MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . #163<=047528 .

- ] ) o ] j_?a STATE FILE NUMBER
DO NOT WRITE AMENDED Registration District Now ______ £ /£ _____ Primary Regisiration Diatrict No. . .. _ M___Registrar'a No. ____ ¥ -

ON THIS 5TUB EHED JANT 21967

1. PLACE OF DEATH - 2. USUAL RESIDENCE Mher; decessed lived. ! inatitvtion: Residence befare
VS 300 a. COUNTY UEKG_.UJ a STATE 1, b. COUNTY 0 oKl admiasion)

Rev. 4/59

14220

20 =
520

3 3. NAME OF DECEASED Firsy Middle 4, DATE Month Day Yaar

(Typa or print} /” e 2 i en D?;TH ﬁeC- 25; /96)’)

5. SEX 6. COLOR OR RACE 7. Married Never Married [] |8. DATE OF §IRTH | 9- AGE (lasr birthday) | IF UNDER ) YEAR _IF UNDER 24 KR
. i wg B Widowed Divorced [ yﬂ'ﬂ.. 7’ 85; 78 W Months | Days Hours | Min,
108, USUAL OCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and ata'e ur country) | 12. CITIZEN OF WHAT COUNTRY

durin; maost of w_ork_ing life, even if retired) Home De/\tdb ("0 L U. 5. ,4.

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

Madison Green Hiza Jane Pation (lanence £. Baken

15. WAS DECEASED EVER [N U.S, ARMED FORCES? 16. SOCIAL SECURITY NO. [ 17. INFORMANT Add?fu_

b. Céll'!Y {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b . CITY Inside Limits

CR
TOWN . < Y
lnion Stan 5 yeana oWs  (ndon Sian Yoo} Mo U
¢. FULL NAME OF (1f NOT in hospital, give location) Intide Limits d. STREET {If cutride, give lacation) Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION Ya[J No DD Yes 1 No O

DATE AMENDED

{Yes, ??,oor unknown), [IF yas, give war or dates of service) 49/ 42 /227 /”M. /1/1,1_{_"_ BﬂkQA Uru'un S‘i ” /”n

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, and [c}. INTERVAL BETWEEN

PART 1. DEATH WAS CAUSED BY: y - ONSET ANP ATH
IMMEDIATE CAUSE () &W e Cf ‘C-’(/“/Laﬁ—-» Sﬁf

DOCUMENT

which gave rise to
above cause {a),
atating the under..
lying caouse last. OUE TO (g}

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nor reloted 1o the terminel . | PART ). If decoased was female was
disease condition given in PART | (a) : . ’ . there a pregnancy in last 90 dayx.

. . ID Yas I 0O No l [ Unknown
19, WAS Al‘JTOPSY 208. ACCBENT SUICD|DE HOPOI\DICIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter moture of injury in PART ) or PART I} of item 18.)

Conditions, if any,]  DUE TO cb)C(w—z//cﬂ;EI/ W -

20:-.‘TIME OF Month, Day, Year [ -,

INJURY

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

-

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home,_‘ 20f. CITY, TOWN, OR LOCATICN COUNTY STATE
WHILE AT WORK [J farm, factory, street, effice bidg,, ere) | B
NOT WHILE AT WORK [J

— . - _— o
21 | attended the decesased from Ue‘c' 25 ;] 6-3 .Pﬂ Ue'c' 23’ l‘;bj and last laW_E;-n alive on Uec' thtn., IL/Dj

Death occurred at. _ /‘O,'_})O —4{1m on the date stated above, and to the best of my knowledge, from the causes stared.

7o, SIGHAT y 77 {Degrae or fiffa] 726, ADDRESS T, 71:??2450
O K ] Pl /-n - . /2 2 _3
L2 < : ng LaspunL
23s. BURIAL, CREMATION, | 23ab. DATE ' 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)

REMOVAL (Specify) | Jec. 38, 1963 Union {hapel e Faaz oﬁg}.aﬂhxjdale, f

AL DIRECTOR ADDRESS, W EE DATE_SE;D. BY LOCAL ?, 728, RS

{Licansad Albnlmer'l smMm on Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON
SHOUlLD READ

BY AFFIDAVIT OF

ITEM NO.




'_i'_,-.' ---r-‘, .c"
e fiCy
¥ D

"STATEMENT BY LICENSED EMBALMER

1 hereby certify 1ha1 the body whose name is recorded on the reversze side of this certificate was embaimed by me,

¥

or-b'y o o Student Ernbalrner No.

working under my personai supervision, - M
Student__-_- . Signed ’ﬁ'

Signature of Student Embalmer

‘ v N
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failire to comply
with the above constitutes grounds for revacation of license).
1f embalmed by a STUDENT, he alsa shall_sign in his OWN handwrlflng
. If this bedy is not embalmed fact should be so stated above. N

N ~
N, s




