.. MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ,
T tin Dk Mo G 3y Regstanon Dvis N PR T aegmars o LD P SR S MR
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DO NOT WRITE AMEN
ON THIS STUB DED

1. fu_;g OF DEATH. -2, USUAL RESIDENCE ' (Where dmalggi lived. if institution: Residence before
a. COUNTY. Butler L .8, 5TATE MiSBOUIi b, COUNTY HOWell ) admission)

‘b C(I}'(lY'[tfjm:ide corporate’[imits, give TOWNSHIP only) Length of stay in'1b g %1"‘\' “loside Limits-
own Poplar Bluff 17 Days mwnlf'{est ‘Plains Yes [T No [

e. .FULL NAME OF ({f NOT in hospifal,.nive,lo::aﬁcn) Inside’ Limits d. ASEDBEREETSS {1 ourside, give location) Resitle on Farm

INsTTUTION VA, Hospital Yes g NolJ 1120 Jackson St. Yo [ No X

R #AME OF ?:)CEASED First Middle Last 4. DoAgﬁ Month Day Year
or pri : :
e arpr PAUL WILLIAM GARRETT okm  Sept, 23 1963
3 SEX &. COLORIOR RACE 7. Married [ . Never Marriod [R ls. DATE.OF BIRTH | ¥ AGE {last blﬂhdw) If UNDER. ! YEAR:] IF UNDER 24 HR
I‘Iale White Widowed [] Divorced [ é_os 57 - Months | Days Houn1 Min.

T0a: USUAL OCCUPATION (Give kind of work done | 10b: KIND OF ‘BUSINESS OR INDUSTRY| 13. BIRTHPLACE (City end stafe or country) | 12. CITIZEN OF WHAT COUNTRY-
during most of working life, even ‘i retired)

General laborer General Laborer We U.S.A.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Stelman Garrett Katherne McCelland None
’ 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, ‘SOCIAL SECURITY NO. . 1 . Address
[Yes, no; or unknown) I {If yes, give war or dates of servicai! - '
es Wh’ 2

18. CAUSE OF DEATH ‘(Enter only one.causa per line . L BETWEEN
PART I.” DEATH WAS'CAUSED BY: . A . ONSET AND DEATH -

IMMEDIATE CAuSE' (s WELMIA - - - -

VS:300
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Conditions, If sny,]  DUETO (b) R)LYCYSTIC KIDNEYS, BILATERAL

whith.give rise fo
above caute (0).
stating the_ under

Iymg cavse iu‘? DUE TO!{c) GG\K;F‘NTTAL N i o= e~ o oam

PART {l. OTHER: SIGN!FICANT CONDITIONS CONTR!BUTING TO: DEA‘I’H but not releted to- Ohe tarminal PAﬁT_I!I. If deceased was female was
disease condition given in PART: | (s} there a.pregnancy in' last 90 days.

*  PATENT FORAMEN OVALE : [OYes] O | O uiknown
19. WASAUTOPSY 20a. ACCI!:I?ENT SUI%I]DE HOMEIICIDE 20b, DESCRIBE HOW INJURY OCCURRED. {Enter.nature of mnjury in PART | or PART. 11 of item -18.)

PERFORMED?
Yes@ NOO

20c: TIME: OF Hour Month, Day, Year
INJURY aum. .
p.m. .

AMENDMENTS ON. THIS RECORD ARE AS FOLLOWS
INSTEAD GF

MEDICAL CERTIFICATION

20d. INJURY OCCURRED 20a. PLACE OF INJURY {e.g., in or abput hame, | 20f.-CITY, TOWN, OR LOCATION
WHILE AT.WORK:[] farm, fudory street, ofﬂoe bidg., etc.)
. NOT. WHILE-AT. WORK [3

. /l ‘.H.&d.‘d the & L’-J EB”“A f{ept 6, 1963 .n3ept. 23, 1963,.,&%...".,

‘Death- occurrad at ** a_e m on. the date stated sbove,-and to the best of my, knowladge, from the causes stated.

(Degree or title) . ‘22b. ADDRESS * 2 22c. DATE SIGNED

C el
dholemiat VA. Hospital, Pog]az Bluff, Mo, | 9-23=63
23a. BURIAL, CREMA 23<. NAME OF CEMETERY, OR CREMATORY 23d. LOCATION (City; town, or county) (State)
REMOVAL [Spectfy) .

Burial 9 West Plains Cemstéry West'mai-ns', Mo.

2
24 “FUNERAL DIRECTO! esi{ E RECD, BY LOCAL 'R 26. s_susumua;’/ .
eszgp roy ,%L}{T}tcll Funerai ome ?/ / ? ; z z é

USE BLACK INK

~ OR _
TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

TTEM NO.

' —




STATEMENT. BY - LICENSED -EMBALMER

e is recorded on the reverse side of this certificate was embalmed by me,

, Student Embalmer No._&

Signature of Stu

h-..d

e B

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING (Fallure ta. compiy '

.with the above constitites_grounds for revocation of license), .-
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..




