Y IRt ¥ Wy B Faed TEmEE F e FTREREE T

T e ’ ALLUSEP 25 1951 STANDARD CERTIFICATE OF DEATH stte it N.... A R A
' BIRTH NO. REG. DIST. NO, _.3_&__ PRIMARY REG. DIST. W_QQQ_ Rcyl:trcraNa..gf 2;..2.................

, .) 1. PLACE OF DEATH j 2. USUAL RESIDENCE (Whers d d lived. 1If § reald; befots
O! . a. COUNTY BOODB a. STATE HiSSOUI‘i . . b. COUNTY Boone adimion),
b, %EY (I sutoide corpurate Umits, writs RURAL and “'n.lhi §:|_AL‘§NSB: OF c. Cg’Y (Tf outaide corporate Limits, write RURAL acd glve mhip) v &7/ (f _‘) )
. w! ) 1]
TOWN Columbia temne fin thin placy TOWN Columbia -. '
d. FH%P?T&A{EO%F (If not in hospdtal or instizution, glve sireot add or loeation) d.ASDTDRREEErSS {1 rursl, glve looatlem) =~ . -, et
instirution 705 Maryland 705 Haryland
3. NAME OF & (Firsi) b. (Middle) c. (Last) 4. DATE (Moath)  (Day)
DECEASED . - UoF ) {Year)
{ Type or Print) JEAN SCOTT ELLIFF peatH Sept. 12, 1951
5. SEX 6. COLOR COR RACE | 7. ‘RJARIH'EE% EIE\YEECEERRIED' 8. DATE OF BIRTH 9. :.?E tlo ya)nr- n: :?‘;.n | VAR | O UwDRR 34 HES.
. . (Bpatily) o Hours | Min.
Female |  White Barried . 7 |aug, 2L, 1868 | B3 168
10a. USUAL OCCUPATION (Giwekindof work | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE. (8tate or forslgn sountry) 12, CITI1ZEN OF WHAT
do“%nria mwtnl'whl.nglﬂu aven if retired} DUSTRY - - o b COUNTRY?
—_—— Hatfield, Missouri .S.
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John Cummings | Mary Woodrow Joseph Dolliver E1liff
gr. WAS DECEIL‘SE? EVER IN U.S. ARMED FORCES'; 16. SOCIAL SECURH-OY 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
o8, 7 unknown, {1l yoa, xlve war or dates of service. .
“No ——— Joseph Cummings Elllff, Chicago, Ill.

18. CAUSE OF DEATH MEDICAL CERTIFICATJON o mv:‘;‘gm
Eater anly onscsusoper | 1 DISEASE OR CONDITION - j'
tine for (a), (b), and (c} DIRECTLY LEADING TO DEATH" (5 /' A/z ,e P

“Thle docs 1ot mean | ANTECEDENT CAUSES
the mode of dying, such | Aforbid conditions, if ang, giving DUE TO (b} Al z“-“‘*“"" A ME"

s Beart fallure, asthenda, | Tise to the abose cause {a) staling v
de. It means the dia- | ¢ underlying cause last. " 3: z
case, injury, or complice- DUE TO (i

tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS -

Conditions contributing o the dealh dut not
related to the disease or condition causing dealh,

19a. DATE OF OPTI::E)AN- 1 190, MAJOR FINDINGS OF OPERATION T Lot L - | 2. AUTOPSY?
1. . #5o/ ves £ wo
21a. ACCIDENT {Bpecity) 21b. PLACE OF INSURY (e.a.. knoraboas | 21c. (CITY, TOWN, OR TOWNSHIP) {(COUNTY) (STATE)
SUICIDE bowe, farm, Iagtory, street, office blds., ew.) . t H v o
HOMICIDE
21d. TIME (Moctk) {Duy) (Year) (Hoon 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
- WHILEAT NOT WHILE| . -
INJURY - WORK AT WRRK . .- v . .

j —
2. ] hereby certify that I altended (he deceased from M l% Iw that I lost saw the deceased
alive on , 1 and {hat death’ofcurred al the causes and on the dale siated above.
Za. SIGNA * lﬁ /:ae)) 23b. AD M Iq /11—:5:
: . ‘I g W (o]

24a. BURIAL. CREMA- | 24b, DATE 24c. NAME OF CEMET ERY OR CREMATOHY 24d. LOCATION (Olt’,m.orm‘)/ ’ (ﬁlﬂn)
i Vv
ial &/ Sent. 1L 19531 Memorial Park Cemetery tolumbia, Mo,

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD o Q/\

DATE REC'D BY LOCAL | REGISTRAR'S glGNATURE 5/ 25. FUNERAL DIRECTOR'S S1CNATURE QDDII“

5, ' HQ&]E;‘; !hgmg& o) gé@;gﬁgmgém Cotlinntros, )71.0




o RECEIVED o - 24 -5/
ISTRICT HEALTH oFFiog No. 3
District File Number '

Date Filed. .7 -224/ ., """

2,
F ‘f%r
N
. ‘.‘: - 08628 - ¢
l'“aw

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, -y .
Student Embslmer No.

working under my personal supervision. 2 i
Signe <1adtdl. L L. _:M“m

Student .ceeccenscctbvssenronsasssasssanna
Licenzed Emba _,gj] le

Student Embalmer
P. Q. Address K et e bbtei 2. £ L. LQ.I.H..

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the sbove constitutes grounds for ‘revocation of license.)
Ifthiabodyianot.emb_almed.iaashouldbesomdabove.




