THE DiVISION OF HEALTH OF MISSOURI

5. Mo, 300 ¢
e FILED JAN 11 195]  STANDARD CERTIFICATE OF DEATH g riemo. 21843
: ' BIRTH NO. REG. DJST. m).’z 73" PRIMARY REG. DIST. uo.é’#’g‘f Hegistrar's No &3
D I. PLACE OF DEATrq 2. USUAL RESIDENCE (Whare decossed Jived. If lnstitution: residemce befare
a. COUNTY a. STATE . . b. COUNTY ' adiizaion].
B 9 € rnandolph : Missouri Randolph
/ b. CITY (It outeide corporats Umits, writs RURAL and zive ¢. LENGTH OF c. CLTY (If outside corporats limits, write RURAL scd cive wwmhm)\ T, % '\
. wownship) SI_AY tin this place! Ty , "
TOWN Huntsville 135 yrs. | T Hunisville g RFe
d. FULL NAME OF (If not in hoapital or institution, give streot aldress ocdocstion) d. STREET (If rursl, give location) d
HOSPITAL CR ADDRESS "
INSTITUTION Degot Street
3. NAME OF a. (Frst) b. (Middle) c.-(.Last) ADATE  Otmm) (e (Y
(Tvpeor Print)  Magoie Hill vEaTH PBecember 22,1980
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE CF BIRTH 9. AGE (In yeara| o UNDER t YEAR | F UNDER 14 wems,
N [ . Wi E.!OWED. DIVORCED (Hpecify) last birthday) Monthll Days | Hours { Min,
female {| white widowed _ —~— | June 19, 18671 83 |
10a. USUAL QCCUPATION (Give kind of work | 105, KIND OF BUSINE;SVOR IN- | 11. BIRTHPLACE (State or forelgn country) 12, CITIZEN OF WHAT
“one during most of warking life, even if retired) DUSTRY - COUNTRY?
housewife home Muscatine, itowa / U.5.
138, FATHER'S NAME 13b. MOTHER™ 5 MAIDEN NAME 14. NAME OF ‘HUSBAND OR WIFE
William Jordan Don'i know Lewis J. Hill
I5. WAS DECEASED, EVER IN U: :S, ARMED FORCES? I 16. SOCIAL SECUR;:{I‘J 17, INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes, no.orunkoown} |’ (If yea, give war or dates of aervice) . . - T . :
L8 |l oD none Mrs. S. F Kemper; Troy, Missouri

.
'
| 3

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

’
L

18. CAUSE OF DEATH T MEDICAL CERTIFICATI INTERVAL BETWEEN
. ONSET AND DEATH
| Enter only oneceusoper | | DISEASE OR CONDITION %
Tine for (), ‘b) and (c) DIRECTLY EEADING TO DEATH" (5 / / Ac,..
H LAY T  ;
.T,m “oes mat mean | ANTECEDENT CAUSES Z D K )
the mode of dying, such | Aforbld conditions, if any, gising DUE TO (b) .

o beart fallure, asthenda, | rise L0 the above cause (a) stating
ete. It means the dis. | ihe underlying cause last.

case, Infury, or plica- i DUE TO (c)
tion which caused death. | 11, OTHER SIGNIFICANT CONDITIONS /
Conditions contributing Lo the death but 1ot €2® }
related to the discose or condition couring death, . .
19a, DATE OF OP'F&]AI\E 156, MAJOR FINDINGS OF OPERATION : ‘20. AUTOPSY?
_ - ;%IA-Q— . S ves [ wo [E\
21a. ACCIDENT (Bpucity} 21b. PLACEOF INJURY (e.x., lnorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) . (COUNTY)} (STATE)
SUICIDE home, [arm, fsstory. esrest. offios bldg., 103
HOMICIDE
21d. TIME (Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 2tf. HOW DID INJURY OCCUR?
WHILEAT NOT WHILE
INJURY m | worK AT WORK

2. [ hereby certisy that I attended the deceased from {e 1992, _&L_Lk, 195D hat I last saw the deceased

alive on , 192D, and that death occurred at _% m., from the couses and on the dale stated above.

23a. SIGNATUR| ‘&‘%:u title) | 23b, %ES ! 2 Zi. DATE SIGNED
24n. BURIAL, CREMA.

1 2(23[so
25 BURIAL 24b. DATE 24z, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, town, of county) (Btate)

. (Bpediy)
burigl A | 12-24-1950 | Hynt sl’_:!-.l_lE_

Huntsville, kissouri
DATE REC‘DBYLE);%%L REGlSrRARSSlGN W DDRE
ﬂw-y- g M

|C—

25. FUNERAL DIR

{Licensed Embalmet’s Slaumcnt on Reverse Side)




Date Received: JAN 2 195%

' DISTRICT HEALTH OFFICE #2

e —e District File Number .52
Date Filed: JAN 1 ¢ 1951

=

STATEMENT BY LICENSED EMBALMER

¥
1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

,  Student Embalasr No.
working under my personal supervision.
Studont........g ....... TS TITISN e ' Signed..> Mﬁ%
tudent Embalmer ’ /
Licensed Embalmer Nnx? 7 /
P. O. Address W}\’

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

Iftbnbodyunotemhalmed.fmuhouldbesomtednbove.




