NUMBER

ON THIS STUB Bl = AIC 1 o 159
b 1Y POACE OF DEATH - ~ 9 2. USUAL RESIDENCE (Where deceasad lived. If institution: Residence before

s. COUNTY Taney s. STATE Mo . """ b. counTY Taney admission)

b. CITY (If cutside corporate limits, give TOWNSHIP only} Langth of stay in 1b o CITY Inside Limits
QR

TowN Branson TOWN Branson Ynf Ne ]

c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d, STREET {f cutiide, give location} Retide on Farm
HOSPITAL OR ADDRESS

INSTITUTION Home YesnEl No[] 523 Biserman Yes [] NoXJ
3. NAME OF DECEASED First Middie 4. DATE Month Day Yesr

(Tvpe or prind Amos Elbinadenkins *AM  August 1 1963

5. SEX 6. COLOR QR RACE 7. Married Never Married [] |8. DATE OF BIRTH | 9 AGE (last birthdey) |IF UNDER 1 YEAR [ IF UNDER 24 HR

Male W Widowed Divorced [ 8 f6 f189|+ 68 MT'TI DQS Hours Min.

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

Re¥ad T Foed Beore ™ FEED Wameco, Kansas USA

13s. FATHER'S NAME 13k. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Georpge Dacquet Eljzabeth Dac:ﬂm!;e;m Vir-inis Jenkins

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14, SOCIAL SECURITY NO. 17. Address
{Yes, ng _or unknown) | {If yes, gigs wer or dates of aerv]
% | W Vnreinia Jenkins, Branson, Mo,

8. CAUSE OF DEATH (Enter cniv ‘one cayse per ling INTERVAL BETWEEN
PART | DEATH WAS CAUSED BY, . ONSST AND D
IMMEDIATE CAUSE {a} n@ﬂ*
Conditions, if any,]  DUE TO (b) ﬂJ/d.‘?-M-—— h’f/lv .

whith geve rise tol r
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[
4
i
=
=
|
Q
[a]

above cause (2},
staling the under-
lying cause last. DUE TO (¢)

PART (1, QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Iil. (f deceased was female was
disaase condition given In PART | (a) there a pregnancy in last 90 days.

[ [0 Yes I O Ne | O Unkacwn
19. WAS AUTOP;- 20a. ACCBENT SUICI:lIDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter aature of injury in PART | ar PART 11 of item 18.)

PERFORMED?
YES[] NO

20c. TIME OF Hour Month, Day, Yenr
INJURY am.
P

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.q., in or abour home, | 204. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, factory, street, office bldg., er.)
NOT WHILE AT WORK [ o f "

1
- o
. 1 aftended the deceased irummﬂd%%- t )Lb_L_and last saw iy, alive on (/f’/
Death occurred at \ -—S: D \N‘m an the date stated shove, and 1o the best of my knowledn/frum the causes stated.

22a, §JGNATURE {Degree or title) 22b. RESS 22c. DATE SIGNED

!l !2~Qﬂ 1 W | D. ga\w/ "‘)/M, 6?‘@3
23a. BURIAL, CREMATION, | 23b. DATE - 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, of county) (S#fate)
REMOVAL (Specify) -

Burial B8/3/196% Ozark Memqrial Branson, Missouri

24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. [26. REBISTFAR'S SI?‘I'F
Walter Cobb, Branson, Mo, 5—?—45 .ﬁu %&

[Liconsed Embalmer's Stalement on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




) \\_Wﬂ-“w Jituﬂg

"y o Y, T, U PR
N$ X CLXEA B SN & STATEMENT IB¥ 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 Embalmer No.

working under my personal supervision.

Student Signed dw M .

Signature of Student Embalmer

R : -~ a1 Licensed Embalmer No. ) ol 7..?/
Ny \Q S ‘
&— Q—\ A, ff— LA {\(: Q. Address_&d—‘-‘-“-', ”"U

Note: The above MUST BE SIGNED BY THE, LICENSED-EMBALMER in his OWN HANDWRITING p(Fallure to comply
with ithe above consmuiespéroundscfor revdcation of-licensé)y | i #

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng,»

If this body-is not embalmed fact should be-so stated above. .,




