MISSOURI DIVISION OF HEALTH —~ STANDARD CERTIFICATE OF DEATH
PEPARTMENT oF FUBL'R‘:eg:li:;\TDtrr;r:o “;ilb gg_---_ﬁlmnrv Registration District No. Registrar's No. _____ ‘.!.--.0..@7—3 j@E FILE NUMBER

DO NOT WRITE
ON THIS STUB AMENDED H-ED—-jAN-2-7{385 —
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

a. COUNTY a. STATE b. COUNTY admission}
ONITEAV Missouay Mevireao
b. COITY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b e, CITY Inside Limits

O
1w CaLiropnia 2 wks, o QAL somnmin g e B

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

1
M 'I'lOSPITAI. OR I . Yes & N ADDRESS
2 Q@ Eo _‘ NSTITUTION LATHAm I' O03PITAL (N Lyu] M TWP. Yes O No O

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

{Type or print) OF
ENgam v Feavgun Bysee viam  JAwusRy 20 /985
5. SEX 6. COLOR OR RACE 7. Married 3 Naver Married (J 8. DATE OF BIRTH | 9 AGE (last birthday) [IF_UNDER i YEAR IF UNDER 24 HR

anL cAuc . Widowed (& Divorced ] 61‘ 1883 8/ . Momhal Days I Hours | Min.

10a. USUAL CCCUPATION (Give kind of work done | 10k, KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (City end state or country) | 12. CITIZEN OF WHAT COUNTRY

during mi j%%ri_lie’?uwn if retired) FX/PM CLGMJBU%J /Yb . U-s,A .

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND OR WIFE

Lo Bymee MALGARET SAPPINGTeN Cuagmiey 0. Hics

15. WAS DECEASED EVER IN U5, ARMED FORCES? 16, SOCIAL SECURITY NOC. 17. INFORMANT Address

(Yeas, nogr unkncwn)l (If yes, giva war or dates of service) 472 _Iy_ 895'6

18. CAUSE OF DEATH (Enfer only one cauie pcr line for (a), (b}, and {c}. INTERVAL BETWEEN
PART t. DEATH WAS CAUSED BY ONSET AND DEATH
IMMEDIATE CAUSE (2} / W / 2~ o gocey
. q
Conditions, if any,]  DUE TO (b) %@k&; W Vo

which gave rise to
shove cause (a),
s1ating the under-
lying ceuse last. DUE TO {c)

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminat PART 1. If deccased was female way
disease condition given in PART | (&) K . there & pregnency in last 90 days,

' ID Yes I £ No | O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1) of item 18.)
PERFORMED? [m] [} O
YES(O NOR

20c. TIME OF  Houl _Month, Day, Year ’

V5 300
Rev. 4/59

—

DATE AMENDED

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

INJURY a.m.
p.m.

MEDICAL CERTIFICATION

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 204, CITY, WN.OR LOEAHON COUNTY STATE

WHILE AT WORK [ farm, factory, strest, office bidg., etc.)
NOT WHILE AT WORK [ M’(sz,"“ M
21. 1:amended the deceased from F= Lo~ lo. 2 _(_~_2_é£und last saw mhve onf="2F ~ &S

Death occurred at. 4.‘ o O'f’ L%t m on the date stated above, and to the best of my knowledge, from the couses stated.

22. SIGNATURE {Degree optitle) 22b, Aomp . 22c. DATE SIGNED
ﬁ(i&txgﬁ.ﬁ /A, @ : W (U o f-22.45>

238, BURIAL, CREMATION, | 2ab. DATE Z3c. NAME OF CEMETERY OR CREMATORY Fr S LOCAT!ON (c-ry. town, or counly) (Slaru)

nsmo:Al ltj:;:ifvl A2~ 6$ \.C:Lry Cgmcrw AL( FORNIA

24. FUNERAL DIRECTO ADDRESS 25’DAIE RECD. BY LOCAI. REG ‘26 m% P

"(‘Li'c#l:sed Embalmer’s Staternent on Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




. STATEMENT BY LICENSED EMBALMER

LTI }

| hereby certify that t/hﬁy whose name is recorded on the reverse side of this ceriificate was embalmed by me,
oJ.

5 %Z’/eaeg Student Embalmer No._ﬁ_

or by

Licensed Embalmer No._ozf.L

" p.O. Addressw -

Note: The above MUST BE SIGNED BY THE LICENSE{? 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.

I this bozci:l'y is not embalmed, fact sffould" be so stated a:lic:\;g.

. r
- -




