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THE DIVISION OF HEALTH OF MISSOUR!
STANDARD CERTIFICATE OF DEATH

RES. DIST.; NO. éo £ PRIMARY REG. DI';S'I; NO. ﬁ___fz.:5 Kegistrar's No, 2% mﬁmm.

‘1851 o

e rerers m

State File No...

(Yes, B0, nown} | (1 yoa, xive war or dates of sarvice)

none

'BIRTH KO.

1. PLACE OF DEATH _ "a‘ < % |2 USUAL "RESIDENCE (Whers deceasgd lived. 1f £ residence before
a. COUNTY fA a. STATE b. COYNTY adiimion),
- Ripley g Mo. L Ripl ay
b. %1;{ m uuldd- torpurato limits, write RURAL and give [ LENLEE OF c. CITY @ mmﬁ. corporate limita, write RURAL and give townsbip) /

10 } {| oo} "“.r
omv  Ngylor, = STOFSERE] 1 ¥ Naylon,. Mo. IdZF
d. FULL NAME OF (ﬂ pot in boapltal or institation, give sirest add or loesth d. STREET [i (] m;li.‘ﬂ" loeation) . J
- HOSPITAL OR ADDRESS
INSTITUTION
3.#2%35%% a.* (Flrst) b, (Middle) ¢. (Last} I 4. DATE (Month) (Day) (Year)
( Twpe or Print) Anna Jane Moore DEATH  Nov,15,1951
$. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (Io years| IF ONDEN 1 YEAN | w cDER 0 HES.
WIDOWED, DIVORCED (Bpecify} Ilnhlﬂhd.nr) 2 ,32 Hours | Min
F Married May 25, 1880 I
102, USUAL OCCUPATION (Givekind ofwork | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (State or forelen country} 12, CITIZEN OF WHAT
done during most of working 1ifa, evan if retired) . DUSTRY / COUNTRY?
ousewife Eldoradeo, Il1. U. 5.
13a. FATMER'S NAME 13b. MOTHER"S MAIDEN NAME 14, WAME OF HUSBAND OR WIFE
Wiley Martin Margrett J L _lonzo Maoore
15. WAS DECEASED EVER {N U.S5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS

Lonzo Moore Naylor, Mo.

(Dax) L
- WHILE AT[—] NOT.WHILE

INJURY + -

m/ WORK AT WORK

18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
. Enter only oneceuseper | I. DISEASE OR CONDITION . = ONSET AND DEATH |
line for (a), (b, and (c) DIRECTLY LEADING TQ DEATH® () ‘
*This does ot mean ANTECEDENT CAUSES ) |
the mode of dying, such | Morbie conditions, if any, giving DUE TO (b}
.8 hearl failtre, asthenfa, | rise to the above cause { a) fﬂﬁ‘f_v . RS T T
“ete. It mecns the dis- |- the underlying cause lagt, ~- ~—- < °
ease, infury, or complica- . . ]?UE TQ (c') — et
tion whith couaed death, | [1. OTHER SIGNIFICANT CONDITIONS "> -" - Tar o d
Conditions contributing to the death but not
reloted to the disease or condition causing death.
19a.-DATE OF. OP%%rﬁ' “190, MAJOR FINDINGS OF OPERATION-*. "% ™ 3% 2% &7 0 CrdL? U DY W e ol 7200 AUTOPSY?
.o 2oL ves O] wo [
21a. ACCIDENT (Bpecity) 21b, PLACEOF INJURY (e.5..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE bome, [arm, fagstory, stroet, offce blda., et0.) — HE LU T P
LIy 757 4
21d. TIME [Month} (Year} (Hour) 21s, INJURY OCCURRED | 21r. HOW DID INJURY OCCUR?

2. I hereby certify that 1,attended the deceased from %ﬂé
alive on 19.ﬁ1 and that death fofourred at LO P i

M!Qﬁ.‘f !hat } last saw the deceaszed

j’fom the causes and ¢ date stated adove.

23s. SIGNATURE T f (Deree or titlo)

24a. BURIAL, CREMA- | 24b, DATE

"

24c. NAME OF CEMETERY OR CREMA Y .

T3b, ADDRESS . |

23c. DATE 5IGNED

S dr - f2oST

WRITE PLAINLY—USING TNFADING BmCK INE—MAKE A PERMANENT RECORD

pde

//”Z/HQ/REG

4 2.4:! LOCATION (City, town, or county) - - (State) «
R . (Hpecdty)’

Urias & (NOv. 184395 Marlin Ceme. . | . Ripley -Co,-Mo; =~ ° c:-°
DATE REC'D BY LOCAL 2. FUNERAL DIRECTOR"S 51 GNATURE ADDRESS

Glsh Funeral) Home Haglor, No,

&

(Licensed Embaimer’s Ststement on Reverse Side)




RECE!VED
DEC 10 1351 |
DISTRICT HEALTH! OFFICE Ho.§

\ STATEMENT BY LICENSED EMBALMER
I kereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by
Student Embalner Mo,

e

C
Licenzed Embalmer No f% 74 7 /?

P, O. Address ,77( =

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

If this body is not embalmed, fact should be 3o stated above.

working under my persona! supervision,

StUAONE yuuerevvostoncoasasanasrnncnnaannne Signed.
Student Embalmer




