MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH :&';01@40

DEPARTMENT OF PUBLIC HEALTH AND WELFAREB
Registration District No, ==

STATE FILE NUMBER

/ ) ___ Primary Regitration District No. — Regi

£O NOT WRITE AME
ON THIS STUB NOED

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before

. COUNTY . 5 ] .
a St . Franc ios a. STATE Mo . b COUNTST . Fr‘an Clog}mlnlm)
b. .CITY (If outside corporate limits, give TOWNSHIP anly] Length of stay in 1b c. CITY Inside Limits

OR o]

R
ToWN Farmington, Mo, RURA W Farmington Yes (O No X
c. FULL NAME OF {If NOT in haspital, give location) Inside Limits d. STREET (I cutiide, give location) Reside on Farm
HOSPITAL OR ADDRESS

IWSIUTEN neral Area Osteopathig™D %8 Route 2 Yes O No B~
3. NAME OF DECEASED First Middls ! 4. DATE Month Day Yaar

[Type or print) OF .
Louella Russell vEATH  April - 1 1963
5. SEX 6. COLOR OR RACE 7. Married []  Never Married [J [8. DATE OF BIRTH | % AGE (last birthday) | IF UNDER | YEAR _IF UNDER 24 HR

. Widowed O] Divorced [ p Months | Days Hours Min.
Female White 1/31/1887 76 [ [
10a. USUAL OCCUPATION [Gwe kind of work done !Qb: KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE [City and state or country) | 12. ('.'l~ ZEN QF W'H:AT COUNTRY

duri f worki f retired v A -
o rndugeitre " | Own Home Near farmington U.S%A., -

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF I.-'I_SBANDbR WIFE

Thomas Cunningham Addie Orten Floyd Russe?ll“:'

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address

{Yes, no, or upkpown}] (If yes, give war or dates of service) TAOOdrOW Hlbbltts Famlngton MO
[

18. CAUSE OF DEATH (Enter cnly one cavss per line fot {a) (b), and (I:) . IN‘I’ERVAI. BETWEEN
PART |. DEATH WAS CAUSED BY: . . . . Ql "ANDDEAT

IMMERIATE CAUSE (a)

-~
Conditions, if any, DUE TO (b) g ' .
which gave rise to B .

above cause {a), PR

stating the under- . B .

lying cavse laat. DUE TO (c) - - _

PART 1. OTHER SIGNIFICANT CONDITIDNS {BUTING TO DEATH but not related to the terminal PART 111, if - deceased was ‘femlh wWos

condition given in PART t (a) thete a pregnancy in last 90 days.

ID Yes | deo l O Unknown

VS 300
Rev. 4/59

DATE AMENDED

DOCUMENT

19. WAS AUTO 20a. ACCIDENT  SUICIDE  HOMICID
PERFORME! jm| @] ]

LA

YES [ -Ngi' o
20c. TIME OF _ _ Hout Month, Day, Yesr

INJURY  “am.
1 2.0 SR Mo A2 4

20d. INJURY OCCURRED 20s. PIACE OF INJURY [a.9., Tn or shout hame, | 207, CITY. TOWN, on LGCATION "COUNTY STATE
WHILE AT WORK [ Xi st bidy,, etc.) ;_
NOT WHILE AT WORK X, | - s an, P

E_ . /
21. | attended the decessed fro .|a:1 nmhw o L] /

Death occurred at Y A on the date stated sbove, and to the best of my kngffedge, from the causes stated.

-y “or fi 27b._ ADPRESS i 22c. DATE,SIGNED
Z3s. BURIAL, CREMATION, . e NAME OF CEMETERY OF CREMATORY CECATIGN (City, town; or county) i:“;jﬂ-); é’j

MOVA!. {5 ify)
uria 963 Three Rlvc»nL Cemet.ery

24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. %
C.H. Cozean Farmington, Mo. % 9,. /443

{Li d Embal

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

T ‘ L4 L
on Reveru Side)




. . . - ,
-, RS - . .

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded én‘:fhe reverse side of this certificate was embalmed by me,

Y

,_or by LN ‘ : _ §tqd balmer No.

LU -

working under my personal supervision.

Student

Signature of Student Embalmer

F" -'O. Address.

Note: The gbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
with the above wnstm.rles grounds for revocation of licensd)." -
" If embalmed by a-STUDENT, he alsc shall sign in his OWN handwrltmg
If this body is not embalmed, fact should be so stated above.




