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WRITIE PLAINLY—VUSING® IINFADING BLACK. INK—MAKE :A_ PERMANENT RECORD
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THE DIVISION OF HEALTH OF MISSOURI

FLED SEP 20 ]950 | STANDARD CERTIFICATE OF DEATH

State File No...

31006

DISEASE OR CONDITION

Ester only aneeausoper 1.1, DISEASE, OR, CONDITY DEATH (z)

llgu tor (a),, (b). and (¢j*

.

*This does not mean. -ANTECEDENT CAUSE..

the mode of dging, suck |. Morbid conditions, if any, giring DUE TO (b}
s heart failure, asthenia, |- rise to the abore cause {a) stu.!!ug
‘e It medns the dif- the underlying cause last.

DUE TCI (c)

MEDICAL CERTIFICATION

ST
- f 6{ .‘Sfﬁi‘._ﬁgﬂ',}fg-y
" BIRTH NO. wes. oist. 0. £ F S eriumay ves. oist. w0 F-TO [ wegistrars Nosa B .
1. PLACE OF MEATH 2. USUAL RESIDENCE (Where deceased lived. If {astitution: residence befors
a. COUNTY a. STATE b. COUNTY I_.ll'lniﬂinn)
Linn 3 Q
b. CITY (i cumi¥ie corpurate Gmits, artite RURAL and give c. LENGTH OF ¢. CITY (1f cutaide sorporate limita, write RURAL and give townshin)
OR townabip}| STAY (i chis place} . a
TOWN Menduille ﬂL_Bu.bk_l_j__n_%_Mg_
d. FULL NAME OF (If not in hoapital or institution, give skrect sddresa or location) d. STREET (If rumil, give location)
HOSPITAL OR ADDRESS
©__INSTITUTION 1 N ona(n=n - Gey, naj
3 gzﬁéhéﬁs%% _ 8. (First) b. (Middle) ¢, {Last) 4 Dé;t—: (Month)  (Day) (Year
{ Type o1 Print) Lernnio Heaton Sen! A Sept. 2-50
5, SEX 6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED, §. DATE OF BIRTH 9. AGE (In yesrs{ IF UNDER | YEAR | & uxDER o RS,
WIDOWED, DIVORCED (Bpecity) laat birthday) |Months ! Days { Hours | Mln.
Female/ White Wi dowed 2. __Mapch 241872 78 5 ’
10a. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or !ornln country) 12, CITIZEN OF WHAT
dope duriszg most of working Uite, svan if retired) DUSTRY i) COUNTRY?
Housewife Linn County,
!iBa. FATHER' S MAME 13b. MOTHER'S MAIDEN NAME 14, "NAME OF HUSBAND OR.WiFE
. T
FPlekx Reddineg .. C celia Williams | i
I15. WAS DECEASED EVER'IN UU.S.ARMED FORCES? | 16, SOCIAL SECURITY | 17, INFORMANT'S SIGNATURE OR NAME ADDRESS
{¥em oo, ovooknown) | <10 rMn war o ¢ d.-.t- b saswiqn} HNO.
No : Nona Viogl=s Incer Bucklin, Mo,
18> CAUSE ‘OF DEATH | PhOLINF INTERVAL BETWEEN

ONSET AND DEATH

ease, injury, or complica-
tion which caused death. | I1. OTHER SIGNIFICANT.CONDITIONS

Conditions contributing to the death but ~m£
related o the diseaze or condition causing death.

7W%a¢¢yammw;%%%kw4

19a. DATE OF OPERA. | 195, MAIOR FINDINGS OF -OPERATION 2. AUTOPSY?
TR TION
T ) YES D NO @
21a. ACCIDENT " (pecity) 21b. PLACEOF INJURY (e.x..inorabout | 2Ic. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
SUICIDE home, farm, {sctory, street, office bldg..eta.) . . R P
HOMICIDE ;
21d. TIME (Masth) (Day) (Yean) (Hour | 21e. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
F WHILEAT [~ KOT WHILE ,
CINJURY m. WORK AT WORK .

1&&Z.w

2. I hereby certify that I altended the deceased from “%
alive on _@__ 195570 , and that death rred at _S_ip m., from the

, that I It'ul' saw the deceased
uses and on !he date stated above.

23a. SIGNATURE Z Z 6) 2 2 (Degmeor tir.l?)

23b. ADDRESS

et

-

Yo

' WGNED

b, DATE 24c. NME OF CEMETERY
Mt . Olivet

BURIAL CREMA-

TIOW%?I\'I ].Bm‘j.ly)

OR CREMATORY.
]

M rceline

244, Loumoh (Oity, town, of ooumy)

’ (State)

Mo.

Jcensed Embalmet’s Suu'nmt on Reverse Side) B

" ADORESS




Date Received:  SEP 3 8 168
DISTRICT HEALTH OFFICE -#2
District File Number 7-%¢o - ¢

- Filedt
- - Date 1 SEP 1 9 1960
. i

|

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, Of by
.%-*__-_-_‘_4-‘

—— e

,,,,,,,, R Student Embalaer No.

working under my personal supervision.

Student........l...............”." ........... Signed %M

Student Embalmer /

Llccnaed Embalmer No % 5,/_3

P. Q. Address W"

Note: Theé above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR.ITING (Fai]ure to comply with
the above constitutes grounds for revocation of license,)

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




