MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . E"BB' ~044490
DEPARTMENT OF PUBLIC HMEALTH AND WELFARE -

- STATE FILE NUMBER
Registration District No. ________l.é_d__yrimary Registration Dlstrict No. dﬂ.gz.,___aegimar'l Ne. __._Z_é_______-_

1. PLACE OF DEATH 2, USUAL RESIDENCE (Where decessad lived. [f imstitution: Residence bafore

a. COUNTY Jefferson ‘a. STATE Mo, b. cgug?fers on admisaion)

b. COI'I;I (If ourside corparate limits, give TOWNSHIP only) Length of atay in 1b o Oy Inside Limits
OR

Town DeSoto 18 Yrs, O DeSgto Yl Mo D

e. FULL NAME OF {If NQT in hospital, give location) Inaide Limits d. STREET {If cvisida, give location) Reside on Farm
HOSPITAL OR ADDRESS

INSTITUTION 700 So, Third St. Yeo ) No O3 700 So, Third St, Yoo 3 No [
3. NAME OF DECEASED Firgs Middle Last 4. DATE Month Day Year

{Type or prinr [w]
Letitia Rebecca Asplin peath  TWov, 27, 1963
5, SEX & COLOR OR RACE 7. Married [1  Mever Married [] |8, DATE OF BIRTH | ¥- AGE {low birthday} | IF UNDER 1 YEAR IF UNDER 24 HR

F - W Widowed [ Divarced [] 9/3 /Bl g2 Monlhl‘l. Days | Hours Min.

10a. USUAL OCCUPATION [Give kind of wark dons | T0b. KIND OF BUSINESS OR INDUSTRY|[ 11, BIRTHPLACE (City and stafe or country) | 12, CITIZEN OF WHAT COUNTRY

during most of woi lite, even if ratired)
Housewite lone Washinton Co, Mo, U,S.A.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4. " NAME OF HUSBAND OR WIFE

Cyrus Curtis Aspassia Theheau Isiah Asvlin

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
w , Qi d 14
(Yes, no, orﬁrgno n),(lfyel give war or dates of service) None Eﬁtella Va.lle . DeSO‘bO, MO. i

18, CAUSE OF DEATH (Enter only one cause per line for (], (b}, and (e, INTERVAL BETWEEN
ART I. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (a) Ventricu_'[_ar Fibrillation With Circulator] 7 Days

DO NOT WRITE [+
ON THIS STUB AMENDE

VS 300
Rev. 4/59

)50 57
20504 ;

DATE AMENDED

DOCUMENT

which gave rise to
above cause [a),
stating the under-
lying causa last.

Condiriom,i!any,] weton Failure, Advenced Arteriocelerotic

oveto_Myocarditis, Senility

PART I1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the rerrninel PART HI. If Odeceassd was_ femals was
disease condition given in PART | [a} there a pregnancy in last 90 days.

IDYn I O Ne l O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HOMEI]CIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter neture of injury in PART | or PART 11 of jram 18.)
O 0O

PERFORMED?
YES [ NO

20c. TIME OF  Hou Month, Day, Teor |
{NJURY am.
p-m.

20d. INJURY QCCURRED 20e. PLACE OF INJURY (2.g., in or sbour home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK [ farm, factory, street, ofl'ace bidg., erc.) i

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

STATE

NOT WHILE AT WORK [
| artended the d d from Oct ] 27 L] 19 63 MNOV ’ 27 lgea..d last uwhalwe unNOv . 27 2 19 63

3. Q0 A m on tha date atated sbove, and to the best of my knowledge, from the couses stated.

22¢. DATE SIGNED

Y . L (oS TESede, Iy . |ajoosen

23s. BURTAL, CREMATION, [ 23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOUATION (City, town, or county) (State)

ROV | 11 /29/63 | ©  Calvary DeSoto, Mo.

24. FUMERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. 24, REGISTRAR'S S.IGNATURE .
J. L. Hothershea__k_DeS__o_._lo_._ot M_&m Ml -

{Licansed Embalmer s Statament on Reversa Side)

2.

Daath occurred at.

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

(TEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify 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, Dé //
Student Slq% M

Signature of Student Embalmer
Licensed Embalmer No fo /

P.O. Address /MZ}‘ o

Note: The above MUST BE SIGNED, BY THE LICENSED EMBALMER in hlS OWN HANDWRITING, (Failure to comply
with the above consmuies grounds for revocanon of license). # - . 5
If embalmed by h STUDENT, “he alsS"sKall sign in his OWN handwrmng \"“— e

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

—




