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

r’lﬂ’ DEC 12 195

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

8278

State File No... rotenim
!BIRTH NO, REG. DIST. NO. _{l"\— PRIMARY REG. DIST. NO. ﬂ/— Kegirtrar's No. 1/5 i
1. PLACE OF DEATH 2. USUAL, RESIDENCE (Where decoased lived. If fostitution: residecce before
s QUNTY  Nodaway = STATE 113 ssouri b CONTY Wod awray ™"

b. CCI)TF;Y (If cutolda corpurate limits, write RURAL nnd give
ToWN Rural-Lincoln TwsD.

LENGTH OF
AY {In, t.hh place)

Year

C.
ownahip)

¢, CITY (If outaide corporate limits, write RURAL and give to

OR
5 TowN Rural-- Lincoln Tw

wnahip}
SDe

. FULL NAME OF (if not in hospital or fnstitution

loestinn)

give street add or

(If raral, give locatlon)

d7#&

d. STREET
HOSPITAL OR ADDRESS nre - P
INSTITUTION 3 R{i, N,W, BElmo. iio. 3 i, W,W, Elmo, No.
3. NAME OF s (Firs) :;. (Middlt) : (Last) 4. DATE (Month)  (Dey})  (Yean)
(Typeor Py FRATICIS JIARTOW WYNMORE peam Nov, 28, 1951
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED” 8. DATE OF BIRTH 9. AGE (In years| o UwoEn [ YEAR | tF UnDER n wms,
o 0 e WIDOWED, DIVORCED (Bpecits) last birthday) | Months , Days | Hours | Mia.
liale ihite Never arrie Nov,18, 1880
10a. USUAL OCCUPATION (Gitvekindofwork | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (State or foralga sountey) - 12. CITIZEN OF WHAT
dona during most of working life, sven If retired) DUSTRY N - / COUNTRY?
Faymer Fear Heppurn, fowa, CSJA,
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Elza Uymore Ann Peterson | None
15. WAS DECEASED EVER IN U,S. ARMED FORCES? 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS

!i(rono.wunkno-n) I (I ywu, xive war or dates of service)

Mone

‘ 16. SOCIAL SECURITY

18, CAUSE OF DEATH
. Enter only one causo per
line for {a), (b), and (c)

*This does not mean
the moce of dying, such
as heart fatlure, asthenia,
ete. It means the dis-

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® 4y

ANTECEDENT CAUSES
Morbid conditions, if any,

giring DUE TO {b)

rize to the above cause (a) stating

the underlying cause last.

DUE TO (o)

ERVAL BET WEEN
SET AND, DEAT)

case, Infury, or complica-
tion which caused death,

[1. OTHER SIGNIFICANT CONDITIONS -

Condilions contributing to the death but not
reloted Lo the disease or condition causing de

ol Lareab

@ew,;f/?

19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF QPERATION 2, AUTOPSY?
TION Ll 3 ‘,{.3
ves L1 wo

218, ACCIDENT {Bpecity) 21b. PLACEOF INJURY (o.g..inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) . (COUNTY) {(STATE)

SUICIDE home, farm, fagtory, strest, offios bidg..ets.) . :

HOMICIDE
2ld. TIME (Month) (Dary) (Year) (Hour} 2le. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?

. : WHILEAT [~ NOT WHILE -
INJURY = | WORK AT JVORK 3 —

2. I herely deceased from _M I&j] that I last saw the deceased

alive

., from the causea and on the date stated above.

‘2. SI

mﬁ
, and that death occurred at _8_._0ﬁ")
ige)

/ym

“—

23b. ADDRESS

Elmo, liissouri.

‘ 23. DATE SIGNED

11/30/1951

24a. 1ALY Cl
TION REMOVAL { )

24b. DATE *

24c. NAME OF CEMETERY QR CREMATORY

Cenmeterv l

24d. LOCATION (City, town, or county)

(State)

{Ticensed Embalmer's Sfatezhent on Reverse Sxde)

Hemoval Wov.28,195)] Rose Hill, TTeav Clarinda, Page Co. Ia.
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATU 2 2 NERAL DIRE *S SIGNATURE ADDRESS
12-§- 51T w / m — Clarinda, Ia.




STATEMENT BY LICENSED EMBALMER

I hereby certiiy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by .

___________________ ) Student Embalmer No.

working under my personal supervision, . .
the hody was iLelzen bo Clarinda and
the embalnaing was done There, .
Student .covesanas Ceettetienrannsnaeananasns Signe
Student Embalmer

TIovia Licensed Embalmer No. 3”18

P. 0. Address Cl&l"inda, Tora.,

Note: The above 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.



