THE DIVISION OF HEALTH OF MISSOURI 5300

5. No.300 . R
- orse TILED FEB 2.4 1953 STANDARD CERTIFICATE OF DEATH Sate File Nowra
Fa
CBIRTH RO. REG,. DIST. NO. QL PRIMARY REG. DIST. N.M Kegistrar's No. .._/#................_.
3-0 1. PLACE OF DEATH v 2. USUAL RESIDENCE (Whare decemsed lived. If imaticatd ieooe befors
0 3 Q a. COUNTY DeFalb ) f| e sTATE 4 o, b. COUNTY: Deléél'b adiiwioa).
‘ b. CITY {If outside corpurats Umits, writs RURAL snd ‘::v:.h i %T AI?E::EE: nl?f.» c. :é):’Nm outside sorporste Hmits, write RURAL asd cive township) /y:-?‘ 02%
a SN Moyvaville Life Maysville
d. FULL NAME OF (If et in boepital or institution, give street addres or location) d. STREET (If rars), pive loeation}
(=] HOSPITAL OR N ADDRESS
[ INSTITUTION HO@B ir towvm )
3. NAME OF 8. (First) b. (Middle) ¢. (Last) 4. DATE Month
ﬁ DECEASED Martin Caster | AL (Month)  (Day) (Year)
B { T¥pe or Print) Theodore rvi 5 DEATH 2 3 53
E 5. SEX 6. COLOR OR RACE | 7. ‘I:IlilRRIED. h[l’.l‘il\;gR héSRRIED. 8. DATE OF BIRTH 9, I:K.GE {In n;n ; ;l:l lx o UMDEN & ORI,
i) t o Hogn | Min.
Male ° White "W 21T T | pec, 4, 1875 o4/ | |
§ 10a. USUAL OCCUPATION (Glvekind of work | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (3tate or forelzn uuntr;) 12, CITIZEN OF WHAT
- done during moet of working Ly, sven If retired) DUSTRY COUNTRY?
B aborer Tarn Mo, . S.
< 138, FATHER'S NAME 13b. MOTHER™S MAIDEN NAME . 14, NAME OF HUSBAND OR WIFE
M Crawford Oacter | Samantha Henfon ~ |  Iettie Caster
= 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT 5 SIGNATURE OR NAME ADDRESS
< {Yes, 5o, or unknowa) | {Tf yes, give war or dates of servics) RO. . .
= No. Xix e @ e o Tiola Caster Maysville, Ho.
I 18. CAUSE OF DEATH MEDICAL. CERTIFICATION % INTERVAL BETWEEN
i || Enterontyonscoussper | 1. DISEASE OR CONDITION _ s ONSET AND DEATH
Z Jimo for (a), (b), agd (o) | D'RECTLY LEADING TO DEATH®(4)
c:.-g *Thiz does not mean ANTECEDENT CAUSES
the mode of dying, much | Aforbie conditions, if any, giving DUE TO (b)
. 3 a3 heart fallure, asthenia, .| - rise to the above cause {a) stating_ .
@ ete. It means the dis- the underlying cause lapt~ - - =
o care, injury, or complica- DU_E TU_ {
z tion which exused degth, | 1. OTHER SIGNIFICANT CONDITIONS -

— Conditions contributing o the death but 7ot
9 related to the dizease or condition cousing dzq.h/ ‘
= iz~ || t9a. DATE OF QPERA- | 19b. MAJOR-FINDINGS OF OPERATION - = - . : S Lol . 20. AUTOPSY?
TION
=N A - - YES D NO D
21a. ACCIDENT (Specify) 215. PLACE OF INJURY (s.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
,U SUICIDE boms, farm, faotory, stroet, office bldg., et0.) T Lt L
& HOMICIDE
g 2d. TIME (Monts) (Day) (Year) (Hour) | 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
| - lNJURY .. wwé.::rm NOT Wi ILED Y
Lol
- ; 19#1 to 19;5;3_ that I last saw the deceased
. ﬁ A m., Jrom the cauae gud on the date slated above.
- EQ P OREESS 3. DATES:GNED
E' BUR]ALT CRE 24b. DATE
E‘" TION, REMOVAL hvedin: ﬁ?f / ﬂ 4 %\
A\

DATE REC'D BY LOCAL

2 74-432




3334

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me, or by——-

Student fabalmer Neo.

working under my personal sapervision.

S5tudont covereccscosssvasrssnransnn cesavees
Student Embalmer

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

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



