THE DIVISION OF HEALTH OF MISSOURI . 2*7'394

o200 ’ ALEDNOV 28 1950  STANDARD CERTIFICATE OF DEATH 1616 File Nowmommmsms oo .
'LW ST— REG. DIST. NO. _/ 3O PRIMARY REG. DIST. %0. 2 3 73 Recictrars Now f Do,

1. PLACE OF DEATH e 2. USUAL RESIDENCE (Whers decessed lived, If institution: residence before
ﬁ 8. COUNTY Jackson -’ & STATE. Misgsouri > COUNTY Jackson ===

b, CITY {If outnide corpurste limits, writs RURAL and give |4§r LENGTH OF ¢. CITY (If ouwide corporate limity, write RURAL and give townahip) 4[.

o0 Rural - Smi a fa.. TorMESS™™ 1S Rural J92eee Township - fﬁ%‘

d. FU!.-SLPP_‘J_RAME OF (1f oot in hospital or lm&ilutlon give -Lru'. address or loeation) || ADDRES (If tural, give loestion)
iNstitomion 12 Miles E. on Truman RAJ Turner St. Rt. #3 Indep.,; Mo.
3DNEACNEIESOEFD r,n. (First) b. (l:&iddle) c. (Lfﬂt) i, Ds‘rE} (Month) {Day) (Year)
(Typeor Pint)  VITLLTAM HENRY SHEFFER oeatd Nov, 3, 1950
5, SEX 6. COLOR OR RACE z #ARRIED IgiE\\,IgRCPESRg[Eg' ) 8. DATE OF BIRTH 9-]3(‘55 tTa v.;n IF UKDER | YEAR | & toOaR 4 Kas,
¢ - 3 G o Houms | Min.
Male white . | “li¥dovéd 52 |Decs 67 1870 YT | T e
10a. UiUAL OCCUlPATIONuS(‘hHuSafmg 10b. KIND OF BUS'NESD%%T.IRNY' 11. BIRTHPLACE (Btats ot torelgn ﬁnw) / 12, CITIZEN OF WHAT
uring most o s, sxun if ro = UNTRY T
Harrisr=HT Rt ste MeGregor, Michigan A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
William Sheffer Frances E, Quance Clara Eliza Sheffer
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
{Yea.no, of unknown) [ (Il yes, xive war or dates of yervige) NO. \ 5 .
jid None' Mr. Erwin Sheffer, Indep., Mo
18. CAUSE OF DEATH DICAL CERTIFICATIO INTERVAL
ONSET AND DEATH

| Enter only onacuseper | - DISEASE OR CONDITION
line for (s}, {b}, and (c) DIRECTLY LEADING TO DEATH'(B)

LT PNt

Z?m&

*Thir doer not megn | PNTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if ony, g{vlng DUE TO (b)
as heart fflure, asthendo, | Tise to the above couse (a) dating
de. It meana the diy. | 1he underlying cause loat.

WRITE PLAINLY—USIN_G UNFADING BLACK INK—MAEKE A PERMANENT RECORD

case, Infury, of compiice- DUE TOQ (¢} . .
tion which caused death, | 1. OTHER SIGNIFICANT CONDITIONS ° '
Conditions contributing Lo the death but not L" - ‘-3_0 /
related to the disease or condition causing death.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . e ’ ' ‘1 2. AUTOPSY?
TION
- va L] wo
2ia. ACCIDENT {Bpacity) 21b. PLACEOF INJURY (e.g. lnorabest | 21, (CITY, TOWN, OR TOWNSHIF) (COUNTY) . (STATE)
Nt - SUICIDE homa, farm, fastory, iurest, offioe bldg,, ete.) -
HOMICIDE
21d. TIME (Month) (Day) (Year) @Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? ] '
WHILEAT[—] NOT WHILE -
INJURY WORK AT WORK :
22, I hereby ify that I attended the deceased fr . 19.‘.1:&, to ’%Aﬂ_'; 192&’&&! I last saw the deceased
alive ' , 1957 Chnd lhct death yred ot D2 3QP m., from the causes and on the date stated above,
222, SIGNATURE ' Wﬁﬂe) La ADDR! 8¢, DATE SIGNED
ALY ,e,u_/ ‘
24a. BURTAL. CREMAF Z4b, DATE 24c. NAME OF CEMETERY OR CREIFIATO R TION (Olty, town, or
TION, REMOVAL (Bpedlty) s
Bupial 0|11/7/50 Mound Erove Cemetery Uackson County,; Missouri

DATE REC'D BY LOCAL

Mo 9 758

REGISI‘RAR S SIGNATUR: Z 25. FUNERAL DIRECTOR"S B8IGNATURE ADDRESS
ioland R. Speaks; Independence, Mo,
Ticensed Emba!mt- Statement on Reverse Side) -
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STATEMENT BY LICENSED EMBALMER

‘I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me, Of by

13 . . st LR N NN RNN ] L] - .o LE N RN N
working under my persona! supervision. udent tmbalmer No Reeesstees
Signed %‘:4/% )77. I@f-/
Signed..... creerreranns terenas cesantiannn : <58~ o <&
Student Embalmar Licensed Embalmer No.

». o FiBHCes fa—:z;é. /ye

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
the above constitutes grounds for revocation of license,)

" If this body is not embalmed, fact should be so stated sbove.-

to comply w.




