MISSOURLI DIVISION OF HEALTH ~ STANDARD CERTIFICATE OF DEATH

DEPARTMEMT OF PuBLIC HEALTH AND WEHL FARE . :
DO NOT WRITE AMENDED Registration District No. _J_S'J____inm.ry Regittration District No. _‘_/__?__ ——=——Repivirar's No. _Z_(_‘_’ _______

ON THIS STUB E"‘E‘Q'—Wa
I. PLACE CF O CJ 2. USUAL RESIDENCE [Where deceassd lived. If inslitution: Reuidence beforo

VS 300 a. COUNTY Sullivan . STATEMY ggour i+ couny g1nllivan  sdmisien
Rev. 4/ 59 b. CITY (If outside corparata limity, give TOWNSHIP anly) Langth of stay in 1b ] Intida Limits

g
TOWN Buchanan Twp. Life TOWN Green Castle Yes [J No

1 So <. FULL NAME OF (It NOT in hoipital, give location e L S— _
R pital, give location} Inaide Lirmit d. STREET 3
_Joso HOSPITAL OR 9 nuce Lima el {if cutside, give locetion) Resice on Farm

Z/Oﬁ)-‘ INSTITUTION P'arm homp Ya O Nof Rural Route Y X) No O
7

2 3. NAME OF DECEASED First Middle Lagr 4, DATE Month Day Year

(Iyes o prion Albert Janes Allen oam Dec. 34, 1963
4 4] 5. SEX 6. COLOR OR RACE 7. Marrleadl]  Never Married 3 |6. DATE OF BIRTH | 9- AGE (st binhday) |IF UNDER t YEAR | IF UNDER 24 HR
5 / Male White Widowed [ Divorced [ 3/ 5/ 1884 79 Momhsl Days | Heurs | Min,

T0s. USUAL OCCUPATION [Give kind of work dons | 10%. KIND OF BUSINESS OR (NDUSTRY| 11. BIRTHPLACE (City and state or country] | 12. CITIZEN OF WHAT COUNTRY
durina g e " " ") |general farming | Sullivan Co,, Mo. | USA

133, FATHER'S NAME 136, MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
Benjamin Allen Margaret Overstreet Golva Allen

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 6. SOCIAL SECURITY NO, | 17. INFORMANT Address

{Yes, nhprounknnwn) {If yul,-g_i::-v:r_ur_:iu-h:_o! service) 493__43_3907 Mr 8. Gol va Allen » Green ca‘s tle ] MO'

18. CAUSE OF DEATH (Enter only one causa per line for (a), {b), and {c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: T AND DEATH

{MMEDIATE CAUSE (e} C(\-h-wf - ':L!"‘-é-u-ué-d-t_w e

DATE AMENDED

DOCUMENT

Conditions, if any, DUE TQ (b)
which gave rise to
shove cavie (sl
smating the under-
lying couse lust. DUE TQ (¢)

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 10 the ferminal PART Ili. If deceased wan fomale wa
disesse condition given in PART 1 {a) . there a pregnancy in last 90 days.

|F\'ea I O Mo I 00 Unknawn

19. 'WAS AUTOPSY | 20a, ACCIDENT SUICIDE HOMICIDE 706. DESCRIBE HOW INJURY QCCURRED. (Enfer natura of injury in PART I or PART 11 of item 18.)
PERFORMED? . (m] (] [m]
YES[] NOOO

20c. TIME OF Hour Month, Day, Year
INJURY am.
p.m.
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MEDICAL CERTIFICATION

20d. INJURY QCCURRED 20e. PLACE OF INJURY (s.g., in of about home, | 20f. CITY, TOWN, OR LOCATION . COUNTY
WHILE AT WORK [] farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK (O

21. | attended the decessed from 4 V" @-_r/é 5 lu_L%’,ZI_%_s—__lnd last saw mive on_&,’&g/lﬁ

Death occurred  at. m on the date stated sbove, and to the best of my knowledge, from the couses stated.

-'225. SIGNAJURE {Dagrea or title) 22; ADDRESS 22c. DATE SIGNED

23a. BURIAL, CREMATION, | 23b. DATE Zic. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or county)
REMOVAL (Specify)

Burial N2/27/1982 g,ean'caatle Cemetery | Green Castle Q.
/ v ADDR|

UNERAL DIRECTOR 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE
/st -25- 3 |PPe TN U). )ﬁujvuz‘“’

Embalmac's Statement gon Reversa Side)

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NOQ.




STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this cenificate was embalmed by me,

or by : Student Embalmer No.

working under my personal supervision.

Student

Signsture of $tvdent Embalmer

Licensed Embalmer NO.M

[ 4

P. Q. Address

Note: The above MUST BE SIGNED BY THE WCENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
wnh fhe abave consmules grounds for revocahon of ||<:ense)

“if embalmed by a STUDENT, he ‘also shall § SigA” in his-OWN handwrumg oo T

If this body is not embalmed fact should be so stafed above.




