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WRITE PLAINLY—USING UNFADING BLACK INE-—MAXE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF. DEATH

2229

hLED JAN 22 1952 Stote File Nooooeieervennssss ssssmsi .
" BIRTH KO. REG. DIST. no.ac z ﬂ PRIMARY REG. DIST, mm Regisirar's No, ./Q.!.... .
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers d d lived.
a. COUNTY ettils a. STATE Mi g SOUI"i b. COUNTY Pet tiS e miionr
b, COI-IF-!Y {1t outzids corpurate limits, write RURAL and give [ l;(ENGT‘H OF c. CITY (If curside corporats umiu writs RURAL and give t.qwmhip}
N waship) {in, this )
om  Sedalie oo ‘“k I __Town  Sedalia ’ﬂ ‘/
d. FH!‘SSLPllN'_I{\AI‘v;I_EO%F (H not in hoapital or i wive strect address or d'AsDr[?FEEEESE (It rursl, give location)
stiTurion Bothwell Hospital 628 East 1l6th-
3. gs"c‘:“éﬁs%% 8. (First) b. (Mldt:le) c. (Last) 4, DATE (Montb) - (Dey) (Year)
{ Type or Print) SUSAN (JENKIE) ALDREDGE DEATH  Jan. 13, 1952
5. SEX / 6. COLOR OR RACE | 7. NARR}EB. IB;EVSECESRR‘ED' 8. DATE OF BIRTH 9.&65‘,&:‘:’:‘?n ;; UKDER ¥ YEAR | o UMDER n Hes,
T A (Bpacify) |- t ntha | D H .
Female / | White wrdowed - 22| Dec. 31, 1879 72 0 pe |

HBUgEwLL

10a. USUAL OCCUPATION (Give kind of work

1ife, aven if retlred)

10b. KIND OF BUSINESS OR IN-
Home-making

11. BIRTHPLACE (State or torelgn country)

Miller County, Ko,

d

‘| 12, CITIZEN OF WHAT
OUNTRY?

13a. FATHER'S NAM

Williem C

. Gabriel

13b. MOTHER'S MAIDEN NAME

5. WAS DECEASED EVER IN U.S. ARMED FORCES?
(Ynao.orunknow) l af .vq,(i, , a,r mtu of service) .

o

14. NAME OF HUSBAND OR WIFE

Susan Catherine Willhelms Edwin ‘Aldredge

“t7. INFORMANT' S S1GNATURE OR NAME
Henrietta Mabel Aldredre

16. SOCIAL SECURII:II'OY
none )

21 368ds214g

620 APOREfE
Mo

18. CAUSE OF DEATH
. Enter only onecansa per
line for {a}, (b), anad (c)

*This does not mean
the mode of dying, ruch
a8 heart failure, asthenia, .
ee. It means the dis-
case, Infury, or i

1. DISEASE OR CONDITION
DIRECTLY LEADING TOQ DEATH‘(u)

ANTECEDENT CAUSES
Morbid conditions, if any,

MEDICAL CERTIFICATION

INTERVAL BETWEEN
ONSET AND DEATH

giring DUE TO (b)

ride to the abote cause (o)} tating

the underiying cauae last,

DUE TO (c)a.r'ltfw eQﬂ_mw

tion tohich caused dcaﬂl

fl. OTHER SIGNIFICANT CONDITIONS

Cunditions contributing fo the death but not
related o the disecte or condition causing death)

‘20, AUTOPSY?

Keco st

UetO

%M

19a. DATE OF OP_F%N [ 195, MAJOR FINDINGS OF OPERATION -
s ves [ wo z
21a. ACCIDENT {Bpecity) 21b. PLACE OF INJURY (o.x..inorabout | 2lc. (CITY, TOWN. OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm, Ixctory, street, office blds. eta.) . .
HOMICIDE
2id. TIME (Month) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f, HOW DID INJURY OCCUR? 3 ;(
. WHILEAT [—] NOT WHILE l-f' H
INJURY m- | WORK AT WORK
2] hereby cemfy that I attended the deccased from , 19 b O’ to 19_& that I last saw the deceased
‘ , 1981, and that death occurred at !_‘LE_A the cauaes and on the date slaled above.
{Degteo or title) 23c, DATE SIGNED

[~ (¥.52

NN

( icensed Embal t's 5 it on zveru Slde)

24a. BURIAL CREMA- 4b DATE /? 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, of county) (5tate)
o “”VA“"*”Jammﬁl4- 952 Millers Chapel Rural “ettis County, MNo.
pel ¥,
DATE % 3 y.25. FUNERS DIRECTOR' § SLENATURE' ADDRES:'J:I
R Ll Ll el L e Snirsgpns s, Yo
{7



RECEIVED AN 21 195
DISTRICT HEALTH OFFICE No. 3

District File N%Wrz.rm_..

Date Filed o —--- J .

STATEMENT BY LICENSED EMBALMER

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

............................... Student Embalmar No,

working under my persona! supervision.

SEUTEAE +rarnannsracsreuerneansnnanenuaasns Sngned_ff MA’ .................................................

Student Embal
e e Licensed Embai mer y ‘9‘{[? ..............................

P. O. Address

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. -



