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THE DIVISION OF HEALTH OF MISSOURI
STANDARD. CERTIFICATE OF DEATH

311442

. Enter only onecatse per
line for (a), (b), and (c)

*This does nol mean
the mode of dying, such
as hear! fallure, asthenia,
ete. Jt meana the dis-
eade, infury, or i3

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® ()

ANTECEDENT CAUSES

Morbid conditions, if enyp, giring OUE TO (b}
rize to the abope catise (o) stating .
the underiying cauae last. -—

DUE TO (¢)

]H-EEBSEP State File No...
"@IRTH NO. _] 1951 REG. DIsT. No. 2P priMary REG. D15T. W0. Z 3D . RevistrersNo. LY 2
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whars deceased lvsd. If institution: residence before
a. COUNTY a. STATE - b. COUNTY . . ddwmisina).
Pulasski . : Missouri Pulaski
b. CITY (If outelds corpurats limits, write RURAL and give c. LENGTH OF . CITY (If outalde sorporate limits, write BURAL and give townahip) S "0
OR township)| STAY (in this place) 0
TOWN_grocker year M onocker
d. FULL HAME OF (If nos in hosplia! or knstlwation. give strect addrem or location) d, STREET (If rurs), atve location) 4
HOSPITAL OR ADDRESS o
INSTITUTION ‘
3. NAME OF a, (First) b. (Middle) ¢. (Last)
DIAME OF ( . |4OME  (Mouth) (Dey) (Year)
(Typeor Print)  Syjagn Catherine Crews DEATH : 2
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 3\ 9. AGE (o years| tF teOfR s TEAR | o CNOER M Ras.
) WIDOWED, DIVORCED (Bpacify) . Lust birthday} Mom.lu, Daya Hnm-l Mhn,
Famale |Vihi ta Married . July 17, 1857 94 1 114
10a. USUAL OCCUPATION (Givekindof work | 10b, KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (Btate or forelep country) 12, CITIZEN OF WHAT
done during most of working life, avan if retived) DUSTRY & COUNTRY?T |
Housewl fe Illinois
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. '/NAME OF HUSBAND OR WIFE
stenhen Meardnff Margeret Sh . 1 Crews
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 15. SOCTAL SECURITY | 17. INFORMANT' & SIGNATURE OR NAME ADDRESS
(Yo, 0o, ot unknows} | (If yes, xive war ot dates of servios) NO. .
QO Chrsal exbr Craws Crocker, Mo,
MEDICAL CERTIFICATION INTERVAL BETWEEN
18, CAUSE OF DEATH - ONSET AND DEATH

tion which coused death,

11. OTHER SIGNIFICANT CONDITIONS -

Conditions contributing o the death but nol
related {0 the disease or condition causing dexth.

‘19a. DATE OF OP_II;]%»N' 19h, MAJOR FINDINGS OF ‘OPERATION-  * %~ " .= T 0 | 20, AUTOPSY?
- . L e o 42’ ) ves [ ] uo‘@
2la. ACCIDENT (Bpacify} 21b. PLACEOF INJURY (o.g..inorabont | 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) . (STATE)
SUICIDE w home, farm, Iactory, street, offics bidg., et0.) [ . RTINS L L
HOMICIDE -
21d. TIME (Month) (Day} (Year) (Roun | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCGUR?
OF . . . WHILE AT NOT WHILE| P . ' .
INJURY L o. | “work /AT WORK . v
2. I hereby certify that I allended the decedsed from , 1094 2., t%_r.ll__, 1837, that I last saw the deceased
alive on , 1957, and that d ed at [Q_,é_ m., fro ¢ catses and on the date siated above,
-23a. SIBGN ulﬂ o ~ ¥ (Degrpedr title) | 2307 AGDR Z3c. DATE SIGNED
P d Y 2y ik P - %ﬂ/x ﬁ""/" -.57
ﬁaumu CREMA- 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, of county) . (Stato} .
N, REMOVAL (8
Burials |Sept. 2, 1951 Zion Cemetgry .. cfocker Rural: . Mo.
DATE RECD BY LOCAL gmﬁms S)SRAJURE 4 S8 | rineangn /slunwa: RESY Z
?"/5/'5/ /11/4'1 { 4 'z
Ve (Ticensed Embalmer’s Statement on Reverse Side)
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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

LS.

working unde%oml supervision.
Student ,..{%" M@%’ Signed._

Student Embalmer

Studant Embsimer

Licensed Embalm,

P. O. Add

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

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




