THE DIVISION OF HEALTH OF MISSOURI

5. No. 300 Ly
T oas FILED JAN 25 1958 STANDARD CERTIFICATE OF DEATH s ru . 187 Q...
39/ BERTH KO REG. DIST. NO o2 %é PRIMARY REG. DIST. NO. j_ﬂ. Rem.rlrar:Na ..d'.':_...:; rsminsannea
;'] \ 1. FLACE OF DEATH ) 7  USUAL RESIDENCE (Where decesssd fived, If Lustitatd rrR———
a. COUNTY Nﬂwton A - ) . a. STATE Miﬂaouri b. COUNTY Newton ad.gission).
b. CITY (I outalds corpurste limits, write RURAL and give ¢. LENGTH "OF C Clﬁ' (It oytaide corporate limits. write BURALmdu towaship) 0/" y,
townahip) AY {in thia place) o]
TOWN Neosho yrs. T0WN Neosho
d. ]';lil!._sLPfIQ_lf\er-EO%F {If mot in hoepital or lnatitution, give street sddress or location) dASDrDRREEESrS (1f rarsl, give locstion}
iNsTituTioN North Central Part ' North Central Part
3 NAME OF a. (First) - b. (Mlddle) <. (L:st) 0 fa DATE ;  (Montb) (Day)  (Year)
{ Type or Print) INEZ FRIEND peaTH January ‘4, 1950
5. SEX '\ 6. COLOR OR RACE { 7. mf})%R\“[l'EB gfla\yOEgCEBRRlED. 8. DATE OF BIRTH 9. AGE (In yearmm| o UNOER 1 TEAR | F unDER U HEs.
\ N (Bpacify) last, day) Days | Hours | Min
Female ‘| White Marriad ** | March 5, 1967 §5" § | 5% |
108, USUAL OCCUPATION (Give kind of werk | 10b, KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (State orf
done moat of » klnlllln.ovulzfrocd::rd) - DUSTRY tata or forsign m‘"‘!)a iz CIleENOFWHAT
dsewite Own Home Neosho, Missouri
13a. FATHER'S NAME 130, HOT!!ER'S MA IDEN NAME 14. NAME OF HUSBAND OR WiFE
llen Harper Lottie Lamar George V, Priend
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL sscum'rv 7. INFORMANT' 5 SIGNATURE OR NAME ADDRES%,
(Yeo4, Do, orunkaown) | (If ym, dve war or dates of urf&ee) Ge v F i d -
No 499-24 411*7 O. Vo FT2ENC Gen. Del, Neosho,

INTERVAL BETWEEN
ONSET AND DEA

8. CAUSE OF DEATH DICAL CERTIFICATION

| Enter only coscausoper | 1. DISEASE OR CONDITION
\ine tor (33, (b, andt (@ | DIRECTLY LEADING TO DEATH" ()

*This does fict meen ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, giring DUE TO (b) Mz—u gt

as heart faflure, asthenia, r;u to Mez above cause {a) stating
de. It means the dix- the underlying couse last.

care, infury, or compli DUE TO (c)

tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS °
Conditions contributing to the death but not W j "7 pb| )(
reloted to the disease or condition causing death.

19. DATE OF OPERA. | 19 OR FINDINGS GF OPERATION i - 20, AUTOPSY?
M’/q‘fy M aIvuM h)va ves [ no B

21a. ACCIDENT (Bpocity) 21b. PLACE OF INJURY (e.s..io orabouns | 2lc. kITY TOWNﬁR TOWNSHIP} {COUNTY) (STATE) _
SUICIDE home, tarm, fastery, atreet, offics bidg., eve.) ’ .
HOMICIDE

21d. TIME (Month) (Day) (Year} (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY CCCUR?
INJOI.II:RY WHILE AT|—] NOT WHILE

@. WORK AT WORK % N Y, l
ify that %ttended the deceased from Mﬂ—;, 194_{! lo ﬁ‘Lﬁ 192‘_&— that I last saw the deceased
LoioSp TO

WRITE PLAINLY—USING UNFADING BLACK INE—MAEE A PERMANENT RECORD

2. I hereby
alive on —, Iﬂﬂ, and that death occurred at m., fi the causes and on the dale slaled above.
23s. SIGNAT, ' (Degroa or titlef /| 23b, #QDRESS Z 23, DATE SIGNED
24s. BURIAL, CREMA- | 245. DATE 24c. NAME OF CEMETERY OR CREMATORY [ 24d. LOCATION (Oity, town, or coungy) (State) -
TOREFTAL Y | 1-6-1950 Howard Cemetery [ Goodman, Missour
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 2 2.3 |25 FUNERAL DIREGTOR S $1ENATURE "ADDRESS
! 4 i o : Goodman, Miseouri

(Licensed Embaimer’s tement on Reverse Sitle)

e S




RECEIWED . Ml& W

r No/Al
Dia‘orict Health offlce o ’-&
pietrict rile Fumber -~

Date .Filed,.._._Jp(N.z.‘.la-.ﬁDD._—_-..“nu

P Lokl
———

STATEMENT BY LICENSED EMBALMER

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

Student Embalmer No.

gpﬁ%«wm .......................

Licensed Embaimer No. ,9/4,5’/4
P. O Address,.ﬁM@...r.%.-

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 stated above.

Signed._!




