STATE FILE NUMBER

MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH E ' O’
CEPARTHMENT OF PUBLIC HMEALTH AND WELFARL ld
5O NOT W’R-i'l'i AMENDED lkzeg?{:r-i%%i!{richl?ﬁ_g_q_M}rimaw Regintretion District No. _.511:‘2_._Rmimnr'l No. o y ______

ON THIS STUB

1. PLACE OF DEATH 2, USUAL IIESIDENCE (Where decasied lived. [F institvtion: Residence before

. COUNTY T. Tesi

i Pulaski ST M4 sgouri” N Pulaskd sdmission}

b. Ccl)‘l;‘( {1f outside corporate limits, give TOWNSHIP only) Length of stay in Th c. CITY
OR

Town Fort Leonard Wood 17 hours TOWN Bt . Leonard Wood Yes [ Ne D
¢. FULL NAME OF (If NOT in hospilal, give location) Inside Limity d. STREET
HOSPITAL OR ADDRESS

INSTITUTION Us A HOEDLL&]- Yesg Ne [J 39 Delafield D'I'.'iVE Yes O NoQ

3. NAME QF DECEASED First Middlas Last 4. DATE Month
{Type or print) OF

Vs 300
Rev. 4/59

Insidle Limite

(If cutside, give location) Reside on Farm

DATE AMENDED

Day Year

JAMES BRYAN BAKKEN PEATH _ Qctober 23 1963
5. SEX 6. COLOR OR RACE 7. Married [J  Never Married B (8. DATE OF BIRTH | ?- AGE (last birthday) | IF UNDER | YEAR IF UNDER 24 HR
Male white Widowed [ Diverced O 190 et 63 Months [ Doys I ?iafl Min.

10a. USUAL OCCUPATION (Give kind of work dane | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and state or country} | 12, CITIZEN OF WHAT COUNTRY
duyring moat af warking life, aven if retired)

- wm- Fort_ leonard Wood, Mo. usa

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

Gary Don Bakken ‘ Glenda Jean Larson el
15. WAS DECEASED EVER IN LL5. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address
{Yes, no, or ynknawn}| (f yes, give war or dates af service}

-—— ——— ary Bakken, 39 Delafield Dr, Ft. Leonardﬂoo

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

IMMEDIATE CAUSE {a) Respiratory arrest

=
=
o
=
)
L
O
a

Conditions, if any,]  DUE 10 (b) Respiratory distress syndrome {prob. Hyalin
oA K . membrane)
stating the wunder-

lying cause lasl. DUE TO {c)

PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING T0 DEAJH but not ralated to the ferminal PART 11). If deceased was female was
disease condition given in PART | {a) there a pregnancy in last 90 days.

[a Yes | O No lUUnh.nown

19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury in PART | or PART !l of item 18.}
PERFORMED? a o, (m] B
YES§ NO[J .

T0c. TIME OF  Houl ~ Month, Day, Yeor |

INJURY a.m.
e.m. :

203. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., In or abaut homa, | 20§, C1TY, TOWN, OR LOCATION COUNTY
wWHILE AT WORK [J farm, factory, wiveel, office bidg., emc.)
NOT WHILE AT WORK a -

.
21, 1 attended the deceased from 22 October te—23 Octobher  and test sow him 3live on

1tk occurred at A 40 Al m on the date stated above, and to the best of my knowledge, from the causes stated.

J‘{ egree of title} 9: AQ%?S 'dospit al . 22¢c. DATE SIGNED
ort leonard Wood Missouri 23 Oct 63

23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fown, or county} {Stare)

23a. BURI DATE
P igayts | PosT Cops sy

24, FUNERAL DIRECTOR ADDRESS ™ 75. DATE RECH. BY LOCAL REG.

Moss— W////,ef,m-/, Mf! M/y4-ry///Ma yZ/a 'fz 3 é

[Ln:emed-ébalmer s Statement 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.




PO Al S S S T I

STATEMENT BY LICENSED EMBALMER

o - e e e "
TS aNT LAl

I e = b
AL ANRAS FERR T < 2 N

3T - &7 : - .
| hereby ce;-lify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by ‘ . ' B - Student Embalmer No,

working under my personal supervision. - L : % L
Student - - Signed { UQW - ) SR———

Signature of Student Embalmer
" Licensed Embalmer No 4 5/75‘

~ssatat It P. 0. Address.@@aguaﬂ;ﬂa

Nole The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN’ HANDWRITING (Failure ‘to comply
wnh the above constitutes: grounds for.revoéation of license). N .

+if embalmed by;a'STUDENT; he alsoshall sign in his OWN handwrmng = .“F_--j?d. N il -A\*;,-:'. o

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




