¢ v 1 FEDJAN 15 195]  DME DIVISON oF HEALTH OF MSSOUR 10249

v to.48 - STANDARD CERTIFICATE OF DEATH 1810 File Now.oo ot
—— ,'|
0 "BIRTH NO. REG. DIST. NO. é PRIMARY REG.. DIST. NO. _#..B_/ Regufrar K Nn .......ZZJ............... "
% 4 | 1. PLACE OF DEATH ) 2. USUAL RESIDENCE (Where 4 A lived. If Lowti id before
a, COUNTY . a. STATE: b. COUNT adunisaion).
Douglas , ] :Mi ssouri A ‘Douglas )
b. CITY (f outrids corpirate lUmite, writa RURAL and give ¢. LENGTH OF c. C1TY o uutside corptiete limit, wrlio BURAL asd give townahin)
townahip) | STAY (ip this placed . .
TOWN Ava 'mwu - Aya . - . ) 344
d. FH&PFPT.EOOF (If not in howpital or institytion, give strevt nddrom or location) d.AsDT[;‘FEEE% (it rural, give location) [ '
INSTITUTION i et s eeee L
3. NAME OF . (First . d 2
DECEASED = U - (htiadie) o (bt 4.DATE  (Month) (Dey) (Yem)
{ Tope or Print) Linnie Livscomb DEATH 12-8-50
§. SEX / 6. COLOR OR RACE | 7. MIARR\.‘IIEB' rsE\\{gEchRmED, 8. DATE OF BIRTH 9. l;:«.GE (o years| IF UNDER 1 TEAR [ @ WeoER u His,
n N Bpecify) t birthday) {Mooths| Days | Hours | Min.
female White Wi Jowed ‘}f 1-9-58 , |
lﬂn USUAL OCCUPATION (Ghekind of work | 10b. KIND OF BUSINESS OR [N- | !l. BIRTHPLACE (8tate or f. ) .
uﬂn:mun if;kln: life, o:onlil r:trr::[) Y o forsien sountry 0 2 CITNiZEl:‘(?OFWHAT
Housew Own home Missouri
13a. FATHER'S NAME 13b. MOTHER $ MAI1DEN NAME "{14. NAME OF HUSBAND OR WIFE
Ruben Allen ] Unknown comb
i5. WAS DECEASED EVER [N 1.5, ARMED FORCES? | 16. SOCIAL SECURITY | 17. lNFORMANT' 5 ATURE QR NAHE ADDRESS
Yes. 00,01 own) | (If yes, zive war or dates of ) NO.
None & %’5 L e oA
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only onecauseper 1 1. DISEASE OR CONDITION ORSET AND DEATH

DIRECTLY LEADING TO DEATH® ()

line for (8}, (b), and {c}

*This does not mean | PNTECEDENT CAUSES .

the mode of dying, such | Aforbid condilions, if any, gising DUE TO (b}
as heart faflure, asthenia risg 20 the nbove cause (a) stdinq

ctc. I means the dis.’| the uaderlying cause lost. . - / ';2'
cane, infury, or complica- DUE TO (&) | 4 'e _M 52 l é" ¢ 1, (

tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS ;- =+ - %L o Lf l

Conditions contribuling to the death but not
related o the disease or condition cauring death.

19a. DATE OF .OPERA- |. 150, MAJOR FINDINGS OF OPERATION - . . . N : «r| 20. AUTOPSY?
a. D PER 1170 MAS ] . : . :
_ ves L1 wo []
* 2ta. ACCIDENT " (Bpeeity) ) 21b, PLACEOF INJURY (s.g.. Inoraboue | 21c. (CITY, TOWN, OR TOWNSHIP) T (COUNTY) {STATE)
| SUICIDE home, fartn, fagtory, street, offce bldy.. ato.) ., L. ..
| HOMICIDE o :
214. TIME {Moath) (Day) (Year) (Hour) 2e. INJURY OCCURRED 21f. HOW DID INJURY OCCUR?
OF WHILEAT[—] NOT WHILE
INJURY . - . WORK AT WORK

(|2 1 hereby eertify tha! 1 attended the deceased from /A~ 1 — 195’5 to_¢2— 7 — 19 S-"';“tiaat I last saw the deceased
alive on _éz____z_ 9..2: , and that death occurred af 4:A . , Jrom the causes and on the date stated above.

Za. SIGNATU 2 il ADDRESS @m Z{/& ﬁloma 7:(_

" Za BURIAL, CREMA- | 245, DATE i Toe. NAME OF CEMETERY OR CREMATORY | 244, Locaﬁou (City, town, or county) ABtate)
{Bpeatty)
L= 12-10-50 J ohnson Toledo Mi ssouri

WRITE PLAINLY—USING UNFADING I'H.ACK INE—MAKE A PERMANENT RECORD

DATE REC'D BY LQH%GAL REGISTRAR'S SIGNATU ?f. k FUNERAL DIRECTOR' 8 B1GNATURE ADDRE &3
)=4-S0™ Z{Ziéé linkingbeard Funeral Hmme, Ava,Mo.

J icensed Emba!mﬂ'l'SuteW on Reverse Side)




T OF HEALTH OF MG 7 ’
Ti:z o100, 5 - Springfield

[ =

St dile__ L3 L= KE ,
Date Rled__ 2.~ P = _$. L

PR

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 by

working under my personal supervision.

Student Embulser No.

Student cocicinsencnnnen .e

Student Embatmer

Licenzed Embaimer NoWé.} ........................
P. O Address_@/""' %d' |

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.




