MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH £3-0
042 1000 . “STATE FILE NUMBER

emema-Primary Registration District No. “s No.

Registration District No, ..
DO NOT WRITE AMENDED -
ON THIS $TUB FHEDODOrr T 19E,

1. PLACE OF DEATH 2. USUAL RESIDENCE (Wherea decessed lived. If institution: Residence before
a. COUNTY Buchanan s 574t Mjssourit county Buchanan admissian)
b. C{I)I: (1 oulside corporate limits, give TOWNSHIP anly) Length of slay in 1b c. CITY . Inside Limirs
OR
TowN St. Joseph 60 yrs TOWN - 8t. Joseph : Yafg NoO

¢. FULL NAME OF (If NOT in howpital, give location) Intide Limits d. STREET ida, give locati i
HOSPITAL OR ADDRESS {If cutsida, give lacation) Reside on Ferm

insTiTeTion 1324, Ne. 2nd St, Yor [ No ] 132[+ No. ?Rd S5t, Ya [0 Nofg

3. NAME OF DECEASED First Middle Last 4. DATE Month Day
(Type or prini)

=
-

Vs 300
Rev. 4/59

DATE AMENDED

Year

BERTHA MADGE ADAMS pEAT™ December 8 1963

5. SEX 4. COLOR OR RACE 7. Married [0 Never Morried [] [8. DATE OF BIRTH | 9- AGE [Jast birthday) | IF UNDER | YEAR IF UNDER 24 HR

Widowed Divorced Months | D | Hox | Min.
Femle Whitre idowed X ivor m] 7/11/1885 78 a3 urs
10s. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
dﬁring st of working life, even if retired)

ome Home Davis City, Iowa USA

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

Herbert E. Lecnard Alice Weable Deceased

15. WAS DECEASED EVER IN U.S. ARMED FORCES? - [ 14. SOCIAL SECURITY NO. | 17. INFORMANT Address

(Yes, ne, or unknown){ {If yes, give war ar dater of tervice)
| None Mrs, John Adams St. Joseph, Mo.

18. CAUSE OF DEATH (Enter only one couie per lina for {a), (b), and {c}. INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (o) hypostatic pneumonia £_days

F
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DOCUMENT

Conditions, if any, DUE TO (b) cerebral hemorrhage 4 days
which gave rise to -

above cause (8},

wtating the undaer- . .
lying couse  last. DUE TO [¢] ijpn‘r‘tnncﬂ 0n

PART 3I. OTHER SIGNIFICANT CONDITIONS CONIRIBUTING TO DEATH but not releted ro the rerminsl PART 11l If deceased war female wm
disease condition given in PART 1 [a) thete a pregnency in last 90 deys.

ID Yes l [ No | O Unknown
. WAS AUTOPSY 20a. ACCIDENT SVICIDE HOMDICIDE 0b. DESCRIBE HOW INJURY OCCURRED. [Enrer netwre of injury in PART | or PART Il of item 18.)
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"TIME OF Month, Day, Year |
INJURY m. .

_ INJURY OCCURRED 200, PLACE OF TNJURY {e.g., in or abour home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK [] tarm, factory, street, office bidg., etc.)
NOT WHILE AT WORK [

. 1 attended the d d from J'L‘l]_y 7’ 19/;ﬂ o lecemhap 77 ]%}“ snw her !ivc o ja) 1 7. 1 ; 53

Deeth oteurred at 10z:4L5 A __m on the date stated above, and to the best of my knowledge, from the couses stated.

{D or title) 22b. ADDRESS 22¢, DATE SIGNED
M— @ ’ 9 ’ 1314 Suchanan Avenue : 12/9/63

23b. Ua 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Ciry, tawn, ar county) (S1are}

12/11/¥96 Memorial Park Cémete;'% st, J M

ADDRESS 25. DATE RECD. BY LOCAL REG. | 26, REGISTRAR'S SIGNATURE

St.JosephMo. | e . /0, 1663 | 780

(Llcensad Embalmar's Statement on Reverse Side]

J . HartsockpDQ ceriricanion

USE BLACK INK
OR
TYPEWRITER RIBBON

SHCOULD READ

BY AFFIDAVIT OF

ITEM NO.




[$ PN B S

Daennuud,

crrke rrloh S

STATEMENT BY LICENSED EMBALMER

| hereby ce-rliﬁ( 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

Signature of Student Embaimer

.

Note: ‘The above MUST BE SIGNED' BY THE 'LICENSED EMBALMER in his OWN HANI'DWRITING._ '(Failuré to comply

with the above constitutes grounds for revocation of license),
(f embalmed by 2, STUDENT, he also, shall_sign in_his OWN handwriting. ¢\ r " o T pareg
tf this 'body is ndr éhbalmééf‘fa'eﬁ“gﬁamd‘ be soStated above. NS ARARES PO

IRy Lot tnrel L 37
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