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MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 0 q g 8
DEPARTMENT OF PUBLIC HEALTH AND WELFA 4{*7) 79 0 \&TATE FILE NUMEBER
%%"Ta'{s"gl'ﬁ.‘ AMENDED mwunn No, 1__-.[_§‘- ......... Primary Registration District No. “ZJ_ 1 [ ___..Regiitrasr's No. __¢#7_% -.0.-..__-___

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If insiitution: Residence before

a. COUNTY Sh’mon a. STATE mo b. COUNTY Sh,G_ n admission)

b. CITY (If outride corporate limits, give TOWNSHIP only) Langth of stay in 1b c. CITY Inside Limirs

S Biach Jnee o Binch Jnee, vl NeO

¢, FULL NAME OF {if NOT in hospiral, give tocarion} Ingicte Limits d. STREET {If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS

INSTITUTION J:‘Ome Yes q Ne O Yes O No q_’

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

(Type or print} £ J‘h m . ( 5: n'ef‘te‘u’ Dg:TH DAL
QANAA LG AL l_CL‘Q;!:-J_
lLifheh A IF UNDER 24 HR

5. SEX 6. COLOR OR RACE 7. Married a Never Married [] |8. DATE OF BIRTH | 9 AGE (lest birthdey) | IF UNDER 1 YEAR

]D widowed ] Divorced [ 2/23 /qa 71 Months ] Days Hours Min.

104, LUSUAL QOCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSYRY . BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY

ring grosr of working life, even if rotired)
Fined defectine U}a&an.d, Indiana usa

13a. FATHER'S NAME 13b. MOTHERS MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

-?giwﬁ M. Cone f £ ou Rora Bell JDQUM Benrtha G, Cone 2hoy

AS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. INFORMANT Addrcu

(Yes, or unknown) | (If yes, give wer or dates of service) nOHE, G c
onQ.U;e,J,g, ﬂim.ch._cﬂ_e&b_ﬂlo_
Tea T 1 ‘H‘ 1 INTERVAL BETWEEN

18.  CAUSE OF DEATH (Enter only one ceuvse per line fo ), (b), and (2).
GNSET AND DEATH

V5 300
Rev. 4/59

DATE AMENDED

PART I. DEATH WAS CAUSED BY:
[MMEDRIATE CAUSE (a}

Conditions, if sny, DUE TO {b). / W W— { A%{ﬁ

which gave rise 10
above coavie (a),
stating the under-
lying couse last. OWE TO (c)

PART H. OTHER SIGNIFICANT CONDITIONS CONIRIBUTING TO DEATH but not related to the terminal PART HL If deceased was foemale was
disease condition given in PART | (8) there a pregnancy in last 90 days.

, O Yes I 0 No | O Unknown

19. WAS AUTOPSY | 202. ACCIDENT SUICIDE HOMICIDE 20k, DESCRIBE HOW INJURY OCCURRED, (Enter natura of injury in PART | or PART 1] of item 18.)
PERFORMED? m] (] O
YES[J NOQO -

DOCUMENT

2c. TIME OF Howr Month, Day, Year
INJURY am.
P

20d. INJURY OCCURRED 20e. PRACE OF INJURY (e.g., in or about home, | 201. CITY, TOWN, OR LOCATION
WHILE AT WORK [0 farm, factory, street, office bldg., ete.)
NOT WHILE AT WORK (O

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

21. 1 sttended the dm?Td fro:

Death Mc}"% ~

=2 " =]
22b. 22c. DATE SIGNED

A48

23¢, NAA;\F. OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} {State)

Gak Grove Cem. Biach Jnee . Missouri

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. [26. REGISTRAR’S SIGNATURE

Quncan Junenal Home Win_ tiew Mo, |- A9 19647

{Licansed Embalmer’s Statement on Reverse Side}

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO,




STATEMENT. BY LICENSED EMBALMER

1 hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embaimed by me,

“or by Siudent Embalmer No.

working under my personal supervision.

Student

Signatura of Student Embalmer

Licensed Embalmer N g/ﬂ 7

P. ©. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR!TING (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.




