MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 67 0010199

DEPARTMENT OF P HEALTH AND WELFAR
uaLl : . A 7 o Recist oi N jég / STATE FILE NUMBER
DO NOT WRITE AMENDED Registration District No. ________________._ [ __Primary Registration Isfrlcr 0, T e”_Registrat’s No. ____ 4L ______T___

ON THIS STUB :E[Eﬁﬁ_An
1. PLACE OF R ‘) 1967 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence bafore

Vs 300 a, COUNTY H e N }__‘1 a. STATE m 0 b. COUNTY //eﬂ/” ‘/ admission)

Rev. 4/59 b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b <. CITY T Inside Limits

LGV YIS YN, 5dous | S Quaal O pton) |wo s

¢. FULL NAME OF {If NOT in hospital, give location) Inside Li%m d. STREET (If cutside, give location} Reside on Farm
HOSPITAL OR

INSTITUTION LU ‘-’-’Lj C"'.'-/ /_f‘a s"p Yes : No [ APDRESS R-%—d Z Yes WN:, o

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

U FRANK CLIEFORD EAoiCaft o mageh 3o (947

5. SEX 6. COLQR OR RACE 7. Married 8- Never Married [] DATE OF BIRTH | 9 AGE (last birthday) | IF UNDER 1 YEAR | F UNDER 24 HR

y f& Widowed [] Divarced I:I/( Z }8?‘/ 7 z_ Monthy [ Days Hours | Min.

10a. USUAL OCCUPATION (Give kind of work done [ 10b. KIND OF BUSINESS OR INDUST IRPHPLACE (Lity and state or country) | 12. CITIZEN OF WHAT COUNTRY

during most worEing life, even if retired) D n

3 MMM , Mo 7/{
ATHER'S NAME 135, MOTHER'S MAIDEN NAM" T4, NAME OF HUSBAND OR W g_
: (A NNAY (o ol &zw&ﬂ M
] WAS DECE sso EVER IN U.5. ARMED FORCES? m ORMANT Address
&, no, or unBnown) [ {If yes, give Bvar or dates of service)
ol D 494- 0%- 4/42 lava, oatt e
T8, CAUSE OF DEATH (Enter only ane cause per line for (a), (b}, and (c). INTERVAL BETWEEN
PART L. DEATH WAS CAUSED BY: » . ) ONSET AND DEATH
IMMEDIATE CAUSE ta) —Mf’ MM . ) J/ .
. ] o ) ‘
Conditions, if any, DUE TO (b} ﬂa/@m Q’&&bﬂ@n— i 7 ;/ 2 .

DATE AMENDED

DOCUMENT

which gava rise to
above cause (a),
stating the under-
lying cause last, DUE TO (<}

PART |I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the terminal PART I1l. If deceased was female was
disease condition given in PART 1 {a) there a pregnancy in last 90 days.

’ [ Yes | J Na I [0 Unknawn
19. WAS AUTOPWB. ACCIDENT SUI[CjIDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | qf P{RRTYII of item 18.)
D T

PERFORMED?
YES[QJ NO

20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.

204, ENJURY OCCURRED 20e. PLACE COF INJURY (e.g., in or about hame, | 20f. CITY, TOWN, OR LOCATION COUNTY

WHILE AT WORK O tarm, factory, street, office bldg., ete.)
NOT WHILE AT WORK 3

21. | attended the d d from \3/'9‘5 /6 7 Iowand last saw m‘alive on Qg‘_/:so _/z 7

Death occurred at &g’ ' d d 1 m on the dafe's'ated above, and to the best of my knowledge, from the causes stated.

22a. SIGNATURE 7 [Degree ar title) E 22b. % -/_ }WO 22:7@ SIGNED
23a. BURIAL, CREMATION, ; Y OR CREMATORY TION (Gjty, town, or ¢ (State)? !
BOVAL (SppciZ)

NERA]L DIRECTOR 25. DATE RECD av‘l.'of.'; . ‘S SJGNATURE
.

{Licensed Embalmer’s SYaramanf D;‘I Raversa Side)
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MEDICAL CERTIFICATION

USE BLACK INK
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby cerfify 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. Q/’_%/‘/ f
Student S|gned j

Signature of Student Embalmer
Licensed Embalmer No. 4[0 ?i
P. O. Address WW

Nofe: 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 handwriting.

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




