MISSOURI DIVISION OF HEALTH — STANDARD ‘CERTIFICATE OF DEATH
DEPARTMENT OF PuBLIC HEALTH AND WELFARE ]00 2 %—WW

DO NOT WRITE AMENDED L Registration District No. _____ 1 4.9 Primary Registration District No. S RegimaraNo. . TSR NS )

ON THI5 STUB

 —r~ AN T 77 (O8R4

Nhplre B MEATR - T YV 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before
a. COUNTY JaCk-& on a. 51%(:456 Ou’l-(.. b. COUNTY Sa£ine admission)
b. CITY {1 outside corporata I'mits, give TOWNSHIP only} Length of atay in 1b . CITY Inside Limitg

oo Kansas City 9 days TS Marshatl £ Yesyl Mo

c. FULL NAME CF {If NOT in hospital, give location)} Inside Limit d. STREET If outside, pi ! Resid
FlLNAME O B . ATREE (If outside, pive location) eside on Farm

stTUTioN — Reseanrch Hospital |[Yeg neD 533 N Noath Yes O o O

3. NAME OF DECEASED First Middie Last 4. DATE Yaar

(Type or print) OPAL woon DS ATH Decemben 29 ,1963

5. SEX 6. COLOR OR RACE 7. Married [1 Never Marrled [0 [8. DATE OF 8IRTH | 9- AGE {last birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR
Widowed [ bivorced [N Months | Days Hmm—l Min,

Femafe white 3-31-05 56 yns,

10s, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE [City and stale or country) | 1Z. CITIZEN OF WHAT COUNTRY

during most of working life, even if retired) B -

F.M Stampen Co, Greennidge, Mo, u,S.A,

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

J.F. Shutf Etta Smith - - - -
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. } Address W
(Yes, no, or unknown] | (If yes, give war or dates of service)

%0 | none MM‘ ) Koz Ine .

18. CAUSE OF DEATH (Enter only ons cause por line hl N INTERVAL BETWEEN

PART . DEATH WAS CAUSED BY: ONSET AND, DEATH

-
Conditions, If lnv,] DUE TO (b} 1 2 f E ﬁ ‘2

VS 300
Rev. 4/5%9

DATE AMENDED

-
r4
w
=
]
&
O
[a]

which gave rlse to
above cause (s},
stating the under-
Iying cause |ast. DUE TO (c)

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the tarminal PART IMI. If deceased was femala was
disease condition given in PART I {a) there a pregnancy in last 90 days.

] { Yes LD No l [0 Unknown

19. WAS AUTOPSY | 20s. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of injury in PART I af PART Il of item 18.)
PERFQRMED? | a
YES[1 NO X

20c. TIME QF Haur Month, Day, Year
INJURY a.m.
.

md..lNJUEY QCCURRED 20a. PLACE OF INJURY [a.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, factary, streer, office bldg., erc.}
NOT WHILE AT WORK ]

/
21. | atended the deceased flom__MLL; n_d__‘l_tg__and last saw h:b""’ o 3 9

Death occurrad at. %_m on the date stated above, and to the best of my knowledgs, from the causes stated.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

8

225, SIGNATUR j 22h. ADDRESS [ Z2c. DATE SIGNED

6 €00 Fhospec ‘@ Al 13704

23c. NAIG’F CEMETERY OR CREMATORY 23d. LOCAICN (City, town, or county) {Srate)
—_— Marshall, Missoursi

24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |26. REGIJIRAR'S SIGNATURE -
FMettodg McGilley-Eylan Funenal Home )2 _ 3 /.63 dj‘_ﬂ_‘:e A_x
[inwood & WOODLAND iconsed E s on Reverse Side}

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

2o REA‘E\IOVAL 2 ify)
Removal

BY AFFIDAVIT OF

ITEM NO.




R S L et

STATEMENT -BY LICENSED EMBALMER

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

or by : i Student Embaimer No.
working under my personal supervision.

Student

Signature of Studant Embalrpar

I.icense'd"Emh;almer No. L/ 7£J

) S . zAddress ?éiﬁ C’,ﬁ
Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his | INQJ iFalIure/ to' com iy

- with the above constitutes grounds for revocation of licerse).
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
Y= o If this ‘l)cdy,-lg.,not embalmed, fact should be so stated above.

a=d




