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MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH = o .4y .

DEPARTMENT OF PUBLIC HEALTH AND WELFARE
4 8’ STATE FILE NUMBER

DO NOT WRITE AMENDED tration District No, oovucccaan —==Primary Regulrntlnn Dumcr No. __él/___/___-_llegmru s No, . S’ ﬁh.ﬂ. g-og

ON THIS §TUB :
1. PLACE OF DEATH . 2. USUAL RESIDENCE {Where de:euod lived, If institution: Residence beforo

8. COUNTY c /?A M/ Fa App . ' a. STATE Ma LS mm@f’ﬁﬂfo ﬁninionl

b, CITY {If cutside corporate himits, give TOWNSHIP only) Length of stay in 1b . C1TY Inside Limits

O (s Yy LE | OGRS || O™ STE ) Y g LE | eD

c. FULL NAME OF (If NOT in hospital, glve location} Inzide Limits d. STREET {If cutside, give location) Resids on Farm
HOSPITAL OR ADDRESS
Yer O Now

INSTITUTION H oM .E. ! Yoz . No.[]

3. NAME OF DECEASED Firat Middle - ™ Last 4. DATE Month Day Yoar

(Type or print) MI/Y”/E W/L k/ﬂsa/ Dg:m J”//E 7 g

5. SEX 8. COLOR OR RACE 7. Marriod C Mever Married [} [8. DATE OF BIRTH | 9 AGE {last birthday) [IF UNDER T YEAR
2 - Montha | Days Hours I Min.

Fg! E ; E ] :5! I_E Widowed [ Divorced [ ?- _./J;?.z g’ I
102. USUAL OCCUPATION {Give kind of work done | 10b. KIND COF BUSINESS QR INDUSTRY BIRTHPLACE (City and state or Gountry] 12. CITIZEN OF WHAT COUNTRY

o (RAWFoR) Co Mo | U 5. A,

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME QF HUSBAND OR WIFE

KoseRT PoTson SARAH STAFFoRD . |\MATT W/LK/NSoN

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Address
{Yos, no,/wvnkéownl l (I yes, give war or dates of service) /0 M£ HT7 W N_f
AKINSoN, STELLVILLE
18, CAUSE OF DEATH (Enter anly one cause per line for (a), (b), and (c}. . Y , 7 INTERVAL BETWEEN
PART |. DEATH WAS CAUSED - ONSET AND DEATH
A . N . . ~
IMMEDIATE CAUSE () . W ’\U’V\-—Q‘U-Q—'-& \ S Y

Conditions, if any,] DUE 7O (b)

LR N

V$§ 300
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DATE AMENDED

T e e T o SN P PR Y S

B A N N T

DOCUMENT

which geve rise to
sbova. causa {a),
stating the under-
lying cause last

DUE TQ (<)

RT 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to -the terminal PART 1Il. 1f decossed was female wa
disease conditign given In PART\I (a) . . thers a pregnancy in last $0 days,)

I 0O Yes I @ No ] {J Unknown

19. WAS AUTOPSY 20a. ACCIDENT 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I] of item 18.)
PERFORMED? a =]
YESO NOO
20c; TIME OF Hour Month, Day, Yeasr
INJURY 8.m.
p.m. .
20d. INJURY CCCURRED 20e. PLACE OF INJURY (0.9., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY . STAYE
WHILE AT WORK [ farm, factory, street, OHICB bldg., etc.) ) .

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

. NOT WHILE AT WORK [J

21. | ottended the deceased from, l [ _ (S O ,‘SLQ o_ctm_s._and last saw m_g_[jva on LQ - j “-CO S——

// —}_& ﬂ m 1he date steted sbove, and to 1he best of my knowledge, from the causes stated.

Death occurred g

TR o S T e o B

23a. BURIAL, CREMATION, | 23b. DATE 23<. NAME OF CEMETERY OR anMATdE 1234 LOCATION (Clty, Iuw’/d'r county) T {State)

Rng?p:”n é . H- /71'5555 JTEE L Vz.f{ L IERE LoC 565 7’E-gcs.‘s‘ﬁ ViL L £ /14
24. FUNERAL DIRECTOR ADDR 3 T D. BY AL R 26. REGISTRAR'S SIGNATUR
Jones-WoeD Funerdi fome STEELVILLE wnce //, 1FCY -j ﬁ@%

[Licansed Emﬁlllmc {3 Statement on Ruwru Side)

USE BLACK INK

TYPEWRITER RIBBON
SHOUED READ
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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.

Student.

s;gneM &, M

Signature of Student Embalmer

Nofe: The above MUST BE SIGNED BY

Llcensed Embalmer No. //-Z é

P 0. Addresw W C

THE LICENSED EMBALMER |n his OWN HANDWRITING. (Failure to comply

with the above constitutes grounds for révocation of license}.
¥ embalmed by a STUDENT, he also shall sign in his OWN handwmmg
if this body is not embalmed, fact should be so stated above.

- . vt "




