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WRITE PLAINLY—USING' UNFADING BLACK INE-—-MAKE A PERMANENT RECORD

'BIRTH NO.

| A OCT 31 ez

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

REG. DIST. NO, ’5 i . PRIMARY REG. DIST. NO. i’:'_ﬁ Rep::!mr.lNo....*:

a. COUNTY

1. PLACE OF DEATH

Hpnrv

2 USUAL. RESIDENCE. lWh.re d

1 Lived.  i0f

idence befors

a. STATE
Mi ssour:.

b. COUNTY - s
- Henr

* adunision).

b. C(l)'I';Y (I outside corporste I-lnuu write RURAL scd rive

¢. LENGTH OF

township)| STAY (ln this place)

c. CITg (1f outaide corporate licita, write RURAL st give township) - -

<=/

Town TOW_Windgor. _ ),
d. F}fJgS-Pr'&hI‘.EOORF (If not i hospital ori jon, give street add or | dAsDrDRREEEé (If rural, give location) O
INSTITUTION. 1 (08 .. Teho '70_%&&&:&&n ton
3 NAME OF a. (First) b. (Middle) e. (Last) 4, mmz' (Month}  (Day)  (Yean
(Twpeor i) Margaret Horn Henrikson A Oct, 21, 1950
5. SEX 6. COLOR OR RACE | 7. M%%%EB P[‘)FVSECEBRRIED 8. DATE OF BIRTH 5. hA.GE m:l:')“- P: UNDER 1 mn F UNDER 2i HRS.
. {Bpecity) ) ¥ o Houm | Min.
Female | White rrie / Jan. 20, 1878 | 2™ [Mg”| ™|
102, USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Stata ot forien sountrr) 12, CITIZEN OF WHAT
dote durig most ol warking lfe, wren if rotired) DUSTRY . 4 COUNTRY?
Housewife _England IS A

138, FATHER'S NAME

" IJohn Horn

13b. MOTHER'S MAIDEMN

Belle Tishm

NAME

{Yeoa, no, or unkoown)

No

I5. WAS DECEASED EVER IN U.S. ARMED FORCES?
(If yes, givs vn&d.u- of service)

17,

16. SOCIAL SECURITY
NO

Nane

*Thiz does nof mean
the mode of dying, such
6 heart faliure, asthenia,
‘ete.~ It inéans tAe dis-"
caze, injury, or complica-
tion which caused death,

18. CAUSE OF DEATH
. Enter only cnecause per
.line for (a), (b), and (¢)’

1. DISEASE OR CONDITION

DIRECTLY LEADING TO DEATH® ()

ANTECEDENT CAUSES

Morbid conditions, if any, giring DUE TO (b)

14. NAME OF MUSBAND OR WIFE

iNFORMANT'S SIGNATURE OR NAME

_H.e.n%ﬂenni.k.san.._\ﬁ.ndmn._lﬂiw
ICAL CERTIFI TION INTERVAL BETWEEN

ADDRESS

ONSET AND DEATH

-

rize to the above cauae (a} stating

" the underlying cause last.-- - -~ =~ -~ = Lo 13 AL O

DUE TO (c)

It. OTHER SIGNIFICANT CONDITIONS ™. . ".". AR T

Conditions contributing to the death but nof -
related to the disease or condition causing death,

19a. DATE OF OPERA-
T "TION

19b, MAJOR FINDINGS QF OPERATION -, . ... - © _+u, . o , -

s

20. AUTOPSY?

ves [ wo [

 (Bpecity)

- AT WORK

'21a. ACCIDENT 21b. PLACE CF INJURY ta.g.,inorabout | 2Ic. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE bomas, farm, factory, street, office bldy., eto.)} . .o . .
HOMICIDE .

214. TIME (Meonth} (Day) (Year} (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

oF WHILE AT NOT WHILE )
INJURY - - - WORK } ‘-

2171 hereby cerlify that I aﬂendcd the deceased from

L1942 10 _Qcte 21 1607, that 1 last saio the deceased

m., from the causes and on the date stated above.

, 1 .950, and that death occurred oD 230 P

:y(mmoniue) 23b. ADDR
Zo ‘—dan P

23c. DATE SIGNED

/0-&3-§2

-A

lLREG st SIGNATURE

Q%Zé‘-l

-

24a. BURIAL, CREMA-.| 24b. DATE 24c. NAME OF CEMETERY CR CREMATORY R Z4d LOCATION (Oity. t.own, or connty) {State)
TION, REMOVAL (Specity)

Burial O 102450 Laurel Qak , Wlndsor Mi ssouri
DATE D BY LOCAL 25. FUNERAL - DIRECTOI S SIGNATURE hDDiESS

ngéd/z/ 7?74"-

_-hctmed Embilmeru Sutz-nem on Reverse Side)




&
RECEIVED %
DISTRICT HEALTH OFFiCE No 3
Dlstr!ct File Numbar____,_

Date Filed____+2 M .

ﬂ

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“byﬁ__._.._.....-_._....

Student Embalmer KWo.

working under my persona! supervision.

SHUdEnt wvvrvrrerersenanens e eaan Signed... Z/a{ﬁ(«x«a oz GZVWL

Student Embalmer . ; /f
’ Licenzed Embalmer N, ... W 72 ..

P. O. Addressmmu%&

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.




