MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 67 0034883

STATE FILE NUMBER

DO NOT WRITE
ON THIS STUB AMENDED D-SEP2T v
1. PLACE OF DEATH . ' 1307/ 2. USUAL RESIDENCE (Where deceaszd lived. I institution: Residence before

a. COUNTY G E a. STATE : b. COUNTY z‘ina’/cav admission)

b. CL!’TRY {If outside corporate limits, Give TOWNSHIP anly) Length of stay in 1b c. CITY Inside Limits

TOWN i i gbﬁl 5 M. TOWN Helena Yes B No [

<. FULL NAME OF { in Kospital, give location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
R Hero K oen | Ao
¥ o Y N
ing (ity y 3 - O RE.D. 0 Moy

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

(Type or print) OF
Samuel Gates Jackoon | "M Sent. [/ 196

5. SEX 6. COLOR OR RACE 7. Married [~ Never Married [] |87 DATE OF BIRTH | 9- AGE (last birthday} |}IF UNDER 1| YEAR IF UNDER %24 AR

,E:,C m_‘iﬂ ;W £ Widowed I&' Divarced [ /-23-1&8 89 und Months | Days ] Hours r Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] I1. BIRTHPLACE (City and stat¥ or country) | 12. CITIZEN OF WHAT COUNTRY

durphg most ofy warking life, even if retired)
Staéhnan & Fainen Sdf—em%%m’ Andrew (o, (LS A,
13a. FATHER'S NAME 135, MOTHER'S IDEN NAME b4, NAME OF HUSBAND OR WIF
Andnew Jachson Mary Ann Eletchell Rose [ ee_Jackason
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCYAL SECURITY NO. 17. INFORMANT Addres:

(Yes, noA,;r unknown)l (if yes, give war or dates of service) 487_42_745‘/ mMo y@hﬂ. Twm s Hdm‘, ﬂb-

18. CAUSE OF DEATH (Enter only one cause per line for-{a), {b}, and (c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE {a) ﬂ,L;éMW M &

VS 300
Rev. 4/ 59
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Conditiens, if any, DUE 7O (b}
which gave rise to
above cause (a),
stating the under-
lying csuse last. DUE TO {c)

PART (I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH bhut not related to the terminal PART Itl. If deceased was female was
disease condition given in PART | (a) there a pregnancy in last 90 days.

ID Yes I O No I [0 Unknown
19.. WAS AUTOPSY 20a. ACCE}ENT SUI%DE HOME|]C|DE 2Ch. DESCRIBE HOW INJURY QCCURRED. {Enter nature of injury in PART | ot PART Il of item 18.)

PERFORMED?

YES[1 NOZY

20c. TIME OF , Houf  Month, Day, Year |
INFURY |, am. \

- .- .
20d. TNJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT WORK [ farm, factory, street, office bidg., eic.)
NOT WHILE AT WORK (J

21. | attended the deceased from. 6‘ -2 - é ,7 to. q '-” "'é' 7 and last saw mve on S‘W f/. £ f‘ 7
ra 7

Ceath occurred at l 4'2 5 AL m on the date stated above, and to the best of my knowledge, from the causes stated,
3 y

i "X Degree or title) 335, ACDR N 2% DATE 5|GNE|$
Lt Vo el 10 ‘%«,} ‘g—zZ , 2Pos q.;; +3

23b. DATE 23c. NAME CF CEMETERY OR CREMATORY Qﬁ{lOCATION (City, town, or county) (State)

9-13-1967 linion Star linion Star Miasouri

24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26, REGISTRAR'S SIGNA

(Lark Funeral fome _ King ((ity, (. ?_'/g._z

(Licensed Embalmer's Statement on Reverse Sice)

AMENDMENTS ON THIS'RECORD ARE AS FOLLOWS
INSTEAD OF

.
RN
% K

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHCULD 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__ Signed 3 C fﬁ— Z:f\

Signature of Student Embatmer
Licensed Embalmer No. ¢¢ 7 7

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 QOWN handwriting. .= 's-

If this body is not embalmed, fact should be so stated above.

‘-




