MISSOURI DIVISION OF HEALTH:= STANDARD CERTIFICATE OF DEATH

OEPARTMENT OF PUBLIC HEAL TH AND WELFARE FILE NU!M:E"RO q q
i Registration-Dristrict Ne: ) e

DO NOT WRITE
ON THIS STUB AMENDED —

PI-Pi h#ﬁfa bq 2. USUAL RESIDENCE [(Where deceased lived. |f institution: Residence befare
. T b. CQUNTY ™ admission)

a. STA . N .
Cape Girardsau Missouri ape GAir.
“b. t(l)'n"[rf—oﬁtéid@ cdrporate limits, give TOWNSHIP only} length of stay in 1b « CITY e Inside Limits
R

OR
TOWN Fruitland 1 vaar TOWN  Fruitland Yes [ No [

<. FULL NAME OF (If NOT w-Mhpital, give location) Inside Limits d. STREET {If cutside, give locatian) Reside on Farm
HOSPITAL OR ADDRESS

INSTITUTION 2 dOOI‘S N. CW]- Shan‘t.v Yes&] Ne [J HiWay # 61, . OW]. shamv 2 dODIBYesD No[&

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

(Type or print)
’ Solomon Olney Ward DEATH april 13, 1064

5, SEX 6. COLOR OR RACE 7. Married [1 Never Married [J [8. DATE OF BIRTH | 9 AGE (iast birthday) | if UNDER 1 YEAR IF UNDER 24 HR

Mal@ . White Widowed “ Divorced [ x -3 -1871 03 Months [ Days Hours Min,

102, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] [I. BIRTHPLACE {City and state or country} | 12. CITIZEN OF WHAT COUNTRY
dﬁlng mast of working life, even if retired)

armer & Timbe Farming Jackson Gommunltv U. 8, A,
13a. FATHER'S NAME 13k. MOTHER’S MAIDEN NAME i4. NAME OF HUSBAND OR WIFE

James Ward Frances 0O Guin Effie Brooks Yard
15, WAS DECEASED EVER LN U.S. ARMED FORCES? 16. SO(EIAL SECURITY NO. 7. INFORMANT Address

(Yes, no, ﬁbnknuwn) {If yes, give ga,s‘ g'r*d;?es of service) .
; ' PDegar Ward PFruitland, Mo,

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, and {c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: . ONSET AND DEATH

IMMEDIATE CAUSE (a)

Vs 300
Rev. 4/59

"| DATE AMENDED

—
Z
1Y)
=
=1
vl
Q
[=]

Conditions, if any, DUE TO (b)
which gave rise to

above cﬁuse ci(u), .
stating the under- T )
lying cause last. DUE TO (e} . - - I

PART Ji. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related ta the terminal PART I, If deceased was female was
disease condition given in PART I {2) there a pregnancy in last 90 days.

ID Yes l O Ne I 3 Unknown

79. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20k, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? ] O 0
YesOJ NCZ
20c. TIME OF © Hou Month, Day, Year
- INJURY am, -
p.m.

20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or sbout heme, { 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK (] farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK [J

21. | attended the deccased from _‘! -—-!,_ ‘ 4 , ta 4"" /l? i c ¥ and “last sawmalive on. 4 "_L/ - £ s"

Death occurred at m on the date stated ahove, and to the best of my knowledge, from the causes stated.

22a. SIGNATURE (Degree or title) 22, AD S5 . 'I‘m 22¢. DATE SIGNED
i\ )’\M ik ' ~ SP10 - ly-rp-ty

332, BURIAL, CRWN' 23h. DA Z3c. NAME OF CEMETERY OR CREMATO 33d. LOCATION [City, town, or county) {State)
)

REMOVAL {
Burial 4-15-1964 McLains Chanel Ch, Qemetehmy Indian Creek, Mo,

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26,REGISTRAR'S SIGNATURE
Ford & Sons Cape Girardeau, Mo, f-2/-( 4 j(“ﬂz?w

{Licensed Embalmer's Statement on Reverse Side)

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 mame is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

wotking under my ﬁersonal supel;vfsion. nQ
Student Signed 7 . w “ ;

Signafu:e of Student Embalmer
Licensed Embalmer No. SO S 1

“p. O.‘Address%@%) B .

Note:: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRlTlNG (Failure to comply
« with the above constitiites  grounds for. revocation -of licénse): T e . i ‘

If embalmed by a STUDENT, he. also shall sign in his OWN handwrmng

If this body is not, embalmed fact should be so stated above.




