MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH BH65-02724%

DERAR A
TMENT of PUBLIRC .HE:LT; ':l: WELFARE Z __Pri Resi ion Dlstri N@J/é B . Séé STATE FILE NUMBER
DO NOT WRITE AMENDED egistration Distriet No. ___________Jf & ____Primary Registration Dlstrict Nowa? 2 /L N/ ____ | Registrar's No, 2 L v N

ON THIS STUB

1. PLACE OF D 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence befors
s, COUNTY Co[e o sTATME agouni b county Co admission}
b. C‘I)'I;( (If outside corporate limits, givo- TOWNSHIP only) Length of stay in 1b €. COILY . inslde Limits
TOWN ye#e/won. C.ufy 3 dayd TOWN ge#e/won. Cbty . Yes 0§ No O
<. FULL NAME OF {If NOT in hospital, give location) {naside Limits d. STREET (If evtside, give location) Reside on Farm

INeTUTION. (hanles £ Stild hoapitad|vem v ACORESS 101 | Madison Yer O NoX)

3. MAME OF DECEASED i Middla Py Last 4. Dé\TE Mopth Da ‘rw
or print . - £
flype or erint (Lay Prillip Ponden DEATH ?uly ) /1965
5. SEX 6. czl.onz OR RACE 7. Married Never Married (] [8. DATE OF BIRTH [ 9. AGE {last birthday) | IF UNDER | YEAR IF UNDER 24 HR

e Widowed Divorced [J 8_ 27_/9@ 55 Months | Days l Hours | Min.

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 COUNTRY
di Wy life, even if retired) (] . ; > N
G Powen & Light (0. |Jberia, Miasouni

135, FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND OR WIFE
Rafe Ponden Minnie Wilson Sylvia Lee McKee

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. V. INFOI!MAN'I' Address
(Yes, npt or unknawn)| (If yes, give war or dates of service)
o | wnknown. %9@:. Ponder, Jefferson (ity, Missouri

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), and {c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: Ca.rdiac arr t ONSET AND DEATH
IMMEDIATE CAUSE (2} es

V5 300
Rev. 4/5%9

DATE AMENDED

DOQCUMENT

Conditions, if any, DUE TC (b} ventrlCU]'ar tEChycardlC
wbhoi:h gave rlu( t,o

v a), : .
stating the undr. Paraoyamal atrial tachycardia
lying cause last. DUE TO (c)

PART (1. OTHER SIGMNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the terminal PART Ill. If decessed was female was
disease condition given in PART | (a) there » pregoancy in last 90 days.

Mitral stenosis with ventricular hypertrophy [Oves | 0w [ O unknown

19. WAS AUTOPSY | 208, ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enfer naturs of injury in PART | or PART 11 of item 16.)
PERFORMED! (] o (w)
YES ] NO
20c. TIME OF  Houl  Month, Day, Year |

INJURY a.m.
p.m.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

20d. INJURY QCCURRED 20e. PLACE OF INJURY [a.g.. in or about hame, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK O

21. 1 attended the decensed fromaé_h-hvhsi. rnw_&und last aewmarivo on%%_n—_'lﬁs_
Death occurred ot .! —_— L2 Y m on thWidate stated above, and to the best of my knowledge, from the couses :t:fed.

egree or title) 22b. ADDRESS , 22c. DATE SIGNED

(N o, . XX} % > . K“L-QS-

23b. DATE 23c. NAME OF CEMETERY OR CREMATORY \ 23d.! ATION (City,%to or caunry) (Siue)

23s. FORTRR L REVA] b
&‘ﬁi‘b‘li‘s‘“‘"*" &E-1-1965 Neav fope (emeteny ( ententoun
74, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL FEG. REGISTRAR'S
lannen meal Home, Jeffenson (ity, M. |8 Oig 196S” MﬁM

{Licansed Embalmer's Stalom['-u on Reverss Side)

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT QF

ITEM NO.




BLATTIEN

STATEMENT BY LICENSED EMBALMER

| hereby certify that the bodyl whose name is recorded on the reverse side of this certificate was embalmed by me,

or by

working under my personal supervision.

Student

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his N 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 bBody- issnof'embalmed, fact-should be so stated above. :

v R




