THE DIVISION OF HEALTH OF MISSOURI

.5. No.300 IE" " - "‘.:
v 10.a8 fl FEB 1 1950 STANDARD CERTIFICATE OF DEATH State Fité Nonmoorann
?y BIRTH MO, REG. DIST. MO, __Z_d__ PRIMARY REG. DIST. MO Q_OL.L_. Registrar's Na..._..,l.,f_,,_,_._,_“,__m_
0 i. PLACE OF DEATH 2. USUAL RESIDENCE {Whers deceased lived. If lostitation: residence before
a. COUNTY STATE b. Ci Jinimion).
Audrain & Missouri OUNTY  pudrain ™=
b. CITY (I outside corpurate Limita, write RURAL and give ¢. LENGTH OF [ e ClTY (If outaide torporats Limits, write RURAL acd glvs townebip) Za e
OR ownship)| STAY (in thie place} 0
TOWN Maxico . Ie) V[?£ TOWN Kex 100_
¢. FULL NAME OF (If not in hospital ot Sestiwution, give streot addrese or lml.lnn) d. STREET (If rural, give location)
. HOSPITAL ADDRESS
INSTITOTION Andrain County Hospital 434 West Maple
3.62%%%5%% a. (First) b. (Middle) ¢. (Last) 4, DS}'E (Month) {Day) ear)
(Typeor Print)  KATE B ALLISON ooy Jan 24 19bo
5. SEX \ 6. COLOR OR RACE | 7. #ﬁ)%ﬂ“lrlég EIE\YEECNE“SRR[ED‘ 8. DATE QF BIRTH 9, AGE (In yesrs h: UNDER | TEAR | U UNDCR & HES.
{Bpecity, } onthe | Days | Hours | Min.
Panale White Never Narried U | Jume 21, 1874 | ™5™ | |
102. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (8tats or forelgn countey) '*() 12, CITIZEN QF WHAT
dona during moat of working life, even if retired) DUSTRY \ ﬁ%ﬂ‘gyr
' Hamne - Monroe County, Missouri
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14 : NAME OF HUSBAND OR WIFE
' __Hobert M. Allison Ella Fike ____,A_ﬂ____'_;jg_,____%_____
I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 7. INFORI\;\y S S GNATURE OR NAME ADDRESS
{Yea, 0o, or unkpown) | (If yes, give war o dates of service) * NO. -~
¥o None %,,,,. v %ﬂ/ 777149«—0 o
18, CAUSE OF DEATH i MEDICAL CERTIFICATION INTERVAL BETWEEN
A N ONSET AND DEATH

| Enter only onecauseper | F- DISEASE OR COMDITION
lime for (a3, (b, aad (¢ | DIRECTLY LEADING TO DEATH®(5)

SThis doe ot mzan | ~ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any, piving DUE TO

o4 hear! fallure, asthenia, rise to the above cause (o) stating . -
de. It means the dis- the underlying cause last. .
care, injury, or complics- DUE TO (C%Z( Lﬁ/ﬁ ')L(Sb

WR!TE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

tion which catsed death, § 11. OTHER SIGNIFICANT CONDITIONS - v / .
Conditions contributing to the death but not W 4, £ Zm'” ""}ﬁ-ﬁa é.)
related to the dizease or condition cauzing dealh.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . : / . | 20. AUTOPSY?
TION
ves [ wo
21a. ACCIDENT (Bpacify) 21b. PLACE OF INJURY (ox..inoraboet | 21c. (CITY, TOWN, OR TOWNSHIPY . (COUNTY) i (STATE)
SUICIDE boma, Isrm, fastory, street, office bldg., e14.)
HOMICIDE ~
2id. T&'!)II-!E ' (Moats) (Day) (Yer) (Hour) 21g, INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
. - ~, ‘o ¢ ot wHEAT HOT WHILE
INJURY j : - S el | Yiomk AT WORK
2} I hereby certify thal I ailended the deceased from _m—_',L 19 (o ~ ’ 19:2_9 that I last saw the deceased
- alive on _LA_A{_ Igjlj and that death occurred at _Aum ., Jrom the couses and on the date stated above.
|| 22a. SI . (Depm or title} 23b. ADDRESS 23¢. DAYE SIGNED
Z /lﬁ( J ﬁ,&ﬂ—«m—u 4/14 49 W m {~z43 7@
TIONBURIAL CREMA- 24b. DATE 24c. KAME OF CEMETERY OR CREMAfORY 24d. LOCATION (Qity. town, of county) (Gtate)
Burial Jan 25, 1950 E].rnwood Cametery . . . Mexieo,n .. .. . -HKiSsolri

RATE REC'D BY L%CEAGIJ REGISIRAR'S, SIGNATURE Q5. o9 ADORESS




JAN 3 ¢ 185¢
REGEVED - Ne.
District Health Oﬁ_li:&‘.q-:’m

JAN.’:o
Dito Filsd mamcomere

D-‘s;d.:ch F'I‘Q i‘!ulﬁbv'

STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision.

---------------------------

Sranedeseania. Student Embalmer ~TTTTTTC ; Licensed Embalmer Noyé‘z ;7/
’ : P. O Address_%
Note:

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

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




