MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 4

DEPARTMENT QOF FUBLIC HEALTH AND WEL FARE :
Registration District No ___.[___ Primary Reglstration Dlarricy Na. _.13Q.¢ o___lhqiuur‘l No. .._'f?_z__b;__._- . Bg d
DO NOT WRITE g -
10

ON THIS STUB AMENDED

2. USUAL RESIDENCE (Where doceaud lived. If institution: Residence before

. STATE b. cOuNTY .
Mo, Adeir
b. CITY (If outside corporate [imits, give TOWNSHIP only} Length of stay in 1b c, CITY Inside Limits

own Kirksville' 13 years own Kirksville Yo i Mo

c. FULL NAME OF (If NOT In hospital, give location) Inside Limits d. STREET (I cutside, give location) Reside on Farm

1
2207
20/)/7l :‘NOSSEI'PI#II'JAT‘I.O?QR Nursing Home # 1 YG!ﬂ_NoD ADDRESS w . wBshington ves O Nnm

3 o 3. [I:AME OF .DE'CEASED Firsy Middle Last 4. DATE . Month Day Year
ype or print OF
John Everett Meeker ceav December 29, 1963
5. SEX &. COLOR OR RACE 7. Married [0 Never Married [0 |8. DATE OF BIRTH | ¥- AGE (lsst binthday) |If UNDER 1 YEAR | IF UNDER 24 HR

‘M W Widowed O Divorced [ |2_ 2 3 __1 8 823 81 Months | Days Hours Rin.

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

duri st of working life, if rafired)
HEPmeT T Farming Adair County, Mo. U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

John W, Mesker Rosle Roberts Katie Meeker- dec,

15. WAS DECEASED EVER IN US. ARMED FORCES? 16. SQCIAL SECURITY NG. | 17. INFORMANT Address

{Yes, no, |1 ) [{IF yes, gl dates of .
"o rown) | (1 yes. oive war er John Meeker firksville, Mo.

18. CAUSE OF DEATH (Enter only one cause per INTERVAL BETWEEN
PART I. DEATH WAS CAU3ED BY: QONSET AND DEATH

IMMEDIATE CAUSE (a}

Conditions, iflny,] OuE TC (b) A/, L2244 4 2PLELNE. . e M

VS 300
Rev. 4/59

adminsion)

DATE AMENDED

—
4
-]
=2
=
v
Q
a

which gave rise to
above cause (a), ‘a2

stating tha under-
lying cause last P -
PART I}, OIHER SIGRHFICANT CONDITLONS CONIRIBUTING TO DEATH but nat relsled to the fetminal PART lli. If dece war  famale  was

disesse condition given In PART | (a) there a pregnancy in layr %0 days.
LD Yau ] ‘O No | [ Unknown
. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMDICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter neture of injury in PART | or PART It of item 18}

a a

PERFCRMED?
YESOO NO[X

. TIME OF Hour Month, Day, Year
INJURY am.
p.m.

. INJURY QCCURRED 20e. PLACE OF INJURY [a.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] form, factory, atreet, office bidg., etc.)
NOT WHILE AT WORK O

21. 1 anended the decearad fromﬁm Mnd losh 8w i nhve onﬂé_zg_ﬁé—i_,—

m on the date stated above, and 1o the best af my knowledge, from the causes stated.
22c. DATE SIGNED

¢ MM P A , /;ﬂ‘éz

) P d
Zin, BURAL, CREMATIGN, . 23c. NAME OF CEMETERY OR CREMATORY 733, LOCATION (City, fawn, o county) {Stare)

BUMET™™ |1-7-1963  |Maple Hills Kirksville, Mo.
24, FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. mgolsruu‘s SIGNATURE

Riley Funeral Home-isirksville, Mol Yain §,196Y

(Licensed Embelmedd Statement on“:!lruru Side}

INSTEAD OF

AMENDMENTS ON THIS 'RECORD ARE AS FOLLOWS

MEDICAL CERYIFICATION

Dealh occurred ot

USE BLACK INK

22a. SIGNATURE (Degree ar mte) 22b. AD_ E

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO,
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STATEMENT. BY LICENSED- EMBALMER

~

- héréby 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.

Student SIQHEM M i

Signature of Student Embalmer

) anensed Embalmer No =2 /—S_(
P. 0. Address7w %

Noie: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fallure to comply
with the above consmutes ‘grounds- for revocation of license), . .

If embalmed by a STUDENT, he also shall sign in his OWN handwmmg
If ﬂ-us bady is not embalmed fad should be so stated abgve.>"

-~ -




