MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 0015335

ODEPARTMENT OF F‘UEII.H: HEALTH AND WELFARE AJ

1\5 2 Pril R trat District N Rogi N -I-P A azm STATE FILE NUMBER
i io _— 4 {-—Primary Registration District No. ____ S B trar's No. ___. =t - S
DO NOT WRITE AMENDED VFD 1 1 'f-" l Iﬂ"? Qﬁ Y oo -
ON THIS STUB -
1. PLACE OF DEATH [ 2. USUAL RESIDENCE (Where deceased lived. [ institution: Residence before

" & COUNTY He'hry o STATE Ma, b. COUNTY Henry admission)
b. CITY {If oulside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Insids Limits

OR , i OR
own Windsér 4 months own Windsor Yoo O No 8§
c. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location} Reside on Farm

rNoS%T'II'LeI%O%R 214 South Main Yes  Ne D ADDRESS R. F. b. #4 YesZE] No O

VS 300
Rev. 4/ 59

DATE AMENDED

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

{ivee or prind Sarah Elizabeth Martin pEATH April 28, 1965

5. SEX 6. COLOR OR RACE 7. Married B Never Married [J (8. DATE OF BIRTH [ - AGE (last birthday) | IF UNhDER ) YEAR _IF UNDER 24 HR
2 Widowed J0 Divorced [J - - Months | Days Hours Min.
Female White 1-24-1903 &3

10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12, CITIZEN OF WHAT COUNTRY

ﬁ:rg\éwi fénrking life, even if retired) 1 Captain' N .Mexico U . S- A.

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

Jazeb William Gale Ada I. Izora Clarence E, Martin

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address

(Yes, no, or unknown)l [If yes, pive war or dates of servics) 523 18 699 6 Claren Cﬁ “f. Ma rtln “.’lndsor MO .

18. CAUSE OF DEATH [Enter only one cause per line for, a) b}, and (g} INTERVAL B EEN
PART I. DEATH WAS CAUSED BY: ONSET
WAMEDIATE CAUSE (e) /f@ . -

DOCUMENT

LS
Cc,u.lnd'iﬂum, if any, DUE TO (b) 4 SINLS
which gave rise to
abuve gcaum {a), l g o«
stating the under- m %'

lyin cause lasr.
ying F A | L]

IBUTIN TH I:ut ed t§ the teri PART 1Il. If decaased was fenble  was
there a pregnancy in lof 90 days.
ID Yes l %\Io | O Unknown

19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART ITof item 1B.)
PERFORMED =) =] 0]
’ IS
o 155 O v
20¢, TIME OF Hou Maonth, Day, Year

INJURY a.m.
p.m.

20;. INJURY OCCURRED 20e, PLACE OF INJURY (e.g., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, street, office bidg., etc.) -

NOT WHILE AT WORK (J L L PR P
fz- - ( K ’b ( m;‘/"—r }8’/6 %d last lav‘_::,.llive on ¢ ool Y- '_.6 3-’

= 45 P M m on the date stated sbove, and to the best of my knowlcdee, from the causes stared.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

21. ) sttended the deceased from

Death, otcurred at

TURE ) jw E: ﬁzb. ADLRESS / )Ihd.hzy:;;c{?

Z3a. BURIA 3 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Stata)

BVFiaf” " |s-3-1065 _ |isure) Osk Conetery lwindsoxetoro
24, FUNERAL DIRECTOR ADDRESS . . N N ? g - X
Clifford Gouge Windsor, Mo. Viasr. ) (963728 Je v ﬁé & .

- vV

{Licansed Embalmer’s Slater;((n/on Réw’lerse Side)

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




+STATEMENT BY LICENSED EMBALMER

v ~ B
PR .

| hereby, certify that the body whése hame is recorded on the reverse side of this certificate was embalmed by me,
e ~ -, - o -t - - "
. * L ’ . . ‘., N

or bY' Kl . _ - ER . '}S‘tudei"n Embalmer No.

s

‘working under my personal supeérvision.
» - 1

Student

Signature of Student Embalmer . ﬁj é -4,-0. I
Licensed Embalmer No. \b o //é’ '
o .

_ P. O. Address

[}

+ \ -2 .
N,ote\_ T,he abgve MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of Incense) .

1f embalmed by a STUDENT, he also shall sngn in his OWN handwrmng

£ this body is not embalmed, 'fact should. be so. stated above LR ‘

-




