MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 66 0028225

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

. . - STATE FILE NUMBER
DO NOT WRITE Registration District No. _____

ON THIS STUB AMENDED

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

a. COUNTY HEN:'LV a. STMEMI'&Iou «b. COUNTY '&/es admission)

b. CILY (1 dulside corpf'ate timits, give TOWNSHIP anly) Length of stay in 1b . CITY Inside. Limits
o :

VS 300
Rev. 4/59

.

OR
TOWN Adle N B Yes [ No)(

¢. FULL NAME i ital, gi i Inside Limits d. STREET (I cutside, give location) Reside on Farm
HOSPITAL O ADDRESS X

INSTITUTION I-ll? yﬂkﬂowty Yes [ 'Nox

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

(Type or print) . OF
ichan A. bhard | o July

5. SEX 6. COLOR OR RACE 7. Married P Mever Married [] |8, DATE OF BIRTH | ¥ AGE (last birthgy) [ IF UNDER | YEAR IF UNDER 24 HR

idowed i jane. Month, Days Hours Min.
Le c Widowed [] Divorced []-‘ ~./y, 119' ga onths ay i in

wue . [u
10a. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSIMESS OR INDUSTRY| t1. BIRTHPLACE {City and state or country) | 12, CITIZEN OF WHAT COUNTRY

durin f working life, even if retired) .
Slenl ™ ™ | &Grocery BaTes CounZy US. 4.

DATE AMENDED

<
13a. FATHER'S NAME 13h. MOTH*‘S MAIDEN NAME - )‘ NAME OF HUSBAND CR WIFE

Witliam C. (fgszén 2d %_/‘24%_2?.2 larol Sue Cushard
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NC. 174 INF NT Address

{Yes, no, or unknown)[ {If yes, give war or dates olee‘zicre} ‘f?y‘y‘ "01‘5‘5“ &IZOL Cu deﬂ.J AJIQIQ” /Z}Souk}

CAUSE OF DEATH (Enter onlyfane cause ber line for (a), (b), and (c). INTERVAL BETWEEN
P

ART L. DEATH WAS CAUSED BY: s (b ‘ ONSET.AND DEATH
IMMEDIATE CAUSE ({a) é&éﬁd M’@ e 8o » {

s

- Corppracocd Sty z@)é«ﬁ& e
Conditions, if any, DUE TO [b) £

which gave rise to

above cause {a), / / v
ting the under- 4 Al e /
stating Eauieunlai:. DUE 10 (&) &d& é% ~ (C ﬁg'/
Z

DOCUMENT

lying

PART II; OTHER SIGNIFICANT CONDITICNS CONTRIBUTING TO DEATH but not related to the terminal PART HI. If deceased was female was
disease conditicn given in PART 1 (a) there a pregmancy in last 90 days,

I O Yes I O Ne [ O Unknown
19. WAS AUTOPSY | 20a. ACC&ENT 5UI%DE HOMUI.CIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART I1 of jtem 18.)

PERFORMED wgg y Celriéd /e 4:(0/4—4’74

YES O NO

20c. TIME OF  Houl  Month, Day, Year |
INJURY -,

pur. 7' -7 -é‘

20d, WNJURY QCCURRED 20e. PLACE OF INJIURY {e.g., in or about home, { 20f. CITY, TOWN, GR LOCATION COUNTY
WHILE AT WORK []

factory, street, office bidg., etc.)
NOT WHILE AT WORKZT™ /f,q wae, /3 a ,Dccpwa )44- /‘»4” #e
+ , ¥ /

d i
ded the deceased from 2 d‘ , and last saw h?r:' alive on
occurred 31%)&” # J—-— F m on the date stated above, and to the best of my knowledge, from the causes stated.

GMATURE {Degree or titl C‘“”{ 22b, ADDRESS 77¢_ DATE SIGNED
/‘Z/ % ﬁ'ﬁ:’r" A E / 196 5. N = C/fﬁ)éay %z T2 7-GE

a. BURIAL, CREMATION, | 23b. DKTE 23c. NAME OF CEMETERY CR CREMATORY 23d. LOCATION (City, town, or caunty) {State)

:BRE,M, ORV',A;.(IS:MM ']qu 22 -b& ICpescen /Ll Cemeloryl Adnian  /Missounrs
ADDRESS

24, FUNERAL DIRECTOR 25. DATE RECD. BY LOCAL REG, [ 26. REGISTRAR 5 SIGHATUR

ClicTon. Mo Loy A0l ) Ao '5“ !

{Licensed Embalmer’s Statementf on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHQULD READ

BY AFFIDAVIT OF

ITEM NO.




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 Student Embalmer No.

working under my personal supervision.

Student Signed ?ﬁ // J JZ_

Signature of Student Embalmer

Licensed Embalmer No. yf?/

P. O. Address .k' P ﬂ,@—)

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

If embalmed by a STUDENT, he also shall sign in his QWN handwriting.

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




