MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELPFAR

DO NOT WRITE
ON THIS $TUB

AMENDED

VS 300
Rev. 4/59

Registration District No. _______jéz_."

rimary Registration District No. __

o0

— < ———Regisirar's No. _

4012°

~063=050329

STATE FILE NUMBER

FHoER=ENS
1. otATH' ¥

8. COUNTY

lQEA

St. Louis

2. USUAL RESIDENCE (Where decessed lived.
b, COUNTY

a. STATH.O

If irstitution: Residence Lefore
adminsion)

b. CITY {If cutside corporata limin, give TOWNSHIP only)

OR
TOWN

Manchester

Length of stay in 1b

o CITY
OR
TOWN

Caruthersville

Inside Limirs

Yes ﬁ No [J

¢. FULL NAME OF [If NOT in hospltal, give location)
HOSPITAL OR

Inside Limits

d. STREET
ADDRESS

{If cumide, give location)

Reside on Farm

Yostff] Na [ Genersl Delivery

4. DATE Day

D?.:TH Dec. 29' 1963

9. AGE {last birthday) | IF UNDER | YEAR

Aug 25. 191(> 53 Months Days

11. BIRTHPLACE (Ciry and state or country) | 12, CITIZEN OF WHATY COUNTRY

Carutheraville,Mo USa

14. NAME OF HUSBAND OR WIFE

INSTITUTION Manchester Nursing Home Yo O Ko

3. NAME OF DECEASED
Type or print}

DATE AMENDED

Firat

JOHN

6. COLOR OR RACE

Middle

ROBERT

Nover Morried h
Divarced (]

Last

QLIVER

8. DATE OF BIRTH

Month Yeer

5. SEX
M

10a. USUAL OCCUPATION [(Give kind of work dene
duringNBﬂéf working life, even if retired)

IF UNDER 24 HR
Hours Min.

7. Married []
Widowed [T

10b. KIND OF BUSINESS OR INDUSTRY
None
13b. MOTHER'S MAIDEN NAME

Mary Roberts

16. SOCIAL SECURITY NO.

i3a. FATHER'S NAME

Arthur Oliver

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
{Yer, no, or Nmbnown)l (I YNO%.@ war or datas of sarvig

18. CAUSE OF DEATH (Enter only one cavse per line
PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a)

None
17. INFORMANT Addreas

Miss Floyd Robertw Box 14 Caruthersville

- ‘ ONRET AND DEATH
M‘:LO cavelial A/at o P i
v /\d’"aéwfd/‘&], _EM Qo%f[céﬁg&j

| Yl
Cav*da,ﬂ»y Sféc‘as'('.r (90\1«‘/'? %ﬂom

decaasad was female wa
there a pregnancy in last PO days.

ID You O No | O Unknown
30b. DESCRIBE HOW INJURY OCCURRED. (Enter naturs of injury in PART | or PART 11 of item 18.)

DOCUMENT

Conditions, if any, DUE TO (b)
which gave rise to
above  cane (a},
atating the under-
lying cause last.

{NSTEAD OF

DUE TO (c)
OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nomlaled 1o the terminal

disgase condition given in PART | () |
ffb(—:wca s¢ A,(/aﬁ g

20s. ACCIDENT  SUICIDE  HOMICIDE
O a m]

PART Il.

19. WAS AUTOPSY
PERFORMED?
YES O NO

20c. TIME OF
INJURY

Hou Maonth, Day. Yesr I
am.

P,

20d. INJURY OCCURRED
WHILE AT WORK []
NOT WHILE AT WORK []

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

COUNTY

0a. PLACE OF INJURY (e.g., in or about home, | 20f. CiTY, TOWN, OR LOCATION STATE

farm, factory, street, office bidg., ete.)

Y . i hY 4
__U'C’ c. K (frl /?éCZ m_ﬂe_C_-_,lz‘_@znd last saw

m on the date stated above, and 1o the

13,206 We.éﬁw

’gac‘ N CE 'rEmr [+] CREMATOR\' 23d. LOCATION (City, tawn, of couply)

°rem3”€f°mm e 30,1000 ok Lol mem%am% A e

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. 8Y LOC " 3 \ ~
Cracraft-Miller F H Jackson, Mo. /A-385— Mﬁ Wf' -

{Licensed Embalmer’s Statement on Reverse Side)

e e R, (563

it of my knowladge, from the causes stated.

22¢. DATE SIGNED

VR-30~63

(Stnle)_

21. | aHended the deceased from

Dosth occurred !'

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

U v




"-:f"qr P

30 DRI RaTph, W AT fey
Le Iu Iron Co }}ldg. .

STATEMENT BY LICENSED EMBALMER

I hereby’ certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

- . 4

or by : ' : __, Student Embalmer No.

working under my personal supervision,

-Student___

Signature of Student Embalmer .
- o VMN@’

“P. O. Address

/.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {Failure io comply
with the above constitutes grounds for- revocanon of license). . : i :

If .embalmed by a STUDENT, he also shall sign in his OWN handwrmng - ' oo

If this body is not embalmed, fact 5hou|d be SO staled above S

’




