THE DIVISION OF HEALTH OF MISSOURI

balinee®s Statement on Reverse Side)

5.. No.300 .
. ’ FILED MRY 12.1958 STANDARD CERTIFICATE OF DEATH .  qu. rieme. L2033
D D "BIRTH NO. - REG. DIST. m.q‘% PRIMARY REG.. DIST. m.é&?j_{ R.,,.,,m,.,n,r, ./Z.@....._....-_.
D% I. PLACE OF D.Em 2. USUAL - RESIDENCE (Whare 4 lived, .1f Lloatitatd il befora
a. COUNTY K . L .a. STATE-: .- . b. COUNTY ad.cimton),
/ Pattis 1 g Mis$our i Pettig S
b. CITY (1 Limits, writs RURAL and ot ¢. LENGTH OF || ~c. CATY cocpfimie ticits, wiltis BUBAL and 17
1A mwmu te ve: o) EriEsTH OF b M ta, give townshiz) d} 3’ o
TWN  Draadan | 50yre - Dreaden - )
' g d- F%SLP?AMEOOF (11 not in hospétal or Institution, give street sddrom or location) d.ASDT!;!'%gS‘ (If rural, give location) -
) INSTITUTION . ]
B NAME OF % (First) b. (Miadie) e (Last) LDATE  (Mom) (Day) (Yew
M ( Type or Print) Mary Jane Evans DEATH 5 4 1950
é 5. SEX 6. COLOR OR RACE { 7. #ARF‘I,‘I',EB. 'IglE\‘flgRChE‘SRRIED' 8. DATE OF BIRTH 9. AGE (l::u;n h: u:.en t YEAR | O OMDER 4 HRS.
,, . (Bpecify) 1 ¥ o Days | Hours | Min.
% | _fewalsd | Wnite WS wead - “5Y | 11-26-1887 B l |
) g t0a, US.I;JrAmL.OCCUPATION (Givekind of work | 10b, KIND OF BUSlNESSD%FéT IRN\; 11. BIRTHPLACE (3tate or forelgn country} 12, cm%’ENoFWHAT
dona di most of working life, sven If retined) RY?
& Houme Wife Agriculture Wiasconsin / L9. 4,
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. "NAME OF HUSBAND OR WIFE
“ John Roberts Unknown John Evans
= g WAS DEE&ASE:J E‘:;I;:R IN-iU.S. ARMdED ?RCES'; 16. SOCIAL SECURKIS( 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
4 a8, no,Qr QWD Y4, FIYe WaAr Or tae sorvice . -
EI Ng ' None Mrg Clarence !Lvans Dreasdsan Mo.
18. CAUSE OF DEATH MEDIQAL CERTIFICATION INTERVAL BETWEEN
i ! Enteronlyonscauwseper | 1. DISEASE OR CONDITION @?ﬂ Yp - . | ONSETANDDEATH
Z ! lino for (8), (ty, and (o) | CIRECTLY LEADING TO DEATH* (4 LA, .
o Tt docs vt mean | ANTECEDENT CAUSES '“‘
3 the mode of dying, such | Afortid conditions, if any, giving DUE TO (b)
% a# heart fallure, asthenie, | rise to the above cause (o) statiM
ot Vete: It means the dis- -~the underlying cotse last.  ~ .- - . e . |- o
o ease, injury, or complica- DUE TO (c) _
P tiom which cauaed death. | 11. OTHER SIGNIFICANT CONDITIONS, % - . f.0 0 < . 0 &7
= Cunditions contributing fo the death but not ,/ 2 7 )
% related to the disease or condition causing death. 2
_ k& |lL.19a, DATE OF QP%%\N-' 195. MAJOR FINDINGS OF OPERATION * , - .-, . St et C .0+ e[ 2. AUTOPSY?
E ' YES D NO E’
6 " |l 2ta. ACCIDENT T iBpedty) 21b, PLACE OF INJURY (ex..inorabou | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
> ﬁgﬁ{glEDE home. farm. lactory, stroet, office hidy.. #t0.) ‘ . Ce e
g 21d. TIME (Moxtb} (Day) (Year) (Hour) 2ie. INJURY OCCURRED | 214, HOW DID INJURY OCCUR?
OF . - " | WHILEAT[} NOT WHILE
_J'_ "‘JUR* . - . m. © WORK - AT WORK P - . - . . - e
g f122 I hereby csm,fy that I attended the deceased from 397 1850 10 S~ 19870 that I last sow the deceased
E dlive on = s 19&, and that death occur'red at _Lﬂ:é m., from the causes and on the date stated above.
ﬁ A ) .- ' (Degroo 23b. ADDRESS . 23c, DATESIGNE_Db
.8 o7 DO Ao dalie Ny 15783
f_',' UF ;| RED . 24c. NAME OF CEMETERY OR CREMATQRY\_ s Z.ld LMTION (Oily. town. or wnnty) -~ (State),
g BT May S 193%0|, ,Dpesden Cemetery " Dresden Mo. ;
DATE REC'D BY LOCAL }Zg SIGNATU - ﬂ““ DJRECTOR' 8 1 GNATURE )l{anon:/is
- . y
S—& . M3/ Y AN goe da 2%
7 / (F1Tensed




RECEIVED
Jistrict Health Officer No, 8
~istrict Filo Mumbae

Oote Fidrerl, L2 'fJ

-. ey -

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 oo

........................................ . Student Embalmer No.

working under my persona! supervision,

o s Pk P D erse

Student Embalmer

Licenzed Embalmer c_3 qoz 5
X T et e

P. O. Address

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.

~




