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WRITE PLAINLY—USE UI*FADING BLACK INK—MAKE A PERMANENT RECORD

- Registration District No.

DEPA RT\{E\'T OoF (‘0 MMERCE

STATE BOARD OF HEALTH OF MISSOURI

=ILED QMSTANDARD CERTIFICATE OF DEATH
3%

Prinmry Registration Diptrict No. HS..Q.Q C:.___._

Wﬂf‘@flﬁﬁ

Staze File No

Registrer't No. ’3 7

1. PLACE OF DEATH:” - e

{a} County_... ___Boone

®) City or town....... Colunbia :
{11 oatside clity or town limits, writs "THURAL" and nams of sownahip)
(¢} Name of heapital or institution:

Home. 1316 anpmaw T.anP -/
(11 pot In hospital or writo street onmb 7' fon)

(d} Length of stay: In hespitnl or institution
. ' (Specily whether
Entire Life

in this community......
yeary, months or daya)

ta) Sare___ MisSOUTL..... ® County_BOONE

2. USUAL RESIDENCE OF DECEASED:

-

(¢} City or town Conluanhia * J
(If putside city ar town limits, write "RURAL™) )
() Street No. 1315 Rosemary. Lane (
{1 rural, give tocation)
(e} Citizen of foreign country? MOy {Y'es or No)

If yes, name country.

() PRINT

Full NAME. Margaret. Lee.Prather =

3. (3 H veteran, 3. {c) Soctal Security

MEDICAL CERTIFICATION

U g D

20. DATE OF DEA'IE Month_..
year. 0

hour. ; minu:d:-:....&;.M.
name war. No. ' N
1. 1 hereby cerﬁ!y that I attended the d d from.
5. Color or 6. {a) Single, widowed, married, it 19, to. et e .....‘j...‘...... 19. é

i Scx. Eemal,i_, mee White.. divomed_WJ_dﬂﬂ_._;,?_; that T tast snw hele . alive on Y Y 19

6. {b) Name of hnaband or wife .. 6. (&) Age of huoband or wife if || 20d that death eccurred on the dat9/and hour stated above. Duration

B M JEXALNER Prather . . slivedeceasedear lmmediite gause of death

7. Birth date of deceased-...—.——3 Et_,__".";lw.._.wleél e ddnan — e B

( 09 ) (Day} {Yenr)
8. AGE: Years Months Days If less than one day Due to
8,4 7 2 hr. min
( } Due to
s, Bkthp!ace_._B_QM___L____ Mo
_ (Ciwy, town, or cotnty) - =+ . (Stats or foreizn country) R -
Other conditiona

10. Usual oocnnatlon-__ML_H-Qme {Inctude pregnancy witkin 3 munthe of death)

11 Industry or busi ST PHYSICIAN
x ajor Gndings: -
B {2. Name J ames W.Conley | Of operations f—j A o
= s IR . eriine
=\ 13. Binthptace . _Kentnck;c__,_._.,m / v“ e et
o CI?‘ town. or county) ) (Btate or foralgn conniry) Of autopay. ahonrld be
£ [ 14. Malden name 1iza Reid_ - /. { R - -cPa{g;ldsra.
= tistically.
'g 15. Birthplace (Clque-?EIicmlfg TP emp 22, If death was due to external causea, £l in the foliowing:

16. {a) Informant Miss Roheria.Erathar {a) Accidenl, suicide, or homicide {specify}

) Address__1315 Rosemary,Columbia Mo, (%) Date of oecurrence
17, (g} — e (3)  Darte theftof.....é./é/.hé (e} Where did injury ? {City or thwn) {Connty) {State)
" (Buis), cramation, o removal) (Manth)’ (Day) (Year} (d) Did injury occur in or about bowe, oo farm, in industrinl place, in nublic place?

_ {¢) Place: buriai or umﬁon%mhj&ﬂemﬂtm —
18. (o) Signature of fu.neml directo, &%&d&m
(b)) Address

0. o . R ’fé

® _IZLM__E_@ P ﬂ.QJﬂM.z

{Dats received Jucal reristrar} {Feciairars slenatare}

(Sudfy uw nl‘ nlm)
While at work?._- Means of !niury.,,._.................__.__

— !

Addressh. ‘_... roenees Date slgmed. @A&z&&"{,

5/

23. ssnE: Zé _&_QMM D. or othesy 7, . A

(Licensed Embalmer’s Siatement on Reverse Side}



RECEIVED
District Health Officer No. 9,

District File Number
Date Filed 74 K&

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

e

il Registered Apprentice Nouu o oeeeeeeeceecrecerecseeennees

working under my personal supervision. Z
Signed. _@4 /<

Licensed Embatmer No..25. /-aT. o

P. O. Addres

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallure to comply w:th
the above constitutes grounds for revocation of license.)

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




