WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

FEDERAL SECURITY AGENCY
National Office of Vital Stansuca

FILED SEP 7 %50‘?____

Registration District No.......

Primary Registration District No. %2 .20

A

MISSOUR! DIVISION OF HEALTH L e dhe T

STANDARD CERTIFICATE OF DEATH

o i
State Fie Nonsda I SRERZ

0537/ 7]

Registrar's No.

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED;

2/

16. (&) Tformane._2VEN _Skinner .
) Address_S8MES0N, Missouri

Burial

{Burial, mm.lhon. or remaval)

(6) Date thereof -
Day) (Yeur)

() Place: burtal or cibmation. o€ O 1804 - Cemetery
18. (s) Signature of funeral director. Hope PFuneral  Home .
® adres_Gallatin, Mo,

17. {a)

(¢} Where did injury occur?

19. (@ {%‘M ._lfof_ o Wﬁ%

Daviess w. Missourd iess
{c) County 21" Wesh T (a) St . (%) County_.. DBV —nr
{b) City or town.. HU.I —nag in% Q.n..TQ_m:I.ShiP_ m " o/
(I outside city or town limits; writs "TRURAL" and nama of township () Clty or town... R‘q.;_[‘__a.._l“__ Was hingt on TWD ]
{¢} Name of hoapltal or institntion: / (If outside city or town limits, writs “RURAL' "y a
{IT ot i Rowpital or frmtitutian, writs sireet number or Location) (d) Strect No UErard, give Tomariony &
(d) Length of stay: In hospltal or institution. P () Cltizen of £ trv? No o Noy
pocily whether () 0. Oldzﬂ. country 8 Or iNO,
In this community Mosgt of Jife
yeurs, wonths or days) If yes, name country.
MEDICAL CERTIFICATION
3oig FRINT Marion Perry Skinner A
- ———"_ [l 30. DATEOF DEATH: Momn AUZUSEL . 12
3. (b) If veteran, 3. {¢) Social Security No. i
name war None None year...... 1948 wour. . 6 minute........Ba.M.
i # || 21 T hereby certify that I attended the deceased from 11 g1} 0t 1.9
a 5. Color or 6. {(a) Single, widowed, 10.4.7 to ﬂugusi._ 12 , 19-48
+ s Male race %1 t divorced . M8, d that Ilasteawh_{ppaliveon..__Angual.. b 19.48
6. (&) Name of husband or wife...... e 6. {£) Age of hushand or w;fc it || and that death occurred on the date and hour stated above. Durati
Nancy Isabelle Skinner .. 78 .= !io;edatecauseof deats e
T iay 13 1861 .  ||_.CANCER " ZIGMOID RECTUM _____ NL2MONS.
(Month) (Day) * (Year)
B. AGE: Yeara Months Days If less than one day Due to
87 N 2 29 I min,
Due to.
9, Bi_rt'hnlan- Page Coun tv — .l_ -
- {City, town, or oonnsy) (State or foreign country)
rme Other conditions
10, Usual occupation T (Tnchude :rom: ‘within 3 moatha of death)
11. Industry or bmmm_ﬁﬁne.naIWEarmmgwm_,__w, SR = PEYSICIAN
3 : I -
g{ 12. Name JOShU.a Skimer O"fope;:n':?:y’- - 7 ’ ?'- 7- - Underiine
= § 3 o) th P to
L N— ey & Fin
E{ 14, Maiden name ﬂhﬁglm Walku.p ot altopty ' . - thou dﬂl_,as
. b 4 ~|tistically.
5 N hplace. mom q M
g 15. Birt TP - i ———" m‘;ﬂl” 22, If death was due to external causes, fill in the following:

Accident, suicide, or homicide (apecify)

Date of occurrence

{a)
(b}

{City or town) (County)

(&) Didinjury occur In or about home, on farm, in industrial place, In publ:.c p!am?

(Specify type of place) .
() Means of injury__" ...,

SN 1 3

(l.;eensed Embalincr’s Shumt on Ruvcrle Slde”




STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision.

(A L= -, A TP

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

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

3




