No. 300

10.48

O -

RS

WRITE PLAINLY--USING TUUNFADING BLACK INE—MAKE A PERMANENT RECORD

- BLRTH NO.
1. PLACE OF DEATH

THE DIVISION OF HEALTH OF MISSOURI

FILED JUN 29 1951

REG. DIST.

STANDARD CERTIFICATE OF DEATH
éf) ?n PRIMARY REG. DIST. NO. éa)ﬁg Registrar's No

a. COUNTY

2. USUAL RESIDENCE (Where Jecoassd lived. If institution: residence before
b. COUI adinission).
8%,

SR, Mo/... Charles

b. Ccl)'lé‘r (I outzide corpurate limita, write RURAL snd give ¢. LENGTH OF

¢. CITY (if outekde carporate iimity, write RURAL xad cive townahip)

townahip)| STAY (ln thia piace)
TOWN 0'Fallon -2l - TowN 0!'Fallon- NG >
d. FH%SLP:"I"M"I‘.EOOF (If not in beepital or instimtion, give stewet sdd or location) dAs[.’r[?REEE% {1t rral, glve location} é(
INSTITUTION ————————————— -_---.-..-..-
3. NAME OF . (First b. (Middl Lasty *. - . ;
DoMESL, & Fm (Miadle S L G| 4 DATE ﬂa,‘,“n“"”l e Tosl™
{ Type or Print), Ellen Dixon . DEATH e
5, SEX [ | 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED, | 8. DATE OF am‘n{fﬂz ?) 9, AGE (In years| IF UNMR | YEAR | & LnDem u Ay,
WIDOWED, DIVORCED (Bpacify} |, Olnsd a sy l lutbirt.hdu) Monthe ’ Days | Hours | Min.
Female white widowed _Lam,16 18&Y4- |
10a. USUAL OCCUPATION (Givekind of w 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE
dene duriag oot of working ll(!u.mlh‘fth:l]: B DUSTRY Buate or forsle m"ﬂ a % mTIZER'?f?OF WHAT
Homﬂ Howell CO. MO-
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Sawyer Unknown Ches. Dixon deceased

I15. WAS DECEASED EVER IN U_5. ARMED FORCES? 16, S0CIAL SECUREISI’

17. INFORMANT S SIGNATURE OR NAME ADDRESS

(Yes, o, 0r ynknowa) | (If you. give war or dates of scrvice)
no ~no

Viola Barebo 4] 'F'allon Mo.

. Enter only onecauso per

18, CAUSE OF DEATH

4ol
MEDICAL, CERTIFICATION
1. DISEASE OR CONDITION -
DIRECTLY LEADING TO DEATH® (5 |

INTERVAL BETWEEN
/Lu.? Fs —- Mbvitor

line for (a), (b), and {c}

*This does not mean | PNTECEDENT CAUSES

ONSET AND DEATH
-
Qordig wacnc&ur;ﬁ

the mode of dying, such | Morbid conditions, if any, giving DUE TO (b)
as hear! failure, axthenda, | rise to the abore cauae (a) stating - )

de. It means the dis- the underiying cause last.
ease, Injurg, or compli DUE TOr {c)

tion which coused death. | i1, OTHER SIGNIFICANT CONDITIONS

Conditions eontributing to the death but not
related Lo the diseare or condition causing death.

19a. DATE OF OF.FIROJ}‘- 19b. MAJOR FINDINGS OF OPERATION A - 20, AUTOPSY?
Rt | OB

2ia. ACCIDENT {Bpecity) 21b. PLACEOF INJURY (ex..lnorabeut | 2lc. (CITY. TOWN. OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE boma, Iarm, fagtory, sireet, office bldy., sra.)

HOMICIDE
21d, TIME | (Moath) (Day) “(Year) (Houn 2ie. INJURY OCCURRED { 21f. HOW DID INJURY OCCUR?

OF " -t L, WHILEAT[™] NOT WHILE -
INJUR = | “work AT WORK

L1927 1o Qbomes /& , 1827 that I last saw the deceased

2. I herebyj certify that I atéended the deceased from ﬂ-*«i
alive on Quast~ /L __ 19 57 and thal death occurbed at

74
..,&'_fz_%..m., Jrom the causes and on the date stated above.

Da. SIG/?Z? . (Degres or mle) 23b. ADDRESS I 23. DATE SIGNED
f< e abir ém.g ja.ﬂ‘—x/,jl‘o (-79-57
%_1;0” URIAL CREMA- 24b. DATE ' 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) {State): _
4
ST | e/18/51 Mt. Zion 0'Fallon __ Mo,
DATE REC'D BY LOCAL REGISTRAR S SIGNATURE ADDRE 82

e ,—/“5280

Y vie gt

O'Fallon Mo

25 FUMERAL bI1RECT w’s»s:eu:run

J «

T (Ticemsed Embalmer's Staterment of Reverse Side) 4




TUoN Al
' ~ §ON 301440 H1TYIH 10WISIA

IS61 92 NAF

EINEREL

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 .....ccc........ -

Student Embalmer Mo. -

working under my*personal supervision.

-’
Student ...ieecneresarrrsanererasenenernnas e Sere ok ,/ -
' Student Embalmer . - 822
Licensed Embalmer No.owee . 28 e
'
P. 0. Address_ O 'Fallon Mo.

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

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




