MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 67 0019576
DEPARTMENT OF F'ua.L_lkc;g:"Ea:;TDl-:m.i\:so Uf_l._. 2oy Rogisttion Distict No.? -a 3 Reaistrar's No. ( /6 STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. if institution: Residence before
a. COUNTY Linn a. STATE Mo b. COUNTY Linn admission)

b. C!TY {If outside carporate limits, give TOWNSHIP only) Length of stay in 1b . CCI)TY Inside Limits
R

5 Brogkfield 4, Days oW praokfield Yes g No O]

c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
HOSPITAL CR ADDRESS

INSTITUTION Pershing Hospital Yesyel No O 20, Market St. Yes [1 NoXO

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print) QF

Susie Elizabeth Cassity oia  May 29 1967

5. $EX 6. COLOR OR RACE 7. Married Never Married [] |8 DATE OF BIRTH | 9 AGE {last birthday) | IF UNDER )} YEAR IF UNDER 24 HR

Fema le Wh ite Widowed Divorced {J h—/26/189t) 77 Months | Days | Hours Min.

10a. USUAL OCCUPATION (Give kind of work done { 10b. XIND OF BUSINESS OR INDUSTRY| 11. BiRTHPLACE (City and state or country) | 12. CI ZENSOF WHAT COUNTRY
dyring most of workipg life, even i jred} . . U A
ousewite New Boston, Mo
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME COF HUSBAND OR WIFE

Ralahm Stufflebean Lutie €lark Albert Cassity

15. WAS DECEASED EVER LN U.5. ARMED FORCES? 15, SOCIAL SECURITY NO. 17. INFORMANTY Address
(Yes, no,ﬁénknown) {If yes, give war or dates of service) Albert Cas s ity BI'OOkfield s MO .

19. CAUSE OF DEATH (Enter only one caute per line far {a), {b), and [c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (a) "

Conditions, if any, DUE TO (b} FM—-Q -~ Q"—e—‘-‘w.—- U“/ C“_z—-u_-__.(

DO NOT WRITE
ON THIS STUB AMENDED

VS 300
Rev. 4/ 59

DATE AMENDED

—
z
w
z
5
)
Q
a

which gave risa to
above cause (a),
stating the under-
lying cause [ast, DUE TO (c}

PART LI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Ill. Iif deceased was female was
disease condition given in PART | (a) there a pregnancy in last 90 days.

T ID Yes l O-No [ O Unknown
19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 70b. DESCRIBE ROW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 16.)
PERFORMED? O a 8]
YES [1 NO{IF|
20c. TIME OF  Hou Month, Day, Year |
INJURY a.m.
p.m.
30d. INJURY OCCURRED 20s. PLACE OF INJURY (g.g., In or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY

WHILE AT WCRK [ farm, factory, streef, office bldg., etc.)
NOT WHILE AT WORK []

-~ -
21, | sttended the deceased from S e~ &7 to. S 2 G- F and last saw malive on i ; 'q G i
Death occurred at ‘f‘ }) 0 ‘? m on the date stated abave, and te the best of my knowledge, from the causes stated.
22a. SIGNATURE gree or title f@ 22b. ADDRESS SR E Lok /Jf Aoe ] F3c. DATE SIGNED
Broorgtie td Mo, 5%2:,/,;7
73a. BURIAL, CREMAIION 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) [Sfata)

VLS| £.31.1067 [Park Lawn Memory Gardens Brookfield,

74. FUNERAL DIRECTOR ADDRESS 23 D;ﬁneco. BY L?CAL REG. | 26, REGISTRAR'S SIGNATURE

W. G. Baker PrOOkfield, Mo .

{Licensed Embalmer’s Statement on Reverse Side)

.-

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFECATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




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

252 2
vonssen (202,

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.




