THE DIVISION OF HEALTH OF MI0OURI

Ng. 200 FJ .
w0 | HILD JAN 81353 STANDARD CERTIFICATE OF DEATH vt o AL
4 | BiRTH MO, REG. DIST. NO. _\_____rmm\av REG. DIST. no._a_QEQ__. Kegistrar's No ﬂ.q
5 / st i 1. PLACE OF CEATH 2. USUAL RESIDENCE (Where decessed lived. If lngti idance bafore
0 2. COUNTY Adair 2. STATE M4 ssouri b. COUNTY Ma cop  hembs.
b, CITY (I cutnide corpurata limits, write RURAL and ‘:"n‘nbl %.TALYENGTH bEF c. ng {If oussdde corporats limits, write RURAL aad give township!
. . to! ) In this Ly
Town  Kirksville "I 2 davs TOWN La Plata 0&/0
d. FglO-SLPr'I&AMLEO%F (1f not in hospital or Lusti n. rive strest address of locatbon) d.AsJSREEESrS . (1f rural, give location) /
wstitotion  Grim-Smith Memorial R
3. DNE%ME oF a. (Fist) b..(Mlddle) . <. (Last) 4. DATE (Month) (Dey) (Year)
(mmr Print) Q0laf Franklin Coons pEATH  Jan. 22, 1953
0 6. COLOR OR RACE | 7. MARRIED, N|E‘\’IER MSR‘E& , 8. DATE OF BIRTH 9. AGE (In v v Dom | Yua | 7 G0t o
N ours | Min.
Male White arTie /| 7/18/1888 | l |
wﬁw USUAL og:gr;mou gclw.::o:am:; 10b. KIND OF BUSINESS OR IN- | 1f. BIRTHPLACE (54, sad Stute o Foreign &_“,,,O tztgﬂrr}_lz_EWF WHAT
armer, Ktd. |[Farmer, Rtd. Schuyler County. Mo, U.S,A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Sigal Coons Ida Kaster irs, Maude Coons
15. WAS DECEASED EVER IN U.S. ARMED FORCEST | 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
(Yes. 50, 0r unknown) | (If yes. rlve war ot dates of service) ) NO.
No None Mre,  Moanida Chnne . Ia Plata, Mo,
18. CAUSE OF DEATH M INTERVAL BE TWEEN
|| Enter only cnecamseper | 1, DISEASE OR CONDITION °m‘"m7“
Yine for (s), (b), and (€) DIRECTLY LEADING TO DEATH® ) L

ANTECEDENT CAUSES

Morbid conditions, if any, giting DUE TO (B)
rise to the above caust {a) uum
the underlying cause last.

DUE TO (¢}

11. OTHER SIGNIFICANT CONDITIONS L -

Opnditions contriduting o ihe death but not
related {o the disease or condition cauring deafh.

*This does not mean
the wmode of dying, such
as heart fallure, esthenia,
ele. It means the dhs-
ease, infury, or complica-
tion which caused death.

19a. DATE OF OPERA. | 155. MAJOR FINDINGS OF OPERATION o : U v ;| %. auToPsY?
. TION
. . ves () wo O
2ta. ACCIDENT (Bpacily) Zlb PLM:EOFINJURY (s.x..toorebout | 2lc. (CITY, TOWN. OR TOWNSHIP) (COURTY) (STATE)
SUICIDE home, farm, tactocy, street, offioe bidg., exe) R -
HOMICIDE . o
21d. TIME (Mouth) (Day) (Year) (Houn | 2le. INJURY OCCURRED | 2if. HOW DID iNJURY OCCURT
IRIURY o mnunD uo'rwun.t
2. I heréby cerfify that I attended the deceased from 91&1_2-1_4 ;p):l, uﬁm_ln";, 195 3, that I last saw the decenzed
,/19_1,] and that death%ccurred at § ZZ8= m., the causes and on the dale staled above.
(Degrwme) o, Ien_nn 11 M3 ) Z3:. DATE SIGNED
irksville i i
déc—ﬁal 2. A - , Missouri / -23-53

24z, NAME OF CEMETERY OR CREMATORY

Queen City

24b. DATE
1/25/53

REG

24d. LOCATION {Qity, town, or county)
Queen City, Mo.
ATURE ADDRE 33
Kirksville, Mo,

?I._lhdﬂaumAL. CREMA-
) riy

DATE REC'D BY LOCAL

|~ A6-5

(State)

NSNS

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




STATEMENT BY LICENSED EMBALMER

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

......... \ Studant Embalmer No.

working under my personal supervision,

Student .....'....gt.‘;é;t..;;;l.;;. ......... . Signe : : 4__.?4._&%
: Licensed Embalm No._.__é./.g%,ém.......mm.

. . P. 0. Ad
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so. seated above.




