MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF D§ATH B)/

DEFPARTMENT OF FUBLIC HEALTH AND WEL ;{ d-"-/
DO NOT WRITE AMENDED Ragisration Dmmlllr:l:: — e e—ePrimary Registration Distrlet No S o=—T __.__Iegumr s No. ___
ON THIS STUB EiIEDdgi=31 l:!n.'_l

.}-.,.'?'L‘CE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

Baatl i, mbﬁitg&u ) . &, STATE Missoﬂlr:t COUNTY Mﬂn" 1'.‘:!91 admission)

b. CITY (If oulside corporate limlts, give TOWNSHIP only) Langth af 4ray in 1b c. CITY Inside Limits

owv  MeGirk, Mo 3 Months wowv California, Mo Yes @) Mo OO

¢. FULL NAME OF (Lf NOI in hospiral, give location} Lagide Limits d. SIREET it cutside, give locati H
HOSPITAL OR ADDRESS e + Give location) fevide on Farm

wsiution Rt # LoEglifornia, Mo|™D NeX 1116 S Roach Yes O Noff)

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

{Type or print) Undre]_l cra"[ford D'EDAF'H J'uJ_v 19 196‘%

5. SEX 6. COLOR OR RACE 7. Married [ Never Married {1 [8. DATE OF BIRTH | 9- AGE (last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR

. Widowed Divorced Monihs Days Hours Min.
Male White =% O 12/6/68 gl
19a. USUAL OCCUPATION [(Give kind of work done | 10b, KIND OF BUSENESS OR INDUSTRY[ 11. BIRTHPLACE {City and stale or country) | 12. CITIZEN OF WHAT COUNTRY
ripg mo of rlung life, even if ratired)
Retiv

Farmor Ovm Farm Monitean Cq ”xﬁn A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAI WIFE

Edward Crawford I'rancis Mavhew Deceased

15. WAS DECEASED EVER IN U.5, ARMED FORCES? 14, SOCIAL SECURITY NO. 17. INFORMANT Address

{Yes, no, unknnwn)[ {If yes, give war or dates of service) ,'"96 10 )+813 Mrs Ch_arlev Hod ler_Mo Gi-rn'p- Mﬁ

18. CAUSE OF DEATH {Enter only one cause per line , (), and {c]. HNTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: ONSET DEATH

IMMEDIATE CAUSE (a) M 2

Conditions, if any, OUE TO (b}
which gave riae to
above cause (a),
stating the under-
lying cause  laat. QUE TO {¢)

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the lerminal PART 1. If deceased was  femala  was
diseate condition given in PART | (a) there a pregnancy in last 90 days.:

IDY:I ] 1 No J O Unknown
19. WAS AUTOPSY 20s. ACCIDENT  SUICIDE HOM[']CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
O O

PERFORMED?
YESO NODO

Z0c. TIME OF  Heul  Month, Day, Year |
INJURY am.
P.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or sbout home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, wraer, office bidg., etc.}
NOT WHILE AT WORK [J

1 .
21. 1 attended the deceased from . . nd last saw p;m ullve O"W&
Death occurred at 8/15 m on the d ssted above, and to the besy of my k ledge, f the causes stated.
22a. SIGNATURE egree ar titla} 22b,_ADDRESS 22c. DATE SIGNED
O\B‘Hﬁ : >0 , 7-20.63

23s. BURIAL, CREMATION, | Z3b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23(\ LOCATION [Gity, fown, ar county) [Srare)

REMOVAL (Specify)
i oI quifornia Mo
ngfgﬁ'%ascron 7/21/63 ADORESS nlt}' C !5"’ 7E’RECD 7(0CAL 5. sziiwz
Bowlin Funeral Home-California, Mp.

(Liconsad Embaimer's Su!emnm o/ Reverso Side)

STATE FILE NUMBER

VS 300
Rev. 4/ 59

DATE AMENDED

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

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 persenal supervision.

Student Signed OKMC /Cg’ /dﬂu’éﬂ

Signature of Student Embalmer
Licensed Embalmer No. %?‘Z S

' 1. .-P. O. Address

-
i

-

Nole The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the' above constitutes grobnds;for. revocahon of. llcgnse) e . .r

* If erfibalmed by a STUDENT he also shall stign in hig OWN handwrmng -
If this body is not embalmed, fact should be so stated above.

7,




