HLLD JAN 26 1653 THE DIVISION OF HEALTH OF MISSOURI oo 1952

S. No.300 - ~
e ! - : STANDARD CERTIFICATE OF DEATH Stare Fie o
.\ _ ' BIRTH NO. REG. DISY. MO. Jé 4 PRIMARY REG. DIST, no .LL.B 2 Registrar's No. ........ .?............. —.
; 4/ | 1 PLACE OF “[|Z. USUAL RESIDENCE (Where deceased lived. 1 insthation: rebions tosa

, a. COUNTY ﬁ: a. STATE . . b courmr adrimiony,
’-,5' adnr/ 7 liieqznt

d b. CITY m .-ﬂ‘r corpurate limita, write RURAL snd give . LENGTH OF ¢. CITY (U outide corporats limits.

OR AY this place}|} OR . ‘?’

N TOWN 4. TOWN @” { ff |]!!

AAA
d. FULL NAME OF (If 0ot in bospt 4 ord
HOSPITAL OR

frution d. STREET (1f rursl, give locatlon)
mebient ot | = Moblhoe, iitricel 0"’{40

INSTITUTION { ( ),
3. :I;iEJ(\:BéE 5?373 a. (First) ) b. (Middle) ¢. (Last) s, DATE (Month) (Day) (Year)
(Typeor Pty L SABGELLA BURKE ATHERTON oA _JAN, 2, 19537
5. SEX / 6. COLOR OR RACE | 7. MAD%%EB, gls‘}rgscrggamm 8. DATE OF BIRTH  * ‘ 9. :.GE s rear] ¢ o Yo | F oot 4w,
N {Bpacify) ~ 1] on Days | Hours | Min.
. Femme WHite FEB 18, 1§66 & ’ |
10a. USUAL OCCUPATION (Giwekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Bute or forslen cogatsyd 12, CITIZEN OF WHAT
dooe most of working iids, avan if revired) DUSTRY / COUNTRY
| ; — INDIANA s A,
lilaa. FATHER'S leli . 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
' LEMuel BURKE .| ZSABELLA DELFB_LMM_-M
. :3 WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL sacuang' 17. INFORMANT" S SIGNATURE OR NAME ADDRESS
‘o8, BO. pT BOkDOWD)

(If yon. xive war or dates of servion)
——

18. CAUSE OF DEATH : MEDICAL CERT|FICATION ) Igggrv:li BETWEEN
| Enter only anecauseper | I. DISEASE OR CONDITION . ™
Jins for (&), (by. and (¢ | PIRECTLY LEADING TO DEATH® ) Z a

«This docs mt mean | ANTECEDENT CAUSES
the mode of diing, such | Mordid eonditions, if any, gising DUE TO (b’ - - - g

~« w1 - "|| ar beart fatiure, asthenia, | rise to the above cause (a} stating . - .- - N
de. It means the dia- the underlying catee last. )
ease, infury, or complics- DUE TO-{¢) -- .- .
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS b o

Canditions eontributing to the death but ot
related to the diseasre or condition cousing death.

19a. DATE OF OP_FI%AN- 18b. MAJOR FINDINGS OF OPERATION N - ' 20. AUTOPSY?

L R . 332X | w0 wk
21a. ACCIDENT (Bpecity) 21b, PLACEOF INJURY te.e..faorabout | 2lc. (CITY, TOWN, OR TOWNSHIF) , _, (COUNTY) ;- - {STATE)
SUICIDE boms, farm, Instory, street, ofice bldg., sta) :
HOMICIDE
21d. TIME (Moath) (Day) (Year) (Hogr) 2le. INHUJRY OCCURRED { 21f. HOW DID INJURY OCCUR?
. WHILEAT NOT.WHILE| . -
INJURY WORK AT WORK A -

2. I hereby certify that I attended'the deceased from QAM_, 191-2, to . 1925, that I laat saw the deceased
alive M, I.‘ié, and that deat rred at m, Jrigm the causes and on the date stated above.
v =

/ (Degron or cisle) | Z3b. knnz\ss M | 2. DATE SIGNED
. \W ol 1R, S j~17- 53

W&ME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, , Of county) (Btate) -

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




Ay

0 PAEFRIE l'ﬁl‘
‘P\‘ JAN 20 )

\{IE ;1
JOHNSON COUNTY HEALTH DEPL _

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, 0f bymmmeree. —

Student Embaimer No.

working under my personal supervision.

Student .asesevneares teererasanesinansiacs . . Signed fﬂ @W

Studmt Embalmar
Licensed Embalmer No 40‘; ; :

P. O Addrﬂﬂﬁ/dé&“- /7447

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
the sbove constitutes grounds for revocation of licenss.)

Iftlmbodyunotembalmed.fa_ctahnu!d_bewgntedabon.




