MISSOURI DIVISION OF HEALTH ~ STAN ARD CERTIFICATE OF DEATH BE3-048345

DEPARTMENT OF PUBLIC HEA A A
N '_L'D"_" . ": WELF “' . o 3 GQ C ) I STATE FILE NUMBER
DO NOT WRITE AMENDED ép;llra n.o_n_ .-:"dl o‘. ___________ . ___. rimary Registration District Ne L _Registrar's Ne. ______

ON THIS STUB ~HoE P AN Y—t98T
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whaere deceased lived. If institution: Residence befors

. COUNTY ' . STATE g “b. NTY iani
i Jaekson - ST trsSoari® ONY Toenso ar )
b. CITY {If cuhide corporate limits, give TOWNSHIP only) Length of stay in Ib c. CITY tnside Limite

10WN I»vc/e-pem’c/eavc e 44_ Mo, 10WN I’/Jcpe‘/c{ erve e Yes B No O

c. FULL NAME OF {If NOT in hospiral, give lecarien) Inside Limits d. STREET {If cutside, give location) Reside on Farm
HOSPITAL OR

. ADDRESS
INSTITUTION S‘/{y[/,e“/ /?357" Home |vemtno /3 IA/eS 7{ é},{/a’e a Yer [ No @
3. NAME OF DECEASED Frrsr Midd|e Last 4. DATE Month Day Year

{Typa or print)
Ne 1tie 5 Prow 2f | N December 22, /963

6. COLOR OR RACE 7. Matried [J  Never Married [J [8. DATE OF BIRTH | % AGE {lost birthdey} | IF UNDER 1 YEAR IF UNDER 24 HR

WA ; 7{( Widowed E’ Divoarced ] /0/23//145, 7 Y Monthl{ Days Hours Min,

10s. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] 1. BIRTHPLACE (City and state or cauntry) | 12. CITIZEN OF WHAT COUNTRY

during/m;}a;g;wsorgnw?,{e'\:_n if retired) ]//’4/ l. S ” 5 A.

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

Samyel Movrise s Dphe [ia M/A/'71€ Edwa F. re

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16,7 SOCIAL SECURITY NO. [ 17.7 INFORMANT Addresy

(Yes, no, or unknown)| (If yes, give war or dates of
NO Paul £ Nead.Z gﬁeéeyclcgg,eg/ﬂ.
18. CAUSE OF DEATH (Enter only ona cause per-wrmeror @ tonona o INTERVALE BETWEEN
PART |. DEATH WAS CAUSED BY: a QONSET AND D?ATH
IMMEDIATE CAUSE () Bronchopneurnnia 2 days

VS 300
Rev. 4759

DATE AMENDED

DOCUMENT

Conditions, if any, DUE TO (b) General DEbi]ity I'Ionths

which gave rise to
above cavse [a),
stating the under. ~ . e T, R v e
Iying cause laar, DUE TO () e L . L e e . R

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the ferminal PART 111, If deceased wm female wa
disease condition given in PART | {a) thare a pregnancy in last 90 days.

Generalized Arteriosclemosis [Oves [BNe | O Unknown

. WAS AUTOPSY 20a. ACCIDENT SUCIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature &f injury in PART | or PART {1 of item 18B.)
PERFORMED? ] (m] o
YES O NO

. TIME OF Hou Month, Day, Year |
1NJURY a.m.
p.m.

. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK O farm, factory, streat, office bidg., etc.)
NOT WHILE AT WORK [J

h .
d from M.'—L}T 1 9’ 1 Qc\? to_DE_C_.__zz,_l%s_and fast saw .;allve on_DEf', i ?: 1 963
12': 30 A_.rn on the date stated above, and to the best of my knowledge, from the causes stated.
<) 4 22c. DATE SIGNED

gree or Aitle) i 22b. ADDRESS /{

: /);/fb 10901 Vinner Road  Indep., Mo. 12/23/6
234 BU Rak. DATE Z3c. NAME OF CWR CREMATORY 23d. LOCATION (City, town, or county} {S1ate) ‘
SVl ot ed. .?4,/943 ﬂpﬂzé)zon/ Ay p/;u’?(ert/ /p/e?laaf Off' M, SSedrce

24eFUNERAL DIRECTOR ADDRESS 75, 7DATE RECD. BY LOLAL REG, | 26. REGISTRAR'S SIGNATURE

fo/and K 5493_/(5 .Zyc/ey y// PR [2-23-£3

(Llcenled Embalmer’s Statement on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




-~

i -
\_.r A

STATEMENT BY LICENSED EMBALMER

4

| 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.

Student

Signature of Student Embalmer

~

.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER”in his OWN HANDWRITING. (Failure to comply
with the above constifutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




