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’ FILED JUN 20 1951

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

19967

State File No... -

PRIMARY REG. DIST. mO. ;gj_lBRQggglrargNn 7q

line lor (8), (b), and ()

*This does mot mean
the mode of dying, such
a8 heart fallure, asthenia,
cte. I means the dis-
case, infury, or complica-
tion which caused death.

DIRECTLY LEADING TQ DEATH® ()

ANTECEDENT CAUSES

Maorbid conditions, if any, giring DUE TO (b)

rise to the abore cause {a) sta.ting

the underlying cause last.

DUE TO (©)

' BIRTH NO. REG. DIST. NO.
1. PLACE OF DEATH 2. USUAL. RESIDENCE (Where deceassd tived. I institution: residence befors
a. COUNTY a. STATE,, . b. COUNTY adunisalon}.
Renryv Missouri -- Henryy
b. CITY {1f outsida corpurste Bmits, write RURAL sad give c. LENGTH OF c. CITY outaide oorporate Limlts, write RURAL snd sive townahip)
OR wwnabipt| STAY (la this place)
TOWN  minton 2 wks TOWN.- . clinton o ¢ M
d. FULL NAME OF (If not in boapital or institution. give strect address or location) d. STREET (I mural, give locadon)
HOSPITAL OR ADDRESS ‘
INSTITUTION  watze1 Osteonathic hospital RR#6
3.63(\:&&5 5%':3 . (First) b. (Middle) ¢. {Last) 4. DATE (Montb) (Day) (Year)
{ Type or Print) Linnie Lee Kinyon DEATH  June 11 1951
8. SEX a 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH - 9. AGE (In years| ¥ UNDER 1 YEAR | F UNDER 1 WRS.
WIDOWED, DIVORCED (8pecify) Lsat blrthdsy) Month-l Days | Hours | Mia.
Male hite Varried /. Nov. 10, 1875
10n. USUAL OCCUPATION (Giverindof work | 10b. KIND QF BUSINESS OR [N- | T1. BIRTHPLACE (Stata or forelgn oougtry} 12. CITIZEN OF WHAT
dona during most of working iifs, sven if retired) R DUSTRY . Y?
Farmer Farming g Illinois . «Se
13a8. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. WAME OF HUSBAND OR WiFE
' Deniel KinVon Enna Strochback Aimee Alta Kinvon
5. WAS DECEASED EVER IN U.S. ARMED FORCES" 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes, bo, or unknown) ] {If yuu. wive war or dates of service) NO.
¥o None Hrs L.L. Kinvon Clinton, Mo.
18. CAUSE OF DEATH MEDICAL CERTIFICATION ' INTERVAL BETWEEN
Enter only onecauseper | 1. DISEASE OR CONDITION ONSET AND DEATH

. _______

Il. OTHER SIGNIFICANT CONDITIONS * -} !

Conditions contribuding to the death but ot
related to the dizease or condition causing death.

USING UNFADING BLACK INK—MAKE A PERMANENT RECORD <

-—,

19a. DATE OF OP'FI%APJ 1 15b. MAJOR FINDINGS OF OPERATION B . . . '| 2. AUTOPSY?
o -— i - 3 2/ X ves [ ) wo [
21a. ACCIDENT (Bpecity) 1 21b. PLACEOF INJURY {e.g..Inorabout | 2T, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE \ B home, farm, [aatery, sireet, ofioe bide., #10.) : ..
HOMICIDE —_ . o
21d, TIME (Month}  {Day) ,{Yexx) (Hour} 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
or WHILE AT NOT WHILE . R
INJURY WORK AT WORK -

2. I hereby certify that I atlended the deceazed from __?__3_.__...._ 19_L lo _.A_LO._ 1.9_L that I last saw the deceaced

WRITE PLAINLY

alive én = . IQEL, and thal death occurred at 4220 4 m., from the causes and on the date stated above.
23. SIGNATUR Degros of uquy m DATE SIGNED
id . . /4
2a BURIAL, CREMA- | Zib. DATE 24, NAME OF CEMETERY OR CREMATORY | 240, LOCATION (0%, towm, o Zapiy) . (Biate)
) 7/ | Jume 13, 1951 Bnglewood Cemetry Clinton, Miss&Ori
DATE RECD BY LOCAL | R 'S SIGNATURE Jfoiodd 25 FURERAL DIRECTOR' 5 S1GNATURE “ABORESS
.‘3-R X e J.E. Consalus Clinton, MisSouri

(Licensed EHMMI Shtzmlni

RErS
(

on; l'hmu Side) ..




g7

D RECEIVED, 2=,
ISTRICT HEALTH OFFICE No 3
District File Number___ .

Date Fited. ¢ - r@ &

S-TATEMENT 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_— oo

working under my persona! supervision.

Student cecescvcersatirinet bttt snasanan
Student Embalmer

Note: The abn\e MUST BF SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fazlure to comply with
~ the above constitutes grounds for revocation of license.)

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

-h i N ’\:\.m > V- Ve -M;.k




