5. No.300
v, 10.48

'BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. 2 2

FILED MAR 21 1351

PRIMARY REG.. DIST. uo.ti'o_l_._.

7889

Sttt File Wo..iinciiisesiscsen s srsssssin

L Repistrer's No 7/

1. PLACE OF DEATH 2. USUAL RESIDENCE (Wkere d d lived. If § lom: resid befors
. COUNTY . STATE . b. COUNTY wdinimton).
* Cole i Missouri Maries

¢. LENGTH OF

b. CITY (I ootcdde corpurato limits, write RURAL and give
STAY {in thin place)

R township)
TowN Jefferson City, Mo.

Q
TOWN Rural

¢. CITY (If ogteids oorporate limits, write RURAL and give townshio)

Jackson _Rvip.

6630
/’

S,

d. FULL NAME OF (if not in boapital or E cive stireet add ar locatlon) d. STREET {If ranal. cive location)
HOSPITAL OR . ADDRESS .
INsTITUTIoN Enroute to Hospital i Vienna, Mo.
3. NAME OF . {First b. (Mliddle) ©. {Last)

DEteaszp ¥ ¥ 4.DATE  (Month) (Day) (Yew)
(Typeor Printy  BETbATA. Ann Moon oeai Mar. 14, 1951.
5. SEX / 6. COLOR QR RACE | 7. \r"{‘IAD%ﬁ.':'EB EIEVCE’E %ERR[ED. 8. DATE QF BIRTH 9.11\‘?51‘&;:an ; u::::n Iszu FOONDER & HES,

. (Elp-ti.fy) ° ¥, on ays | Hourm | Min.
Temale Whi te parried June 19, 1864 8 8™
lOa USUAL OCCUPATION (Gh’ehindofl;::lk 10b, KIND OF BUSINESS 6R IN- | 11. BIRTHPLACE {Btats or foreiqn country} d 12, CITP!:Ir{caquxr
ot of lia, aven if re } s
fotisewl House keeping Missouri CSUA.
13a. FATHER'S MAME 13b. MOTHER™ S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Pillard Green Pollie Eads | Wood Moon
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECUREI'OY 17. INFORMANT' S5 SIGNATURE OR NAME ADDRESS
(Y unknown) 484 , eive war or dates of sorvice) . A M
Sy skeoma) | (Hyemrive maror dates ot Archie Moon Vienna, Mo.
MEDICAL CERTIFICATION INTERVAL BETWEEN
}5;.5,“ 3353;:5;1; 1. DISEASE OR CONDITION ONSET AND DEATH
liae for (@), (5. and (o | DIRECTLY LEADING TODEATH(py A ccldenta 1 burns
*This doey mol mean ANTECEDENT CAUSES ; q ) ('g o
the mode of dying, such | Mortdd conditions, if any, giving DUE TO (b) = 2
as heart fatlure, asthenta, | 7ise (o the above catde {a)} Hating - - [ o
de. It means the dig- | the underlying cavae last.
care, injury, or complica- DUE TO (e}
tion which caused death, | 11. OTHER SIGRIFICANT CONDITIONS
Conditions contributing to the death but not
related to the disease or condition causing death. -
19a. DATE OF OP'IEI%APJ 1$b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
i Ob 3 ves [ wo (X
2ta. ACCIDENT (Boecity) 21b. PLACEOF INJURY (e.g.. tnorabout | 2fc. {CITY, TOWN, OR TOWNSH!P) (COUNTY) (STATE)

bome, farms, factory. strest, office bldg.. ww0.)
Home

SUICIDE
HOMICIDE Accident Jackson twsPe

Maries,Coey Mos

214. T!ME Bth) (Day) (Yenr) f (Hour) 21e. INJURY OCCURRED 1} 211. HOW DID INJURY OCCUR?
WHILEAT NOT WHILE
INSURY /14/51 m. )| "worK L 'ATWORK Stove exploded.
7

1959 1, March 14,

'zz. 1 hereby I att

14

ed the deceased from July 11,

ify that
h

19.5__ that I last saw the deceased '

LAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

WRITE!

alive C , 19 , and that deathioccurred at 6_1_4_52413 , Jrom the causes and on the date stated above.
23s. SI #)/(Degres or title) | 23b. ADDRESS 2. DATE SIGNED
y Do O ¥ I Y3 enm, Missouri 3/15/51
“2da ﬂaumm. CREMA- "24b. DATE )(I\A'AE OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, of county) (5tate)
Tﬁi‘& ‘”"‘\"’9 Mar.16, 1951 “Rader Gemetery Maries County Mo.
- m:cron's 5) GNATURE ADDRESS
> Vienna, Mo.

(Licensed Embalmer’s Staternens on Reverse Side)




RECEIVEDJ#-20-58/ _
DISTRICT HEALTH OFFICE No. 3 _

District File Number .-~
Date Flled I~ A28/ . .. - : l
L4
1
L]
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

Student Embalmer No.

working under my personal supervision.
] [ - [ ' //ﬁ
S5tudent sisessssassannanne teeitenessasinnas Signed. M . ome L.
Student Embalmer .
, . Licensed Embalmep”N

P. O Address_.’.. /

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 ahove,




