MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARE o
/ Ragistrar's Ne ---3-8

i 2
DO NOT WRITE AMENDED I Regiitration District No L7 T A
ON THIS STUB

1. PLACE OF 2. USUAL RESIDENCE (W‘hern decensad lived. If institution: Residance before

8. COUNTY J—M'gsad N STATW/.«&(/ COUNTY TrCLson) sdmission)

k. CITY (If ounside corparate limits, give TOWNSHIP only) Length of stay in 1b ¢ CITY Inside Limits
oR /

TOWN L 2159 City 50 years Tg\:m%ﬂ_(/g_( 6017'}/ YuK Ne O

c. FULL NAME OF {If NOT in hospital, give location) Inaide Limits d. STREET (1f cutside, Five location) Reside on Farm
HOSPIT ADDRESS

Heey UTion F/ﬁa&gp’a’(( ’@A Yos J Na 6401 Brookside Rd, v e No,(

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

{(Typo or print) OF
Tesuv/«  Hocker Aar7e | S Tyry /3 /Fp8
5. SEX 6. COLOR OR RACE 7. Merrled [0 Never Merried [J |8, DATE OF BIRTH | 9 AGE (last birthday) FIF UNDER 1 YEAR IF UNDER 24 HR

wee | dopyre | PR N0 oy sp0 L [P ] e]

10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| i1. BIRTHPLACE (City and stata or country) | 12. CITIZEN OF WHAT COUNTRY

Bduu; {nost fc\)norku I| even If ratired) Z{ tf,ﬂ,ﬂ(jﬂ %:I ey y{ﬂ

13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND GR-MALERe—-

Phil, S, Hocker Fmma Giben Goy L. %A/rs -
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14, SOCIAL SECURITY NO. 17. INFORMANT Addr 2. WIl -

(Yes, no, or ﬁZoz)I [If yes, giva war of dates of service) rone Chas . F . ROU.SG 5518 NOI"WOOd Kans .
18. CAUSE OF DEATH (Enter only one cayse per line for (a), (b). and [c). INTERVAL BETWEEN
P RT I. DEATH WAS CAUSED BY: ONSET Al DEATH
IMMEDIATE CAUSE (a) - 7

Conditions, 1f any,| DU 7O (b) Mﬁmﬂ.ﬁ_@a&)_ e
which gave riss to

sbove cause [a),
atating the under-
lying cousa last. DUE TO {¢)

PART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART I1l.  deceased was female was
diseass condition given in PART | (a) there & prognancy in last 9Q days.

! O Yes L O No ] Unknown

§9. WAS AUTOPSY | 20a. ACCIDENT SUI(EIDE HOMCllCiDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I} of item 18.}
m]

PERFORMED
YES O NO

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

20d. INJURY OCCURRED 208. PLACE OF INJURY {e.g., in or sbout home, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK (O farm, factory, street, office bidg., &ie.)
NOT WHILE AT WORK [

her .
2). | aitended the deceased fro 2 - . b )‘5 and last saw hir; alive on %% IS__ /¢ fGS
Death occurred at * a b on date stated above, and 1o the best of my knowledge, Wrom the causes stated.
275, SIGNATU gres or title) 22b, ADDRESS 22c. DATE SIGNED

7~/ ~b5

- ON, 23c. NAME OF CEMETERY GR.CREWATORY . Cm,r, town, ar counth {State}
VAL {Specify)

2 p ey | Lfousns (ory, Auccoume
24. FUNERAL DIRECTOR /’ﬁ‘f mr#(' LN 25. DATE RECD. BY LOCAL REG. | 24. REBIFTRAR'S SIGNATURE _
Dl twonms or (ot - Sp it Lozl pstaey 7 /G- &5 %«.A&

{Licensed Embalmer’s Statement on Reverse Side)

V§ 300
Rev, 4/59

DATE AMENDED

2 T ol

—
Zz
w
=
=
o
Q
]

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

Petrie wmepical cermipicanion

“ USE BLACK INK
TYPEWRITER RIBBON

SHOQULD READ

BY AFFIDAVIT OF

ITEM NO.




|

)

-

g
S X
.’%q_
N
R
3
&,‘
N

- 5
99/7 &

9

STATEMENT BY LICENSED EMBALMER

| 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

Signature of Student Embalmer

Licensed Embalmer No.

Note: 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.




