™ : - »
MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —-62-012389

- DEPARTMENT OF PUBLIC HEALTH AND WELFARE
STATE FILE NUMBER
?ﬁ‘.ﬁ{sm‘: AMENDED Reg:struF PEEB‘ APR_?#‘SB?HMN Registration District No. 3_---.5?.--.._5!&;1;”.r s No. -_-__:Zz__-___ .
1. PLACE OF DEATH 2. WSUAL RESIDENCE {Where decessed lived. |f institution: Residence hefora
. COUNTY : a. 1STATE b. COU .
vs300 | o : St Francois *Fi%souri Bte Geneviey&™"
Rev. 4/59 % b. CI'I;Y (I cutside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CCI)LY Inside Limits
< TOWN Bonne Terre No. own  Farmington Yei [} No G
]QZL/ [ « c. FULL NAME OF {If NOT in hespital, give lacstion) inside Limits d. STREET (If outside, giva location) Reside on Farm
E HOQSPITAL OR ADDRES%—F ,.
20452, [2 wstiutioh Bonne Terre Hosp. Yes 3 No[J D. # Yagl NoD
3 7 3. #AME OF DE)CEASED First Middle Last 4, DOAF'I'E Month Day Year
Ype or print - .
Allen Loyd ¥cDaniel DEATH Mar. 31 1662
4 o 5. SEX 6. COLOR OR RACE 7. Married X Never Married [J [8. DATE OF BIRTH | 9 AGE {last birthday) ﬁoUNhDER ‘D"’EAR ':'-'NDER Zn: HR
. . . 1 I nthy ays ours in.
5 P-fial e Uhl te Widowed [] Divorced ] /0/08 53 | v |
-——t—- 10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
& duging most of working life, even if retired) .
2 FATher Farming Ste Genevieve Co, U.8.A.
7 9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
2 A v . . .. -
Q Jackson McDaniel Nellie Agnew Stella (Grieshaber:
8 .2/ v 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT e
< {Yes, no, nkngwn) | {If yes, give-yvar or dates of service) - . . "
a0/l a1 v P Stella MchDaniel Farmington Mo.Rt.2
% — 18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), and {¢). - INTERVAL BETWEEN
10 uZJ PART |I. DEATH WAS CAUSED BY: . CINSET DEATH
Qly b3 IMMEDIATE CAUSE (2} onrvLog 9>¢S Ya .
(o) ot ¥ e
11 Q O ! ”
O a o
W (<g . .
12 7 o uj o Conditiens, if any, DUE TO (b}
- w |5 whith gave rise to -
-J—: = asbove c':usendlo), .
= tating *! er-
13 /"0 = l’y?n'g“g cnu'uu last. DUE 10 {c)
g z PART [Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the terminal PART I1l. If deceased was female was
g diseass condition given in PART I (a) there a pregnancy in last 90 days.
g § \ l 0O Yes | 0 Neo I O Unknown
w 5 19. WAS AUTOPSY | .20s. ACCIDENT SUICIDE HOMICIDE 20b, DESCRIBE HOW INJURY QCCURRED. (Enter nature of njury in PART | or PART I} of item 18.)
E | — PERFORMED?L A & o =]
g Y] > v, NoK .
4 = S 20c. TIME OF Hour Month, Day, Year
ol 3 S INJURY  am.
X a E pm
Z -] 20d, INJURY OCCURRED 20e. PLACE OF INJURY (2.9., in or shout home, } 20f. CITY, TOWN, OR LOCATION COUNTY STATE
& WHILE AT WORK farm, factory, strees, office bidg., etc.)
6 'NOT WHILE AT WORK [J =
SE | I 2 6 2
5 o E g 21, | attended the deceased from /_¢ @a 1o / ? @ 4/ and last sow hlm‘l"” on mm 0—3 l
I~ o«
@ ; o Death occurred at q lq m on the date stated sbove, and to the best of my knowledge, from the couses stated.
w =
woow 2 w 235 SIGNATURE {Degrae or mlo) 736, APERESS 22, DATE SIGNED
> 22 e ﬁ Koo ateers Mo t[2/62
18 E] | esom Mm.D. ey 1A
a 23a. BURIAL, CREMATf]y?N, 23k, DATE 23c, NAME OF CEMETERY QR CREMATORY 23d. LOCKI'ION (Clry, !own, or county) tate)
y o REMOYAL {Speci . . . o .
g T Hurial L/3/62 Hillview Farmington Missouri
= <l = FUNE(EM ﬁmgé‘[og . 25. DATE RECD. BY LOCAL REG. | 26. STRAR'S SIGNATU
i > .H.COZEAN PABI\'INGTON FO.
= @ O 0 2D b2

{Licensed Embalmer's ymmm o Revarn £|dc)




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this cerfificate was embalmed by me,

tudpnt Embalmer No.

or by

working under my personal supervision.

Student Signed

Signature of Student Embalmer

Noie; The above MUST BE SIGNED BY THE LICENSED EMBALMER in
with the above constitutes grounds for revocation of license).

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

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




