MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH — 3 90
/ﬂzo , gg— _ﬂsssugu.e :r!ﬂn?en
DO ROT WRITE AMENDED Reginration District No. _ £_£A ke’ —.Primary Registration District No. - d LT 1 Registrars No

ON THIS STUB TTI 'lqhi
1. PLACE OF DEA'I"II 2. USUAL RESIDENCE (Whare deceasad lived. If insfitution: Residence before

. COUNTY . : ‘ las
» GentI:Y a. STATE Mlssm b. COUNTY G'entul'y admission}

b. Cé'l: (if outside corporate limits, give TOWNSHIP anly) Lengih of stay in 1b c. CITY Intide Limits

OR
TOWN Albmv h xrs TOWN Q] bmy Yes ﬁ Ne [J
c. FULL NAME QF [if NOT in hospirtal, give location tnside Limit d. STREEV teide, gi i i
HOSPITAL OR {l Pi i ign) imity ADSEEL e {If cutside, give lacation) Retida on Farm

INSTITUTION 11 0 W, South Yo lp NoD 419 W. South Yo [ No[f

3. NAME OF DECEASED Firsr Middie Last 4, DATE Month Day
{Type or print)

V5 300
Rev. 4/59

6380

DATE AMENDED

Year

WILLIAM HIRAM STAGNER PAM  September 3, 1963

5. SEX 6. COLOR OR RACE 7. Married Mever Married [ [8. DATE QF BIRTH | % AGE (law birthday) | IF UNGER | YEAR IF UNDER 24 HR
Widowed Divorced [ 5, / Maonths Days Hours Min,
3 86 -

—X
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

Surimd Mo S TINE (eI agriculture Washington Co,, Iowz U.5,

138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND CR WIFE

John Stagner Margaret Patrick Amy Eliszabethr Rollins

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 18, SOCIAL SECURITY NO. | 17. INFORMANT Address

(Yes, no, ﬂ un\énown)l (If yes, pive war or dates of service) MI‘S Wj_'l_liam H, S r Alba_rw, MO.

te, CAUSE OFPDEA'IH {Enter only cne cayis per line for {a), (b), and {c}. INTERVAL BETWEEN

ART 1. DEATH WAS CAUSED BY ONSET AND DEATH
[ L
{MMEDIATE CAUSE (o) adﬂ.d—n-.‘.& A ot v L-—L -

v

DOCUMENT

Cenditions, If any, DUE TQ (b)
which gave rise to N

above cause {a),

stating the under-

lying cousa last. DUE TO (<}

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 1O DEATH bul ner relsted 10 the terminel PART 1. M decessed was  female wes
disease condition given in PART 1 (a) thare & pragnancy in last 90 days.

S M&J"— —Ahjl'-‘L - ID Yos I £ Ne I {J Unknown
. WAS AUTOPSY | 20s. ACCIDENT  S\SCIDE HOMEI'ICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enrer nature of injury in PART | or PART (I of item 18.)
a O

TTIME OF Month, Day, Year |
INJURY a.m. .
2.m.

. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK [J

BT
2.1 unended the decenssed from_ﬁgééjé—_ o-@éi}za;ﬂnd last saw p. alive o /.Z -

Denh occyurred ot 230 _A__m on the date stated sbove, and to the best of my knuwledgu. fraom the causes stated.

22a. SIGNATURE ree or mle] 22b. ADDRESS 22c. DATE SIGNED
;ﬁ—m %ﬁ - %—-«’_ S “Przer: 7 fA_r

230, BURIAL, CREMATION, [ 23b. DATE Z3c. NAME OF CEMETERY OR CREMATORY 2JVLOC’ATION {City, tawn, of county} (51e}
EMOVAL [Specity)

i Sept.. 37 .196] Grandview Albany., = Missouri
24. FUNERAL DIRECTOR - ADDRESS 25. DATE_RECD. BY LOCAL REG. 26, REGISTRAR'S SIGNATJMRE
"~ Albany, MOJ 3

Brooks=Cochell Funeral Home " 77'7

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

—— -

{Licemed Embalmer’s Statemant on Reverss Sidel'




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 ne : i Student Embalmer No.

working under my personal supervision.

Student

Signature of Studant Embalmer

Licensed Embalmer No. )4868

Togl. R

P.O. Address Albany, Mo,

.

Note.. The above MUST" BE SIGNED BY THE I.ICENSED EMBALMER in- his OWN HANDWRIT!NG. (Failure to comply
with the above constitutes grounds for revocation of license). - T . .
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng A
If this"bedy is"not embalmed, fact should be so stated above. n




