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

: BIRTH NO.

FILED APR 16 1951

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. m._ll_nlmv REG. DIST. m.é&(_é

State File No.

v

11971

L

bkl —r Regisiror's No
I. PLACE OF DEATH L | 2. USUAL RESIDENCE (Woare 'd d Lved. 'If & : before
. k] STA admimion).
8. COUNTY Cole ; > STAE Missouri .- *®M"MYogqe :
b. crr'r (If outride sorpurate lmits, write RURAL end give p;|§"rLENGTml:£F) €. CITY (If cutekde corporaty limits, write RURAL a5 ghve towpsblod
o Jefferson City =) ST Bors Toun Jefferson - City 42 é =
d. FULL Tk NAME OF (11 not i howpéaal o lnstivution. sive strest adcirems or L dASDI‘gEEr - m-un:.m-h-m sl ,—_“1_‘:‘
lmmWMMGt llarys Hospital 628 B, Qanltol Ave. :
3 NAME OF s (First) b. (Middle) o. (Last) DSIE (Math)  (Day)  (Yim)
(ﬂwwnwu Leta Bassett Canada DEATH April 9 1951
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In yeurs} v VTEAR | P ooam M oems.
- . WIDOWED, DIVORCED (fipscity) ’ Laes birthday) |(Monthm| Days | Hours | Mhn. |
Female | fhite | Married 7. |January 9 1878 73l slo |l 1™
10a. USUAL OCCUPATION . wor 10 D SIN IN. . BIRTHPLACE' or
“‘F OCCUPAT u‘fi".:.‘i"é"" k | 10b. KIND OF BU: ESSD?JRSTRY ,l.l Bl (Btate or forelgn wuntiy} O 12, mc%z%grm‘r
ousewi Own iiddl e Grove Mo. USA

!|3-. FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

wSlay /}PRU_ &- 1Sl

WHILEAT NOTWHILE

WORK AT WORK

Buryell Bassgett Ellen Si i 2
5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | I7. INFORMANT 'S §1GNATURE OR NAME ADDRESS
{Yes. no. orunkoown} | (Xf yes. xive war or dates of ssrvice) NO. 5 .
no no no ‘rank Canada Jefferson Citv, Mo/
18. CAUSE OF DEATH MEDICAL CERTIFICATION lmﬂm
 Enter anl 1. DISEASE OR CONDITION . ONSET
Jime for (a;‘:‘;;"’:n“:‘(’g DIRECTLY LEADING TO DEATH® (5) LoRoOVMAR Y _ THL M RosS/7 .S <
ANTECEDENT CAUSES C s
*This does nol wmean .
|| the mode of dming, such |  Aforbid eonditions, if any, gistng DUE TO (b) Gf,l Lo C /‘/FﬂdAA?}/ 7/(S S AMoyvT A
o# heart fallure, asthenia, | rise to the above cause (a) dating - o = - . e e
ctc. It means the diy- | ‘tA¢ underlping cause lost,
cae, infury, or compll DUE TO (¢) -
tion which caused death, | 11, OTHER SIGNIFICANT CONDITIONS
' Conditions contributing to the death but nof '
Foratet o e dhscane or comditio s 10 4, FRACT OR FED AI]P 2 2AY S
193. DATE OF OPERA. | 190. MAJOR FINDINGS OF GPERATION 2. AUTOPSY?
— : : - “Y2al F ves (1 wo X
21a. ACCIDENT (et 21b. PLAGEOF INJURY (oa-tmorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
bome, . tagiory, strest, offios .o B0} .
Romicioe ACHDEN T AT HoM E TJEFFERS 0V CiTY-CokE - Mo,
21d. TIME (Month) (Day) (Ye) (Hou | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCURT

FELL WHILE AT HER owWN-HoHE

alive on

271 hereby cerhjy thatJ auendcd the deceased from

.n

ot ~/8 1939, 10 o -9

19ﬂ that I last saw the deceased

195} ,.ond that death occurred al _'E'fz m., from the causes and on the dale stated above.

M’W

23b, ADDRESS

L

23¢., DATE SIGNED

S/ 10/S/

24a. BURIAL, CREMA-
'ngn RE{O\!‘ (Bpeclty)
N

24b, DATE
J:.'DI‘ll 11 14981 Rivervie

. NAME OF CEMETERY”ORTHEMATORY

Jelffergan N3

24d, LOCAde (Oity, town, ar county)

(Btats)

DATE REC'D BY LOCAL

o REG

4
-PRA

f’? h..uA_ 740~

7y Cemptpny
N 9‘3

lGNATURE . JUNER nld’:: OR'S 81 GNATU
0D /,

ety

Fx )

/o
(Licensed Embaimer's Statfmzm on Reverse Side)
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RECEIVED#-/2-2/
DISTRICT HEALTH OFFICE No. 3

District File Number oo e

.
. .

gEp3 01952

STATEMENT BY LICENSED EMBALMER

I hereby certify that the %ody whose name is recorded on the reverse side of this certificate was embalmed by me, 0r by oo,

N Student Eabalmer Mo.
working under my personal supervision.

Student ...aeesenas crsarsanns tesassensaanss
Student Embalmer

Licensed Embalme

P. O. Address___"_z
Note: The ah_ove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above.




