MISSOURL DIVISION OF HEALYH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFAR 6047

_ Registyation Distsict No, ¥~ ¥ _____J Primary Registration District -— & ____Registrar’s No, #

DO NOT WRITE AMENDED ‘ :
ON THIS $TUB

F

2. USUAL RESIDENCE (Where deceased livedotf .ir icA:  Residence before

%T LEK . - a. STATE Mo . b. COQUNTY ‘M A, ™ admissian) .

~ b GHFY J4f swistle corporate limits, give TOWNSH!P only) Length of stay in 1b ¢, ~CITY Lnside Limits

S DpplAR Bl fF 2yr || S BpUAR  BhUFF | Ko

c. FULL NAME OF (If e, " hospital, give location) InSide Limits d. STREET {If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION r L Yes [ Ne J é//’ ﬁﬂr/{“g Yes O No [JK,

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

(Type or print) | . OF _
IToR MAY G1FFOR D PEAH 6., /ey
5. SEX 6. COLOR OR RACE 7. Marrie[ O Never -Married [] |8. DATE OF 8IRTH | 9- AGE (iast birthday} | IF UNDER 1 YEAR IF UNDER 24 HR

FEm‘QLE W}f’ 7‘5 - Widowed g__ IJivorced O _yl 22. /93} 92' Months | Days Hours Min.

10a. USUAL OCCUPATION (Give kind of work done | 10k, KIND OF BUSINESS OR ENDUSTRY BIRTHPLACE {City and state or country} [ 12. CITIZEN QF WHAT COUNTRY

?:{i most of workn/g#fe, gven if Irehred) - ‘yDME . A 0 0 / ) M u' S ;

13a. FATHER'S NAME © | 13b. MOTHER'S MAIDEN NAME 14. NAME OF HU. E ND OR WIFE

BaNE WAKEFIWELD | Seead WERD PoyroN "7" E/FFoRD

15, WAS DECEASED EVER !N U.5. ARMED FORCES? - . |16, SQCIAL SECURITY NO. | 17. INFORMANT Address

- {Yes, no, wnown) (If yes, (g::iv:ar ar dare:_; of service) L—-—" ,‘/ﬁeﬂly g/FF&ﬂD LO 0/‘ M O;

18, CAUSE OF DEATH (Emer only ore cause per line for {(a), (b), and (c]. INTERVAL BETWEEN
PARY |. DEATH WAS CAUSED BY: - / . . ONSET D DEATH
- © IMMEDIATE CAUSE {a) _e—ilfed / - ) .
DUE TO (8] 2 75 - L . »p /4 %o
which gave rise fo " o v gl l
above cavse {(a)}, . . r
stating the under- . a OM

lying cause last. DUE TC (z)

PART Il. OTHER SIGNIFICANT CONDITIONS CONIRIBUTING TO DEATH but not related tc the terminal PART ill. Hf deceased was ¥female was
disease condition given in PART | (a) there a pregnancy in last 90 days,

VS 300
Rev. 4/59

'01.9%
20 125

\

DATE AMENDED

DOCUMENT

Cenditions, if any,

ID Yes [ J No I 1 Unknown

19, WAS AUTOPSY | 20, ACCIDENT  SUICIDE  HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED, {Enfer nature of injury in PART | or PART 11 of item 1B.)
PERFORMED? .a .o (] ’ ‘
YES[] NO[J :

20c. TIME OF Hou Month, Day, Year
INJURY a.m,
p.m. - )
20d. INJURY OCCURRED 20e. PLACE OF INIURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATICN . COUNTY STATE
WHILE AT WORK [] farm, factary, street, office bidg., etwc.) - )
-~ NOT WHILE AT WORK [

21. | attended the deceased fromm, t A %and last saw bnllve on%
b ol /5 m on the date stated above, and to 1he best of my knowledge from the cduses stated

Death occurred at

22a. SI TURE wl 40 22b. ADDRE . X . 220, DATE SIGNED

23a. BURIfEMATION 235, DATE &” = { 23c. NAME OF CEMETERY OR CRE AT

i BL" | 2~ /8196y | hEwrs CEM.

24. FUNERAL DIRECTOR ADDRESS 25, DATE.RECD BY LO'CAL REG 26. REGISTRARS SIGNAI’URE
GisH RREEN Ve Mo |2 ~/F/ _7 M/ /-%4/“-\

{Licensed Embalmer’s Statement on Reverse Side}

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD COF

MEDICAL CERTIFICATION
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*STATEMENT BY—S |.|CENSED EMBALMER

o
NN o Vo AN

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

P . S5 B ‘3\ LI S e Y \ H\\‘

Student Embalmer No.

or by

working under my personal supervision.
Signed )‘/M\ 2. ﬁ-(—/v&/

Student_=
Licensed Embalmer Non"fqé }-g

b Signature of Student Embalmer
P. O. Address WMQ

g

GNNE . N Dot

Note: . The above MUST BE SIGNED BY THE .LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

with the ®bove constitutes grounds for revocation of In:ense)
If embalmed by a STUDENT, heialse shall sign m his . OWN handwriting.™ "
LN X d e \ )Y
% .ﬂ:\\\
‘\
Ay

If th|s body.ls not embalr}ed,.facr should be so stated: above. \u v s
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