No. 300 THE DIVISION OF HEALTH OF MISSOURI 19503
. .
STANDARD CERTIFICATE OF DEATH State File Nowmoo.
'o_“ imu \J Lj ‘\ 30 I ' " 6é-2~-u"“--n-n.
" BIRTH NO. @ REG. DIST. NO. b.a PRIMARY REG. DIST. NO-..l.Q.O.Q._.. Kegistrar's No
X /7 1. PLACE OF DEATH Z. USUAL, RESIDENGE (Whare deconssd lived. Uf ioti Frym————
. . A . . Jdiclainn},
8. CouNTY Buchasan * STATE Missouri b. COUNTY Buchanah ,}’"
b. CITY (If outcdde corpurste Limits, write RURAL and give ¢. LENGTH OF ¢. CITY (If outxdde sorporate Limits, write RURAL aadd give township) 7
R - townahip}| STAY (in this place! OR
’ TOWN St. Joseph years|] TOWN St. Joseph
d. FULL NAME OF (If pot in hospital or institation, glve street addrem or location) d. STREET (If raral, aivs tocation)
HOSPITAL OR ADDRESS
INSTITUTION 635 Bon Ton 635 Bon Ton
3 NAME OF a. (Fint). b, (Middie) @ (Last) 4. DATE (Mouth)  (Day) (Year)
{ Type or Print) Mattie Ellen } Miller peAm  June 22, 1952
5. SEX 6. COLOR OR RACE | 7. mawég leyggcrgsaglso | | ®-DATE OF BIRTH 9. AGE Uoyatn| w mee ) vun | = ey 2 ks
. (Bpacity] Hours | bAin.
female | white married October 17, 1881 l |
10a. USUAL OCCUPATION (GWakindafwork | 10b, KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (Btate or foreign sountry} 12, CITIZEN OF WHAT
during most of wgrkiog lte, even if retired) DUSTRY - M a cou Y3,
ousewiie own home Andrew County, Missouri SA
13a. FATHER' S NAME 13b. MOTHER'S HAIDEN_ NAME . 14. NAME OF HUSBAND OR WIFE
Joseph H. Caldwell ) Minerva Thomelson George D. Miller
15. WAS DECEASED EVER IN U.S. ARMED FORCES? I 16. SOCIAL SECURITY | 17. INFORMANT 5 S!GNATURE OR NAME ADDRESS
{Yee, oo, orunknowa) | (I yes, ehve war or dates of service) NO. . —
no ——— ———— Mr. George Miller, 635 Bon Ton,St.Joseph,hc

18. CAUSE OF DEATH MEDICAL CERTIFICATION lgm%um
. Enter only onecauseper | . DISEASE OR CONDITION
line tor (a), (bY, and (c) DIRECTLY LEADING TO DEATH* (5 { zm 1—( .\J _?70__.

. ANTECEDENT CAUSES
*This does not mean M‘A
the mode of dying, ruch | Mortid conditions, if any, giving DVE TO (b) 15’ dﬂ 444/0 7 /% -

a2 heart foflure, asthenda, | Tide 1o the abose cause (o) stating -

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

ete. It means the dis. the underlying couse last. -
ease, injury, or complica- X DU_E TO {c) : _ -
tion which coused death, | 1. OTHER SIGNIFICANT CONDITIONS - r LA
Condilions contributing to the death but 1ot
related to the disease or condition equting dealh.
19a. DATE OF OP_FI%AN- 19b. MAJOR FINDINGS OF QPERATION' - ~ *1 " . N ' T TTa vy M, AUTOPSY?
_ . 4l¢z yes (1 wo O
21a, ACCIDENT {Bpecify) 21b. PLACE CF INJURY (e.g..inczabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE home, farto, factory, straet, ofice bldg., w10} Ly . o
HOMICIDE
214. TIME (Month) (Day) (Year) (Hour) 2ie. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? .
WHILEAT[—] KOT WHILE
INJURY = | “work AT WORK c
2 I hereby ceptify that I attended the deceased from j&_ 0 . lo, M‘ﬂ-’ 20 | 1953that I last saw the deceased
alive on 2o, 1953 and that deam/occurred at _Q;Q_Q},L m., from the causes and on the date stated above.
@fp‘uns (Degres or tiﬂ(e)/ Z3b. ADDRESS 23:. DATE SIGNED
Z ML& RN~ 620 das e @ Y>3 A
24a. BURIAL, CREMA-' | 24b. DATE / 24c. NAME OF CEMETERY OR CREMA_TQRY 24d. LOCATION (Oity; town, of county) . (Btate)-
TION, REMOVAL (Specity) . .
Lnrial Y | 6/25/1952 Ashland Cemetery St. Joseph Missouri
DATE RECD BY LOCAL REGISTRAR'S SIGNATURE 25 FUNERAL DIRECTOR"S SIGMATURE ADDRESS
REG. j i
#LW‘ 6.1 &Mﬁ c' J’W% a:to-su-, v Hritral Y

Pyt e ,rLl ent on Reverse Side) ) :-' ._;'7{.1;.




-7
N

N

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, orbyo oo eereeme

- S Student Embalmer No.

working under my personal supervision.

SEUAONE vueeremnnnnn Signed 227 .

Student Embalmer

Licensed Embalmer No

P. 0. Address “2F 7 es

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

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




