MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH E63;031395
DEPARTMENT OF PUBLIC vl-lelL'rrf AND WELFARE)4 O 1000 _
%%,;m.s':%‘; AMENDED _R:ll;";w:_n:")kz;;r e~ Pelmary Registration District No. _____.____._____Registrar's No,

- LA "4"

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed llved. If institutlon: Residence before

2. COUNTY Buchanan a. STATE MiSsom.i b. COUNTY Arld.rew sdmicsion}
b. CITY [!f ourside corporare limits, give TOWNSHIP anly) Length of stay in 1b e GiTY Inside Limits

R
TowN  5t, Joseph, : 3 years TowN Rochester, Yes f No

c. F\.g_\s. NAME OF i NOT inymospil: 5\7 W.Ré‘bt- H inside Limits d. :I‘)E%EE‘SS (1f cunids, pive location) Resids on Farm

AL O
msmunou 1023 Chur treet yaa Il No O Yes [J Ne O

J. NAME OF DECEASED Firyt Middle Lait 4, DATE Month Day
(Typa or print} B

STATE FILE NUMBER

VS 300
Rev. 4/ 59

DATE AMENDED

Year
OF
ALBERT Hector DEATH August 8, 1963
5. SEX 4. COLOR OR RACE 7. Married [1 Never Married [] |8. DATE OF BIRTH | 9 AGE (It birthday) |IF UNDER ) YEAR | IF UNDER 24 HR
Male White Widowed 3 Diverced [ X 8.1881 82 Mnnrh;] Days Haurs I Min.
4 g. »

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 COUNITRY
during most of working life, even if retired)

Wate Western Tab. Co. ! Rochester, ssouri U,5.8,

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

William Hector Sarah Vaughn Maude Simmons Hector

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

(Yes, no,ﬁr unknown) [(lf yos, give war or datex of sarvica) 500_0?-'.}89’4; Mrs . I_ester sm _

18. CAUSE OF DEATH {Enter only ane cause pcr line far (a), (b}, and (c). . INTERVAL BETWEEN
PART . DEATH WAS CAUSED B p - ONSET AND DEATH

IMMEDIATE CAUSE (a)

DOCUMENT

Conditions, if any, DUE TO (b)
which gave rise to
above cause (&),
stating the under-
lying <aues  lasi. DUE TQ (¢}

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 1O DEATH but noi relsted to the terminsl PART NI, If decsased was fermale wo
dissasa condition given in PART | (a) thare a pragnancy in last 90 days.

] O Yes ] O No l O Unknown

19. WAS AUTOPSY | 20s. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter naturs of injury in PART | or PART |l of item 18.)
PERFORMED? [m] O m}
. YESOO NORD

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

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about heme, [ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK (O farm, factory, strest, affice b]dg e1c.)
NOT WHHLE AT WORK [] 7 / .

Ao
. 1 sttended the deceased from m //2 // @3 and {ast saw hl-mallve ONJ’ZL&LA@—
*Death occurred ot 73 '36 PM m on the date stated above, and to the bast of my knowledge, from the cautes stated.
{Degree or title) 22b. ADD ( z 22: TE SIGH
; } » 2/ 3

a. BURIAL, CREMATION, . . OF CEMETERY OR CREMATORY 6;& LOCATI (City, to%wn, or county) fhrare) /

REMOVAL (Specify)
8-11-1963 | Rochester Cemetary L HBochestar, Micsourd
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECLY BY LOCAL REG. 26. REGISTRAR'S SIGNATUR

Meierhoffer-Fleeman Inc., St. Joseph, Mo 4"1 23, /763 iand

[ 4
|Licansed Embaimer’s Statement on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

b ﬂ)-'!‘feﬁﬂ”p)!‘/'w;@mmcmou

BY AFFIDAVIT OF

ITEM NO.




Y

h
N
N
<

U

~~"STATEMENT BY LICENSED EMBALMER
| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

Student Embalmer No.

or by

working under my personal supervision.

-~

A
= -k

Student i ,.k o N ;
Signature of Sivdent Embalmer 09,— ﬂ
' — Llceng Ermbalmer No. »
W ¥ T PLO. Address j .

Yo . L=
Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING
\ v with he above constitules grounds far revocation of Ilcense) . . i
« eepf embalmed ‘bya: STUDENT he also shall sign_ in” his" OWN handwriting.... -.‘- PER '“-_5_"" Te N
If this body is not embalmed fact should be so stated above A




