e WHYIXNWN U FMEARIF W IVHRIAJVRT

. No.300 . . .
e FILED MAY § 1951 STANDARD CERTIFICATE OF DEATH state Fite Mo L 2DAB
BIRTH NO._____________________ REG. DIST. NO. _&_ PRIMARY REG. DIST, m.M_. Registrar's No.m., ‘.? ..Q .............. .
7 1. PLACE OF DEATH . 2. USUAL RESIDENCE (Whers decessed Uvad, If inatitutlon: residence befors
57 8. COUNTY 0 ooper o STATE  Miggouri = B COUNTY Coopep “dewis
0 b. CITY (I outside corpurats licaits, write RURAL und give ¢, LENGTH OF ¢. CITY (If outelde corporata limits, write BURAL and glve townahip)
OR OR -
town Boonville . weein) SANEPE|  Sn  Boomville ‘E_,U‘ a 3. Jdz 74
d. FH%IS.PI#AN:_EOOF (I Bot in hoapital or jnstitytiog, give strect address or lnc-unn) d. ADDRESS (If torml, xive location) -
INsTITUTIoN Alex VanRavenswaay Hospital, ' R, F, D, #3
3. NAME OF e. (Firat} b. (Middle) c. {Last) . 4. DATE (Month) (Day) e
DECEASED oF 7. sar)
(Twpe or Prind) Mary Kathryn , Quint peatn  May 1 1951
5. SEX 3 5. COLOR OR RACE | 7. MARRIED. NEVER MARRIED eg _B.-DATE OF BIRTH 8. AGE n reen] v voca | Vomt [ 7 boomn u was
t oni H Min
Female Black POfever MarPied | April 25" 1951 el e v -+ b
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR [N- | 11. BIRTHPLACE (Sute or forelss sountey) 12, CITIZEN OF WHAT
dona during most of working lifs, even if retired} o~ DUSTRY COUNTRY?
P Cooper County, Missouri
13a. FlTHER'S NAME . 13b. MOTHER' S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
»_ Jake Quint Anna MapbJgeksem . | —
5, WAS DECEASED EVER IN U5, ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT 5 S1GNATURE OR NANE ADDRESS
1 (Yes.no,orupkuown) | (If yan, aive war or dates of sarvies) NO.
o — Amna May Jackson, Boonville, Mo, R,3
18. CAUSE OF DEATH ?ICAL CERTIFICATION INTERVAL BETWEEN
I._DISEASE OR CONDITION
- Enter only onecaussper | B, RECTL Y LEABING TO DEATH® (a)

6‘7:2:/' v.r' (¢ [ Areys Z ZZND:; ls
/

*This does not meen ANTECEDENT CAUSES .

the mode of dying, tuch |  Mortid conditions, if any, gistng DUE TO (b}
as heart fatlure, asthenia, | ride 1o the above cause (a} stating
de. It means the dia- the underlying cause laat.

line for (s}, (b}, and (c}

care, infury, or compli DUE TO (&) _
tion which caused death, | [1. OTHER SIGNIFICANT CONDITIONS -
: " Conditions contributing to the death but not ( & e -
related to the disease or condition cauring death.
19a. DATE OF OP'IEI%AP; 195, MAJOR FINDINGS OF OPERATION W . g 20. AUTCOPSY?
; , 757/ | wOw

21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (a.g..lnorabount | 2lc. (CITY, TOWN, OR TOWNSHIF {COUNTY) (STATE)

SUICIDE homs, farm, factory, street, ofios bldg., w1e)

HOMICIDE
21d. T‘l)t_IE (Moath) (Day) (Yesr) (Houn) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

INJURY WN!LEATD NOTWHILED /

2. I he eby ity that I tended the deceased from 195, to /{/C "'7 ‘ wﬂ that I last zaw the deceased
, 198/, and that deat - m., from the cawses and on the date stated above.

ATURE (Dugree or title) iaz{ Z3. DATE SIGNED
W“M"Z @MVM&- Plce, 57285 (

24a. BUR IAL CREMA- 24b. DATE . 24c. NAME OF CEMETERY OR CREMATORY 244, LOCATION (Olty, town, or county) {State}

B s May 2" 1951 | A.M,E, {Near Lebancm) Cooper County, Missourd,

DATE REC'D BY LOCAL R'S SIGNATURE ELS f 25. FUNERAL DIRECTOR'S S1GNATURE ADORESS
J-2-37 % %ﬂ/ o Goodman & Boller, Boomville, Missouri,
l T i J L d Embaimer's- 5t on Reverse Side)

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




e CEIVED s=9~sy
5ISTRICT HEALTH OFFICE No. 3
District Flle NUMDEl wnmanscanans

Date Filedh....é'...ﬁff....'.. |

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 b);.w_ s

. . . 5t cen
working under my persona! supervision, udent Embalimer No

sou LF Botn)

Signed,... ‘

sess b dbanrasny

Student Embalmer °t Licensed Embalmer No...ZQé V

P. O. Address - 2 _%
v
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the nbove oonsnmtn grounds for revocation of license,) _

"Ifthubodyunotembalmed,factahnuldbesomtedabove. ’ T : -

: 4+
* r




