MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF FUBLIC HEALTH AND WELFA b :
Registration District No, ___ T cg_.__._l’rlmary Registration District No. CSQ_O___:...D:RQQII"IYII No. _______/ -

DO NOT WRITE on I
ON THIS STUB AMENDED H-— =P 061311963

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where - d.ce’md lived. I institution: Residence befors
. COUNTY i . :
a Audrain o STATE 3po . b -courmr ~Audrain admisalon)
b. CCI’II'!‘( (1F oumt:e corporate limits, pive TOWNSHIP only) Leur:lféuy in 1b c. Ccl)Tl;Y - . ~ 'T.- .- lnsice Limits
TOWN HMexlco X TOWN Meéxico Yerd Ne O

. FULL NAME OF (if NOT in hospital, give location) Inalde Limits d.:l':I')EEET " [If cutside, give location) Resida on Farm
RESS

HOSPITAL OR
mstmmoN 8173 E. Breckénridge Yes (Y No [ 813 E. Breckenridge |Y»0 nw
. NAME OF DECEASED First Middle Last 4. DATE Month Day Year

(T or print)
e o e ARTHUR SYLVESTER ADAMS AW October 27. 1663

. SEX 6. COLOR OR RACE 7. Married [ Never Marciad [] |8. DATE OF BIRTH | ¥ AGE (lasr birthday) | IF UNDER | YEAR [ (F UNDER 24 HR

. Widowed [] Divorced [ & 2 s - Mol'l'hll Days Hours Min.
Hale Negrg 5/12/1927% 36
. USUAL OCCUPATION (Give kind of work done | 10b, KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE [City and slate or country) | 12, CITIZEN OF WHAT COUNTRY

duriT,m st of working life, aven if retired)
aperer Contractor Mexico, Mo,
. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Jamesa Adam % : ek nrigg Eiffie M Adams
15. WAS DECEASED EVER IN US._S. ARMED FORCES? . 16. SECIeA?EE‘ I?;T? NC)BrI 17. ﬁdrom = Addlj?ly
(Yes, no, or unknnwn),(llyu, give war or domof:arv:ce)l 94_22.‘_0_“'29 I‘IEE ) Eiffie Mey Ada,ms _ Mexico ' Mo .

18. CAUSE OF DEATH (Enter only one cause per lina for {a), (b}, and (c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: . ONSET AND DEATH

VS 300
Rev. 4/59

"0nd 7
2{;.0‘/7

DATE AMENDED

DOCUMENT

which gave rise to
asbove causa (s),

stating the under-
lying caute last

Conditions, If anv.] DUE TO (b)

DUE TO (c)

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART IIL. If deceased was female was
disesse condition given in PART | () there a pregnancy in last 90 deys.

WYBI l [] No I O Unknown

19. WAS AUTOPSY | 20s. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART 11 of item 18.)
RMED? [m} a

o s P | SAeKN ' 4
20c. }H}SR?F Haur Month, Day, Year
1520 %2 \o-21-W

20d. INJURY QCCURRED 20e. PLACE OF INJURY [a.g., in or about homa, | 20f. CITY, TOWN, OR LOCATION

WHILE AT WORK
NOT WHILE AT W‘gkw

’ her ..
21, | attended the deceased homAD‘_n&L—, o and last saw i alive on

y L . on the data stated sbove, and to the best of my knowledge, from the causes steted.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

farm, factory, street, office bidg., etc.)

Death occurred at.

22c. DATE SIGNED

f:::jmn' \. (Degr;:'; li'rle) ulgooness ! l M tos \s Q

23a, BURIAL, CREMATION, | 23b. DATE 1 T3c. NAME OF CEMETERY OR CREMATORY 73d. LECATION (City, town, or county) {Stare)
" REMOVAL (Spacify)

Burial 10/31/63 Elrwood Mexico

HMa,
24, FUNERAL DIRECTOR T ADDRESS 25, DATE RECD. BY LOCAL REG. ’B\ REGISTRAR’S 5I1GN E
Arnold Funersl Home Mexico Mo /(} 28/ 753 ,('17,51/;& cg M

[Litensed Embalmer’s Statement on Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON

SHOQULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

| hereby ceriify 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.:
] - - T

Studenr____ : i igne S /2/,%'__
Signature of Student Embalmer - ) T St S AT
Licensed Embaimer Ng.m

. O T ) P.O.Address%.eé&ql/%;_

T

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in h:s OWN HANDWRITING (Failure to comply
with the above constitutes grounds for revocation of I|cense) 1 ! + o -
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




