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PLA!J'}NLY#-«USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

BIRTH KO.

THE DIVISION OF HEALTH OF MISSOURI |

FILED JUN 13 1950  STANDARD CERTIFICATE OF DEATH Stae Fite N, 1}7459

REG. DIST. NO, Z_f_z__ PRIMARY REG. DIST, m._{é& Registrar's No 78

I. PLACE OF DEATH

2. USUAL RESIDENCE (Where decossed Hved. If institution: residence before

13a. FATHER'S NAME

‘Alex Leathers |

cpape e B

Hid 13'b.‘.34_0_1'HER'S MAIDEN NAME
Fannie Stam

a. COUNTY a. STATE ) b. COUNTY adumision),
M‘asvnnﬂ Macon
~b. CITY. af cusde corouate limits, .J%EZKLM gy g LENGTH OF || c. CITY (if autelde corporste limia, write BURAL aad sire townahip)
* townabip) {n unlu-o! OR é
TOWN Bevier TOWN Bevier 46 /0
d. FULL NAME OF (If not in hospital or insthsation. give streot add Kot || d. STREET (1f razal, givs locat
HOSPITAL OR | o owwislor " e streot ""Jr ; ADDRESS o )
INSTITUTION —_——
352&!\&5&% a. (First) b. (Middle) ¢. {Last) 4. DATE (Month) (Dey) (Yean)
T
(Type o1 Prini) Lolig £ - 3. . Frances Mayshall DEATH 5 28 50
5, SEX 5. COLOR OR RACE |'7. mﬁnﬂﬁgrgﬁﬁg&gnmm 8. DATE OF BIRTH 5. AGE (o yeas| r wein | van | # wooen i w3
. . (Bpeciiy) L] day) | M D, Hours | Min.
Femald! |7 .vhite arrie '/ ¥ 9-10-84 ‘ 33 il Yo'l |
10a. USUAL OCCUPATION (Giive kind of work mb KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (s forelso ) 12, CI
dote during most of working I.H.,c:.nltf nﬁr:) ' s (s DUSI'RY iate orte souney / CSUT;‘I%E""?OF WhAT
n-Beauty Parlor Onerat, r Wyoming USA

14, NAME OF HUSBAND OR WIFE

Hapdin Marshall

i5. WAS DECEASED EVER
{Yee. oo. or unknowo)

IN U.S.ARMED FORCES? I 16.

SOCIAL SECURITY
i NO.

17. INFORMANT'S SIGNATURE OR NAME ADDRESS

f
- Bnter only 0neauSIr | 'DIRECTLY LEADING TO DEATH? (g

- ! -
DUE TO (&) ?’;ﬁwnﬂ; /C-ﬂfx»«-e) 2 7"‘

Itne for (8), (b), and (c)

*Thir doex nol mean
the mode of dying, such
ar Jsecrtfcﬂurc, asthenia,
ete. " It means the dis-
eade, injury, or complica-

DISEASE OR CONBITION

ANTECEDENT CAUSES

AMorbic conditions, if any, giving
ris¢ to the above cauze (a} l‘tatma

' the underlying couse last, -

{If you, xive war or dates of sarvice)
Na = i === =2 €  Bevier, Mo,
18. CAUSE OF DEATH INTERVAL BETWEEN
ONSET AND DEATH

DUE TO (c)

related Lo the disease or condition cauring dealh.

tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS '+ Tt . o ;
Conditions contributing Lo the death but not Cogt . A i

INJURY 7

[N WHILEAT NOT WHILE
C oLk m. WORK AT WORK

192. DATE OF OPERA. |.190. MAJOR FINDINGS OF OPERATION - T T T . AuTORSY?
YES D NO
21a. ACCIDENT (Specify) 21b. PLACE OF INJURY (a.g.. Inorabout | 2fc. (CITY, TOWN. OR TOWNSHIP) (COUNTY) - (STATE)
. SUICIDE . ) boma, farm, fastory, sireat, ofice bldg., ;m0.} o LTt . . T .
HOMICIDE .
214, TIME (Moath) (Day} (Yearl (Hown | 2ie. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

aliveon ____________

2. I hereby cerlify that T, attended the deceased from

____, and that

death occurred al _________.

, 19 o - - 19 , that I laat saip the deceased
m., from the causes and on the date stated above.

= Wf[ @m/ﬁﬁﬁﬂ?

RESS 23‘: DATE S)GNED
&)-M Py 5/25/ 50

RIAL, CREMA: | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY - m LOCATION (Guy,'_mwp,orcounty). (Sate) -
TION REMOVAL(Bnd.!rJ ) . . .o
Burial /i ‘S-’%O—‘)’O R_lcl'a_mS_da.lLbe'neterv Bevier. - . Missouri- -

25. FUNERAL oliu 8 SIGNATUR " RDDRESS .
3;71_,‘]@‘4%‘ Bevier Mo.

(Licensed Elj'balmerl Staternent on Reverse Side)




RECEIVED ¢ & 5%
MACON COUNTY HEALTH DEPARTMENT

County File No. {‘J_Q'/-?f
Date Filed.....8..2.2. 2.5 ...

¥

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, 0f by —moceeeee .

. .- ' Student Embalmer Now.usseeoervasroaceonncennss
working under my personal supervision.
i ._2, D
N f
S10n8dnneenannns e eteeienenenrseeerecninas . ax-vs
Student Embalmer N Licensed Embalmer No 4

P, 0, ATl tartss it

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.) )
nﬁmammhﬂwhpmm




