THE DIVISION OF HEALTH OF MISSOURI

. No.300
o ’ ALEDDEC 121950 sTANDARD CERTIFICATE OF DEATH e e o 0D 7
< 10. ¥
,9» {BIRTH NO. ats. oist. wo. /0 7 __ eaiuny rec. orst. wo. _FA3 € peimvareNo oidoo
b 1. PLACE OF DEATH - Z USUAL RESIDENGE (Whers decmased lved. If Dstitation: revidense bone
l a. COUNTY Knox a. STATEMiSSCluI'i b. COUNTY Knox adintmion).
b. CITY (I cutelde corpornte limits, writs RURAL and give c. LENGTH OF ¢. CITY (If outalde corporate limits, write RURAL and give township) -
R i townabip) | STAY ¢ un- o) OR o pr
. TOWN Edina ] TOWN Baring .
d. FULL NAME OF (If not In hospital or inathtution. glve streat address or location) d. STREET (M rural, ghve location) hl
HOSPITAL OR o ADDRESS
INSTITUTION  Phe Gibson Hospitial,
3 NAME OF a. (First) b. (Middle) c. (Last) 4. DATE (Month)  (Day) (Year)
{Typeor Print)  Lydia May Slocum pEATH  Nov- 24 ~ 1950
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, [ 8. DATE OF BIRTH 9. AGE (In years| IF UNDEN 1 YEMR | ¥ oomEn is pas,
/ WIDOWED, DIVORCED (Bpecity) last ) |Mostha| Days | Hours | M,
F W Narrie / Aug-28-1892 "y | I
10a. USUAL OCCUPATION (Give kind of werk | 10b. KIND OF BUSINESS CR_IN- | 11. BIRTHPLACE (s .
done duriog most of working lll-.mn:t nﬁr:l) . DUSTRY e o !a:-dgn ommtny) '208{13@?[; WHAT
‘Homekeeper Greensburg,iissouri. ¢
13a. .\FATHER'S NAME . i3b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Francis S.Fetters ) Lillian B.Asbury William Slocum
I5. WAS DECEASED EVER [N U.5.ARMED FORCES? ‘ 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
(Yes. 00, orunknows) | (If jee. kive war or dutes of ssrvice} NO, : . .
: wio. ¢t .4, .. no none William Slocum Baring,Missouri,
18. CAUSE OF DEATH ' ' - ' INTERVAL BETWEEN
_ Enter only dne catsa per EASE OR CONDITION ONSET AND DEATH

! DIRECTLY LEADING TO DEATH®(,)

line tor_(a), (b), and (c)

*This does not mean ANTECEDENT CAUSES

the mode of dying, such |  Morbid conditions, if any, giﬁug DUE TO (b)
as heart faflure, asthenia, | rise to the cbove cause (o) soting

WRITE PLAINLY-—USING UNFADING BLACK INE—MAEE A PERMANENT RECORD

ete. It means the dip. | Fhe underlying cause last.
case, infury, or complica. DUE TC {c}
tion which caured death, 1 1. OTHER S[GNIFICANT CONDITIONS ’ ’ Ty
Conditions contrituting to the death but niot / 53 x
reiated to the dizease or condition causing death, .
19a. DATE OF OP'IE'IROIN 15b. MAJOR FINDINGS OF OPERATION ' 2. AUTOPSY?
| -‘ | > e 0 o
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (e.g..Inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE bome, fartm, factory, strest, office bidg..eve.) - !
HOMICIDE
214, TIME (Month), (Day) (Year) (Hour) 2le. INJURY OCCURRED | 2If. HOW DID INJURY OCCUR?
WHILE AT[—) NOT WHILE .
INJURY WORK AT WORK - a :
22. I hereby fy that I atiended the deceased from /‘4 79 18 :'b, lo -2 A , 19,.-5_':_&, that I last saw the deceased
alive 19_21 and that deaj,h‘occurred aka m., from the causes and on the date staled above.
. S| or title) £ 23c. DATE SIGNED
- /A N VIRV SRR Y)
X
’ZI'AI?JNBR% CREMA- 24b, DATE 1 24c, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Olty, weorn, ¢f county) (Btate)
Nov=26=-195 Greenshurg. Greensburg,Mlssouri .
DATE RECD BY I.%CE%L REGISTRAR'S SIGNATUR 5
~148s '

( ran.ud Embalmer's Statemedt on Rm Side)



Date Recewed .DEC 4 W%
DISTRICT HEALTH OFFiCE #2
District File Number /2-55.4,
Date Filed: DEC? EX

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-byome e e

. Student Embalmer o,

working under my personal supervision,

StUdONY vieavustssstansnsaressssnnanscannas
Student Embalaer

Licensed Embalmer No 2 5/ / 2

P. Q. Addms_éoczéaiw ]

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

If this body is not embalmed, fact should be so stated zbove: -




