MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 67 0001‘3’?4

DEPARTMENT OF PUBLIC HEALTH AND WELFAR
Registration District No. __________
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10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS CR INDUSTRY| 11. BIRTHPLACE (City and sfate or country] | 12. CITIZEN OF WHAT COUNTRY
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18. CAUSE OF DEATH (Enter onlv one cause per line for {a}, {b), and (c}. i INTERVAL BETWEEN
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lying cause last. DUE TO (c) G ‘u/ﬂ.'

1=
PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not’ reﬁfed to the terminal ¥ PART I1l, If defeased was female was
P disease condition given in PART | (a) there a pregnancy in fast 90 days.

A ll:i Yes | [ Ne | O Unknown

. WAS AUTOPSY | 20a. ACCIDENU SUICIDE Q Homl:lﬁme 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I} of item 18.}
PERFORMED a O
YES [ NO

. TIME OF Hou Month, Day, Year I
INJURY a.m.
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. NJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about hame, [ 20f. CITY, TOWN, OR LOCATICN COUNTY

WHILE AT WORK {1 farm, factory, street, office bldg., etc.)
NCT WHILE AT WORK [

| attended the deceased from ’q ('i < to. H"’"‘G? and last saw :ﬁ; alive on / - / ‘.P — GT

Death occurred at I Q rl ‘Sa m on the date stated above, and to the best of my knowledge, from the causes stated.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION
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23a. BURIAL, CREMATION, | 23b. DATE F'23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} mtate)

1%‘2‘56‘:‘?2‘"’ A, 17'/?67 Facirwoop Camerer |t (N TON , MiSTOURS
24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LWAL REG. 24. REGISTRA‘R'S SIGNATURE +
P& NrcHels Cunpedd~Clnron, Mo | Tav. 17, /97 W /529«4@
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STATEMENT BY LICENSED EMBALMER

‘1 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 S|gned ’@(‘/y/ <

Signature of Student Embalmer
Licensed Embaimer No. y?? 7

P. O. Address /(4/6\- ; 5; a.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
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.

(Failure to comply




