MISSOUR! DIVISION OF’ HEALTH STANDARD CERTIFICATE OF§EATH B65-034134

DEPARTMENT OF PUBLIC HEALTH AND WELE, / STATE FILE NUMBER

DO NOT WRITE AMENDED _Elluianon District No. Repistrar’s No. __
ON THIS 5TUB L)

I
LY ™ A ) ol F+ laum
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wﬂere dececased lived. If instittion: Residence before
a. COUNTY Saline a. STATMi 3 Souri b. COUNTY Sal ine admission}
b. CITY (If outside :orporaiﬂ limits, give TOWNSHIP oniy} Length of stay in 1b €. COITY hal l Inside Limits
N R
2, Saline TOWN Mars Yas [] Nox
c. FULL NAME BF {If NOT in hospijal, give locazi Inside Limits d. STREET i1} side, give location) Reside on Farm
HOSPITAL OR # aooress RoFeDe# 3
INSTHTUTION R oF» Do Yes O No§f Yer i’ No O

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

(Fype or print} Neveda Amanda Bell DS:TH 8 2 6 1965

5. SEX 6, COLOR OR RACE 7. Married g’ Never Married O TE {g % 9. AGE {las: birthday) | IF UNDER | YEAR IF UNDER 24 HR
Female Negro Widowod Diverced (] 5 73 Months | Days | Hours | Min.
108, USUAL GCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired) Sal il‘le Count y , MO . U . S . A.

Houscwife Domestic
13a. FAT| SN 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Frank Bed¥  Payne Fannie Walker Cliften Bel

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 156, SOCIAL SECURITY NO. INF Addres
(Yeano, or unknown) (If yes, give war or dates of servica) h e fi fton Bell R dF‘ D #3
I 480-42-674F M

arshall ' Missonri
18. CAUSE OF DEATH {Enter only one cause per line for (a), (b}, and (c}. NTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY Wﬂ ONSET ?D DEATH
IMMEDIATE CAUSE (a) j
A A A J 7‘
Conditions, If any, DUE TO {b) , /15 /; ,Wé‘ﬂm Q\.‘é) &

which gave rise to
above cause (a),
stating the under-
lying cause last. DUE TO [c)

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART I If decessed was female was
disease condition given in PART [ (a) there a pregnancy in last 90 days.

A 10 ves I 0 Ne | & unknown
7. WAS AUTOPSY \i.; ACCIDENT s-i:ic:ltl\as ROMICIDE | 2. DESCRIBE HOW INJURY OCCURRED. (Enter nature of imjury in PART | or PART 11 of item 16,
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INSTEAD CF

3-PERFORMED?
YES(O NOOO

20¢. TIME OF Haul Month, Day, Year
%, ~INJURY a.m.
--— p.m.
20d. INJURY ,OCCURRED 20s. PLACE OF INJURY (a.g., in or abaut home, | 20f. CITY, TOWN, OR LOCATICN COUNTY STATE
WHILE A T WORK (J farm, factory, sirest, office bldg., etc.)
< “wa NOT WHILE AT WORK [J

41, | attended tho deceased fro.rv_%é'é—a_ d"'tad“") {46 }nd last saw L‘zralivu on. QL‘,‘:-‘J-( 21—/ P(‘""

m on tha date stated sbove, and to the best of my knowledge, from the causes itated.

.ty N H ey

AMENDMENTS ON THIS RECORD AR

MEDIGAL CERTIFICATION

~

4

Death occurred ot

2%, SIGNATURE Degree or fitle) 22b, ADURESS 22, DATE SIGNED
e S nt Ttns losls P |87

T3a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) . (Stste}

BHOYA St 8/29/65 Fairview Cemerety Marshall,Missourl

24. ERAL DIRECTOR ADDRESS ?DATE RECD. BY LOCAL REG. . REGISTRAR'S SIGNATURE
' L9 /7/5;&»0-/@47107;/&%
/ 4

{Licensed Embalmer’s Sgemem on Reverse Side)

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.

[ et et e, o e P




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 J , Student Embalmer No.
working under my personal supervision.

Student.

Signature of Student Embalmer

Licensed Embalmer No,

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

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




