. Mo, 300
1. 48

N
=3
<

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

MED NOY 28 1351

- SIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. __%_LPRIHMY REG. DIST. Nﬂ.mj_l Registrar's No.

36‘7‘?5
a0

State File No.,..

i. PLACE OF DEATH
a. COUNTY cooper

2. USUAL, RESIDENCE (Where Jeceased lived. If lastitation: residence befors
a. STATE Ml ssour 1 b. COUNTY Cooper #dinision).

b. CITY (If outslde corpurate limits, writs RURAL and give

townakip)

¢. LENGTH OF

c. CITY (If ouside corporate limits, write RURAL and cive township)

OR Y Jjp shiv place}
TomBunceton ¥rs, ™| oW Bunceton 742 ‘7 0
d. FULL NAME OF (if not in hoepital or institution, give strect address or loeation) d. STREET (I rueal, give loestion)
HOSPITAL OR ADDRESS
INSTITUTION At home s
3. I;JEAC'EE é?a'i-: a. (First) b. (Mlddle) ©. (Last) 4 oa'rs (Month)  (Day) (Year)
(Typeor Printy  BELLY Tumy Edson pearn November 17; 1951
5, SEX / | 6. COLOR OR RACE | 7. mAR%IEB. BEVSRC'ESREED') 8. DATE OF BIRTH 9. L‘-\.GE::;":II;?" a: u:.u le o UNOER M W,
(Bpacify) - t o ays | Hours | MMin.
Female White | Widuied ~.~ |April 8 1861 90 Yrs | |
10a. USUAL OCCUPATION tGitvekindof work | 10b. KIND OF BUSINESS OR_IN- | 1f. BIRTHPLACE (St or forelgn country) 12. CITIZEN OF WHAT
rﬁdmmme:nrm.m..wmunw) DUSTRY - TRY?
ousewife At home Cooper County, Missouri .
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR W|FE
Williem Hall Martha Gregory | Louls Edgon, :
15, WAS DECEASED EVER IN U.S. ARMED FORCES? 17. INFORMANT'S SIGNATURE OR NAME ADDRESS

{Yes, o, o7 unknown)

(I you. rive war or dates of service)

16. SOCIAL SECURITY
NO,

Le onand_HnnJ.dax._&me_tmxgm_Mo.
TION INTERVAL Bl EN

o] - — Mrs.
18, CAUSE OF DEATH MEDICAL CERT1
. Enter onl 1. DISEASE OR CONDITION
soTor 3, (b, ana () o bap

lins for (8}, (b}, and {c)

*This doer not mean
the mode of dying, such
as Meart fablure, asthenia,
elc. It meons the dis-
caae, injury, or compli

DIRECTLY LEADING TO DEATH" ()

ANTECEDENT CAUSES

Morbid conditions, if any, giving DUE TO (b}
rise to the above cause (a) :tamw
the underlying cavae lost.

ONSET EEE DEATH

DEYIIN 1 H.

V@b A ﬁd'

tion which caused death,

Il. QTHER SIGNIFICANT CONDITIONS *

Conditions eontribuling {o the death but not
related Lo the disecse or condition exusing death.

DUE TO () /‘//‘9’/?42’9%42/]/65/07?
Ef?'?z:c.. 048 //73 ZYN

t9a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . . 2. AUTOPSY?
TION 0
ves ] NO
21a. ACCIDENT {Bpecily) 21b. PLACE OF INJURY (ox..tnorabout | 21¢, (CITY, TOWN, OR TOWNSHIP) ’ {COUNTY) {STATE) e
SUICIDE homae, farm, agtory. strset, offoe bldg., gta.) . N . L,
HOMICIDE . . :
21d. TIME (Month) (Day) (Year) (Hour) 2ie. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT ] NOT WHILE
INJURY WORK AT WORK

, anghtha! death occurred at

Isﬂ that I last saw the deceased

JUNE [, ‘,yd' 0l PULLT , that.
1 m., Jrom the causes and on the dale stated above.

24b. DATE

il 2. I hereby y that I attended the deceased from
alweonﬂu‘ L7 _,Igﬂ
/

Wov 19" 195l

DATE Récﬁ'av LocAL

ISTRAR'S SIGNATU E

A

Degroo or title)

24c. NAME OF CEMEI’ERY OR CREMA]

Masonic Ceme
_1Goodman % Boller Boonwille

23b. ADDRESS

j | Z3c. DATE SIGNED
nCf Z df 71 ?-{ gd Zaz—gﬂ-df/.
24d. LOCATION (City/town, or county) (State)

"ABDRESS

25. FUXERAL DIRECTOR'S S)GMATURE

Ma

(Ticensed Embalmer's Statement on Reverse Side)




RECEIVEDW/ 27 4 ‘
DISTRICT HEALTH OFFICE No. 3 '

District File Number . _._... ~————

Date Filed___ WOV 27 1957

1 [ . . —_——

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—emuerees

Student Embalmer No.

working under my personal supervision.

Student ..... cetacesananae cemrttaenassnrane Signed......
Student Embalmer

Licensed Embalmer No V4 / 7%

P. O, Addruswym.m

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.)

If this body is not embalmed, fact should be so stated sbove. _— - -




