THE DIVISION OF HEALTH OF MISSOUR| =

.S, Ne.300 T
| F!LEB MAY 8 1950 STANDARD CERTIFICATE OF DEATH | S Na )
cv., 10.48 e le et i
BIRTH RO. . REG. DIST. NO. _ {00 pRiMaRY REG. DIST. n._a__s_é_ R.,.;},-g,-.ﬂ'& o B S
1. PLACE OF DEATH ' Z USUAL Rﬂm o . I Ionhion: resissen i
a. COUNTY T a. STATE T - : b. cmm ) adml-ion)
03 Dent = Missourl e ‘Pent
outaids . OF ary: mm DAL
b, %TY 4] corpurmte Umite, -ﬂhRURAL-ad‘:;ndp) ETAI?EE[LGTJ:*“’ . c. o “ - limits, wrtte anidum. 0330
TowNRural, Norman, Twp. Life bl Rurets Norian Twn.
d. FULL NAME OF (If a0t 1o borpital or lnstituticn. cive sirest addrem or Location) d. STREET . d!—ul.ﬂnlnum T S PR
HOSPITAL OR ADDRESS | . e S 0
INSTITUTION. . - - e )
3. NAME OF a. (First) b. (Middle) . o (Last) <~ = -1 o 4.-005;5'“_' '(?,_@m (Day)  (Year)
(Typeor Pty Martha Emnma - Gibbs pEATHApril, "I7, I950
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 5. AGE (In years| & WoEn | VAR | W ieiee o0 £m3,
/ WIDOWED, DIVORCED (Bpweity) : Iast birthiay) | Monthe , Dags | Hown | Min,
Femadhe ”/ | White Married / \g., 25,1875 |74 7 _igs | %
108. USUAL OCCUPATION (GivaXind of work | 10b, KIND OF BUSINESS OR IN- [ 11. BIRTHPLACE (Btate ox forelsn oountry) 12 CITIZEN OF WHAT
done during mogt of working life, even If retired) . DUSTRY E . . g COUNTRY? ;
Housewife Housewife. Salem, Missouri U.S.4,
“131._ FATHER'S NAME : 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Samuel Tune . JAlmeda Redd . i11i¢ .
15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY | I7. INFORMANT 5 5) GNATURE OR NAME ~ ADDRESS
(Yes, no, or unknown) | (If yes, aive war or dates of srvies HO. .
no i none : none Glen Gibbs Salem, Mo,
19. CAUSE OF DEATH : INTERVAL BETWEEN
| Enter only onsceussper | ). DISEASE OR CONDITION ONSET AND DEATH

lina for (a), (b}, and (c) DIRECTLY LEADING TO DEATH® ¢y

ANTECEDENT CAUSES

*This does not meen L
the mode of dying, such | Aorbid conditions, if any, gising DUE TO (B): : . :
8 heart foflure, asthenta, | rise (o the abovr cause (a) dating . - . . . e o
de. It means the dig. | ih¢ underiying cause lagt. ; . )
case, infury, or complica- — DUE TO (c) - ‘- T £ :z;t‘er—
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS - - . - HA~
Oomditions contributing to the death bul not ~ 0&&7/)
releted to the dizease or condition cousing deaid. P AL LAV
. - . -
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION- - : I ; / 20. AUTOPST?
- TION
. . ves (] wo [
21a. ACCIDENT Bpelly) 21b. PLACE OF INJURY (s.g.. norabout | 21c. (CITY, TOWN, OR TOWNSHIP) (STATE}
. SUICIDE bome, tarm, tastory, strest, offios bidg.,eve.} . .
HOMICIDE
21d. TIME (Mooth) (Day) (Year) (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY QCCUR?
. HHI'I.IAT NOT WHILE
INJURY . AT WORK

a2l Ilereby certify that I auended the deceased from 5= by = 19.24{,, to L ~t 7 — 1980 that T laat saw the deceased
aliveon - [l 1984  angd that death occurred at Q_‘nsﬁ_ m,, from the causes and on the date stated above.

2. SIGNATURE WW or title) | 23b, ADDRESS Zic. DATE SIGNED
% Qe TN 4=12-So

Aa.. BURIAI:“-CRBM- 2b. DATE o 2dc. NAME OF CEMETERY OR CREMATORY . | 244. LOCATION (Oity, town, or county) (State)
"2 April, 18, |1950 Tune Cemetery Dent County, Mlssouri

) : [
WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD ™~

DATE RECD BY'LOCAL | REGISTRAR'S SIGNATURE YS |25. FUNERAL DIRECTQR'S SIGNATURE - ‘AbDDEEAS

. RES, riq‘\ .

o W ol ke —
{ rd




RECEIVED. & ~24 -2
District Health Cfficer No. 5,

District File Number . 5. —5 0 < 7’7
Dete Filed SR =52

|
|

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, ot ..o

Student Embalaer MNo.

:( 5 | Slgm%ﬂdm e,. "

Student Embalmer
: - s ] Licenzed Embalmer No. ¢7/3

P. O. Addl‘eas_ﬂgféfl&t'.... ....... —. .........................

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.) .- . TR
If this body is not embalmed, fact should be so stated. above. S T, -,

+




