e HiEDocT 5 oy STANDARD GERTIFICATE OF DEATH / RO " Ronan

BIRTH 0. REG. DIST. NO. _ﬁﬁﬁ_ PRIMARY REG. DIST. W0. (244 /3 Registrar's No. ___,_,:?_-_,,___,__,_,__,_
|—--—-———-—-— alel—.

\ || - PLACE OF DEATH 2. USUAL RESIDENCE (Where decetsed lived, If 1 rekience before
. H . STATE . ) 1] : L dinlsion).
¥ a. COUNTY Vernon » Missouri *>““"vernon "
) U : ) b. %1};\_’ (Ifouhldomrpunhﬂ.miu.rrlunml.nnddvo o %rl‘rgffmﬁf., c. cg;{ (I outedde oorporate limits, wiite RURAL o give township) - } J{,
Town Horton . 4 yemrms Town Horton -Osage Twp,
. NAME boapital of inagltatd ddrees o location) . STREET
d FHéSLplTAL OC:IF (11 oot in or inagl a. give street or dADDRESS (11 raral, give lomtdon) ,/
INSTITUTION
3. NAME OF a. (First) b. (Mlddle) ¢. (Last) i 4. DATE {(Manth)
DECEASED
(Trpeor Pine)  HOWARD EDMONDS mmSeptember 1051351
5. SEX | 6. COLOR OR RACE | 7. MIAR%IEEB NIEVER IESR IED, hJATE OF BIRTH 9, I.A.?E (Inrn)nl ;x lﬂ F R & .
eify) Hours | Min.
M Wh ._Marrie gust 31,1885 “gg™ |
10a. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or torelgn country) 12, CITIZEN OF WHAT
done d moat of working Life, eves if retired) * DUSTRY . D UNTRY?
arming Retired Missouri eSede
|3a._FA‘I‘HER S NAME 13b. MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND OR WIFE
Richard E, Edmonda Sallie E, Clark Nellie Edmonds
Ir!'{( WAS DECEASED E\;I;:R IN‘iU.S.ARMED I;ORCES': 16. SOCIAL SECUREISI' 17, INFORMANT'S S(GNATURE OR NAME ADDRESS
-, D, wown) | (I yes, give war or dates of servios) . -
Ko | ' None Nellie Edmonds Horton, Missouri

8. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL, BETWEEN
. Enter only onecauseper 1. DISEASE OR CONDITION . . ONSET AND DEATH
line for (8), (b), and (¢ | DIRECTLY LEADING TO DEATH® (g %‘:5 . MZ@Z " M ?,, e |4 —oap
*This does mat mean | ANTECEDENT CAUSES ' / . é
the mode of dying, such r}\gofwmmﬁgjm_ i c;'ny. giring DUE TO (b) 17> 3%.
¢ Lo the above cause (a) stati .
as heart follure, asthenfa, the underlying cause lagt. ™ -

e, It means the diy-

care, luj-nrg,waompﬁm- DUE TO (0) — . £ .
tion which caused death. ll OTHER SIGNIFICANT CONDITIONS - ; ;- -
fone contributing to the death but not - - éyw

rdazed to the disease or condition causing death. . e A

192. DATE OF OPERA. ]J ﬂ MAJOp FINDINGG OF OPERATION e W‘-;.c. ALy P AT ] | . AUTOPSYT
M N 6@)49}\/ YES I:I NO @

May 18, l
21a, ACCIDENT 21b. PLACEOF INJURY (s.4..tnorsbout | 2)c. (CITY, JoVN, OR TOWNSHIP)  (COUNTY) (STATE)
£ home, furm, fagtory, street, offics bldg..e30.) / /
HOMICIDE X
213, TIME (Month) (Day) (Yean (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
= WHILEAT KROT WHILE
INJURY B WORK AT WORK .
22, I hereby certify that I attended the deceased Sfrom May 7 19 51 to Sept.9 IB_il that I last saw the deceased
" aliveon _S€DPE. 9 79 51 and that death occurred at _8...3% from the causes and on the date slated above.
1l 22e. SIGNA E 0~ )an ADDRESS 2%. DATE SIGNED
2y %t Moore Building,Nevada,Mo. 9/12/51
BURIAL, CREMA- | 24b, QATE——= "24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Clty, town, or county) (Stale)

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

TG Rzmovulwu-un

rial /) September 13,1951 Balltown Cemetery Horton Missouri

DATE REC'D BY LKX:AL REGISTRAR'S SIGNATURE, (‘3 25. FUNERAL DIRECTOR'S SIGNATURE ADDRESS

Sepl 18 " | He &, "%;éii: “#p° | Ferry, Funeral Home Revada,Missouri
(Ticdased Embelmer's Statement on Repdl, Sy Ly S
4




# STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me, or DY et smrsan e _—

. s .. Student, Embalmer No,.veuuss sestesssesan savassee
working under my personal supervision.
Signed.... 2. M
Signed.iciasa. Ciessssssacnesatnaannaa senare s ama d
Student Embaimer Licensed Embalmer N 0/7_67 .........................................

P. 0. Addre;ngn.wmmgn

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

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




