MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARK

‘ y-J
%c:' 'ﬁrsv;a?g! AMENDED Registration District No. __-...__-_Ej_k__}rlmlw Registration . District No 3__.62_[___Ragmnr'| No.

3; STATE FILE NUMBER

1. PLACE OF DEATH . ; 2. USUAL RESIDENCE {Where deceasad lived. tf institution: Residence before
a. COUNTY st Frﬂ-nco:.s. % ) N a. STATE Mo b, COUNTYst Franco 1Bndmiuiun)

b. CITY (1f outsida corporate limita, give TOWNSHIP only) Length of stay in 1b < CITY

VS 300
Rev. 4/59

Insida Limits

10w Flat River,Mo . 1S Flat River,Mo Y} Mo

¢ FULL NAME OF (If NOT in hospital, give location, Inside Limits d, ST i e’
ROSPITAL OR { 9 ! nitde Limi :D%EREEE;)S (It cutside, give location) Retilie on Farm

INSITUTON 213 Munger St Ya¥i NoD ! Lewis St. Yes O <N¢.ﬁ

3. NAME OF DECEASED First - T Middle Last 4, DATE Month
(Type of print) . . . OF

Jeff : Unfleat, T June 24,1963
5, SEX 6. COLOR OR RACE 7. Marrlad Never Married [0 [8. DATE OF BIRTH | 9 AGE (iast birthday) | IF UNDER | YEAR IF UNDER 24 HR:
M 19 .‘ 1 H‘.e Widowﬂd% . Diverced [0 Feb 25’1873 90 MOﬂfhll Days I Hours | Min.

10s. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

i f worki ife, aven If ratir
Yo ror T | Laboroxt

DATE AMENDED

Day - Year

! v -
13s. FATHER'S NAME ' T13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBRMND=OR WIFE

Hugh Umfleet. | Louias Mont Y. Frances Umflest

_15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. 7. INI NT ) Address

- None - |Mrs Eddie Sirclum: Flat River,

18. CAUSE OF DEA‘I'H {Enter only one cause per line for (a), (b), and-(c}. . . INTERVAL BETWEEN
PAR ONSE iﬁemn

{Yes, mor unknpmﬂ (If yes, give war or dalu ot serviw]

T |, DEATH WAS CAUSED

LMMEDIATE CAUSE {a] - 7"‘?“ MJ ot AN alsonn
.-Conditions, -if sny, DUE 1O (b) _ L M,{M ?‘M | < ?. 5

which gave rfse to
above cause (a),
stating the under-
lying cause last. DUE 'I'O {c}

PART Il. OTHER SIGNIFICANT CONDI?IO.I\[IS,CONTR]BUTING T0 DEATH. but not rlla!!d To the urmlnal PART 1. H  decsated was female was

. ndition give RY » thare a pregnancy in last 90 days.
dﬂ“—rw#m z_ ,9"— ‘ - 7 _'IDYQAIDNo IDUnlmuwn

5. WAS AUTOFSY | 200 ACCIDENA . SUICIDE HOMICIDE | 20b. DESCRIBE HOW [NJURY OCCURRED, (Enter nature of injury in PART | or PART 11 of item 18.)
sggrgmm' 1. +70 o - 0o - . . -

“20c.TIME OF  Houb  Month, Day, Year |
CINJURY . _

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
{NSTEAD OF

MEDICAL CERTIFICATION

p.m.

5'20d.- INJURY QCCURRED 20e. . PLACE OF INJURY (#.g., in or asbout home, | 20f. CITY, TOWN, OR _LOCATION COUNTY 'S'l:»'RTE
TR WHILE AT.WORK [] . 7 karm, factory, sireet, affice bidg., em) o
NGT WHILE AT WORK-[1- .

21. | attended the d d from . / E 73 “# ? lest saw m::livo on “‘w £3, 7 (5
V - on the.

! o .
Death occurred at. 5- 4‘ - d-ia mned sbove, and to the besl of mv kno adge, from the causes stated,

F2a. SIGNATURE egr.e or ml-] T [ 235, ADDRESS - Iy - 22c. DATE SIGNED
ﬁ Z - : N v ' : " P4 "‘6)’
. BURIAL, CRPKATION, | 236, DATE i NAME OF CEMETERY OR CREMATORY .| 22d. LOCATION {City, town, or tounty} {State)

REMOVAL (Specify) - _ S " R
Burlel 162663 [ Perkview Comeleryy .. Ka

24. FUNERAL DIRECTOR

Caliwell & Soms Flat River,Md  |Quesee 2

" (Licansed Emb-lmeVSta!emum on Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED  EMBALMER

i,

1 hereby aerhfy ihar 1he body whose name is reoorded on the: reverse side of this certificate was embalmed by me,

or by - : _ : : Siude;ﬂ Embalmer No.

working under my personal- supervision,

Student ' Slgned_ngrm"‘zﬁz ‘ﬂ”‘&_ W
Signature of Student Embelmer
Licensed Embalmer No S—ﬂ ?‘3 '

. . K POAddress ‘7’14“6 R"“"A"’l J

Note: The above MUST BE SlGNED BY THE I.ICENSED EMBALMER in hls OWN HANDWRITING (Failure to comply
wnh ‘the above constitutes grounds for revocation of license). - -
If embaimed by .a STUDENT,-he also shall sign in his QWN handwrmng
If this body is-fot: embalmed fact should be 50 stated above. + " ¢
LE - :

B Ao ,,_‘

P TR




