MISSOUR! DIVISION OF HEALTH — STANDARD -CERTIFICATE OF DEATH I 63"'04 2512

DEPARTMENT OF PUBLIC HEALTH AND WELFARH .-

) wasm~ne— Primary Registratian District Na. __f{{ Z.a_--ﬂenlnrar ‘s No. ___Z_é _____ STATE FiLE NUMBER

Registration District No. _ Z T
DO NMOT WRITE - .
. ‘CE-OF 3 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before

VS 300 a. COUNTY SChuyler a. STATE Mo. b. COUNTY Adair admission)
Rev. 4/59 b. CITY (If ounside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limlts

'Ofgo

owN  Gpregentop 2 montha TOWN  Kirksville Yes K1 No [
pot?

¢. FULL NAME OF {1f NOT in hospital, give location) Inside Limits d. STREET {If curside, give location) Reside an Farm
HOSPITA ADDRESS
WeTuion Greentop Nursing Home vedd NoJ 1313 E. Harrison Yos 3 No I

3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year

(Type or print)
Donalene Alexander bEA October 25, 1963
5. SEX 6. COLOR OR RACE 7. Married ] Never Married [ |8. DATE OF BIRTH | 9- AGE {last birthday} | IF UNDER 1 YEAR IF UNDER 24 HR
Widowed [] Divorced [J Months | Days Hours Mir,
F W =2 7=1889 4
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
during most of working life, even if renired)

: ¢ Schuyler County, Mo. U.S.A°"

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

Ira M. Myers Amanda Shipman William I. Alexander
15. WAS DECEASED EVER [N U.5. ARMED FORCES? 14. SOCIAL SECURITY NO. ] 17. INFORMANT Address
[Yes, na, or unknown) | (If yes, give war ar dates of service}

RO L99-2)=5676  |Willi le, Mo,
18. CAUSE OF DEATH (Enter only one cause per line far (2}, {b), and [e). ’ . INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: O:?ET Az DEATH
IMMEDIATE CAUSE {a} (
Conditiony, if any, DUE TQ (b) ym

which gave riss 10 {

sbove causa (4},

stating the undaer- M
lying cause lasl. DUE TO (<) yd

PART |l. OTHER SIGNIF LI‘IING TC DEATH but not related 1o the terminal PARY 110, if  decessad fn_ femnale  was
4 diry A A Ihere a pregnancy in last 90 deys.

DATE AMENDED

DOCUMENT

D Yes l MNO l O Unknown
19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOME|]C|D£ 20b. DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury in PART | or PART 11 of item 18,)
(m] ]

PERFORMED?
YES[] NOID

20 TIME OF  Houl  Month, Day, Year |
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY [e.g., in or about home, [ 201, CITY, TOWN, OR LOCATION COUNTY SYATE
" WHILE AT WORK (] farm, factary, street, office bldg., erc.)
NOT WHILE AT WORK [J

r . . A
21. | attanded the deceased from g/zm t 4 ’Mand last :aWEﬂJi“ °n—,—o—gilL

9:,.15 P. m on the date stated above, and to the best of my knowledge, from the causes stated.
Pun]

[ RZE AL | e, e Vs 11500

T3c. NAME QF CEMETERY OR CRE 23d. LOCATION {City, [awl. or counfy} Astate}

New Harmony Schuyler County, Mo.

ADDRESS 25, DATE RECD. BY LOCAL REG. 26, REGISTRAR'S SIGNATURE
W 72 /963 | g7 g;/

{Licensed Embalmer‘s Statement on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

Death occurred at

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




£96L 07330

STATEMENT BY LICENSED EMBALMER

EL el o e preiyps

| hereby certify.that the body whose name is recorded on the reverse side of this certificate was embalmed by me,
Student Embalmer No.

or by

working under my personal supervision.
\_/ %
Student Signed &-\M
Signature of Siudent Embalmer V /
Licensed Embalmer No _5—/ 5_?

P. O. Address Wm

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in-his OWN HANDWRITING. (Failure to comply

with the above constitutes grounds for revocalion of Iucense)
Iif embalmed by a STUDENT, he also shall sign in his OWN handwriting
If this body is not embalmed, fact should be so stated above.
b ) - o e e T R ".3153:. o=
line, D thmas S48
psite, AT




