MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . -

A
DEPARTMENT OF PUBLIC HEALTH AND WELFARE

Registration District No, __.33._3«..__Primarv Registration District No. __ﬁ'_,_"_qz__llnimlr's Na. _,Zéi__

El e Ny 1T 81963

1. PLACE OF DEATH
a. COUNTY S co t t
b. CITY {If outside corporate limits, giva TOWNSHLP only)

own RFD #1 Bertrand

¢, FULL NAME OF (If NOT in hospital, give locarion)
HOSPITAL OR

INsTUToN - RFD #1 Bertrand

. NAME OF DECEASED

{Type or print}

STATE FILE NUMBER

DO NOT WRITE
ON THIS STUB

AMENDED

2. USUAL RESIDENCE (Where decsased lived. If institution: Residence bafore

o STATE M4 =sourt N Scott
e CITY

©ows RFD #1 Bertrand

d. STREET {If cutside, give location)
ADDRESS

RFD #1 Bertrand

4. DATE
OF
DEATH

admission)

VS 300
Rev. 4/5%9

Inside Limits

Yes [J Nofg)

Reside on Farm

Yes i Ne O

Length of stay in 1b

83 Years

Inside Limits
Yes [} No a

DATE AMENDED

Middle

Isabelle

First

Mary

Month

11/10/63

Last Yoar

Akers

Day

5, SEX &, COLOR CR RACE

Female White

7. Marriad [J
WidowedX]

Never Marrled [J
Divorced [J

8. DATE OF BIRTH

9. AGE (last birthday)

IF UNDER 1 YEAR

IF UNDER 24 HR

Manths

Days

Hours | Min.

1/15/186$ 97

BIRTHPLACE {City and state gr country) | 12. CIT|

Diehl=stadt, Mo, USA

14. NAME OF HUSBAND QR WIFE

Thomas Akers (Dec'd)

17. INFORMANT Address

Mrs. Allie Smith, Bertrend,
18. CAUSE OF DEATH (Enrer only one cause per lina for {b), an
PART |. DEATH WAS CAUSED BY:
* IMMEDIATE CAUSE (a} @?ﬁ,ﬁ MMA/Q/()‘?

DUE TO (b)

10a, USUAL QCCUPATION (Give kind of wark dane

durinﬁns{lcg gorngillPewen if ratired)

13a. FATHER'S NAME

Louis Ware

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
{Yes, ﬁu, or unknown} l(lf yes, give war or dates of servics)
(o]

10b. KIND OF BUSINESS OR INDUSTRY

At Home

13b. MOTHER'S MAIDEN NAME

ZEN OF WHATY COUNTRY

16. SOCIAL SECURITY NO.

Mo.
INTERVAL BETWEEN
ONSET AND DEATH
LA

-
Z
w
=z
S
o
[0}
fa

which gave rise ro
sbova caume (8),
stating the under-
lying causa last.

INSTEAD OF

Conditiony, if |nv,]

DUE TO (c}

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the terminal
disease condition given in PART | {a)

PART ILI. If deceased war female was
thers a pregnancy in last 90 days

l O Yes | O NoJ O Unknown
njury in PART | or PART Il of item 18.)

PART Il

19. WAS AUTOPSY 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of
PERFORMED?

YESO NOQO

20c. TIME OF
INJURY

20a. ACCIDENT  SUICIDE  HOMICIDE
| O a

Hour Maonth, Doy, Year
a.m,
p-m.
20d4. INJURY OCCURRED
WHILE AT WORK [J
NOT WHILE AT WORK [J

| ur-‘ler.vded tha decsasad fr s OCD PM .

Daath occurred at.

PP

23a. BURIAL, CREMATION, | 23hi DATE
EMOYAL

11/12/63

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

20a. PLACE OF INJURY (¢.g., in or abaut home, | 20H. CITY, TOWN, OR LOCATION COUNTY
farm, Eactory, street, office bidg., erc.)

!n—} ? 3 and last ;-IW :::1 slive ﬂnw-v /8 — /?G&g

m on the date stated shove, and to the bert of my knowledge, from tha causes stated.

te o Jon Tn O

23d. LOCATION (City, town, or county)

Diehlstadt Mo.

¢ ISTRAR'S SIGNATURE

OR
TYPEWRITER RIBBON

21.

22b. ADDRESS 22¢. DATE SIGNED

Vs n L

{State)

(Degres or titla)

USE BLACK INK

SHOULD READ

23c. NAME OF CEMETERY OR CREMATORY

Meynerd Cemetery
25. DATE RECD. BY LOCAL REG.

P-4 T4
A

Y

BY AFFIDAVIT OF

{TEM NO.

ur
vnalu_e SEOHN@—- [Licensad Embal

s




STATEMENT. BY LICENSED EMBALMER

I hereby certify that the body whdse name.is recorded on the reverse side of this cerificate was embatmed by 'me,

or by ‘ Student Embalmer No.

working under my personal supervision. %’
Student . i oL ‘I

Signature of S5tudent Embalmer,

Llcensed Embalmer No

1 P.O. Addresﬂ@gm.

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fallure fo comply
with the above constitutes grounds for revocation of license). A »
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng :

. If this body is not embalmed fact'should be so stated above. T




