WRITE PLAINLY—~TUSING UNFADING BLACK INK—MARE A PERMANENT RECORD ___

1’ILED MAR 16 1955

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

2

State File No.

8844

b. CITY (If ocutcide corpurste Limita, writa RURAL and glve

¢. LENGTH OF

BIRTH NO. . REG. DIST. NO. PRIMARY REG. DIST. NO. 10.__00 Registrar's Nn..._..j...l.g..............;..

1. PLACE OF DEATH 2. USUAL RESIDENCE (When d d lved. If lnstitatlon: resideooe befors

a. COUNTY a. STATE _ |, b. COUNEY sdiniwion).
Ruchansn e

c. CITY (I gutslde corporsts imite, writs RURAL acJd give township)

R township)| STAY (in this place) / 7
TOWN  St, Joseph 40 Yrs.ll TOWN_St. Josegph o/
d. FULL NAME OF (If not in hoapital or Institution, give strect address or location) d. STREET - * (1! rural, give location)
HOSPITAL ADDRESS o
INSTITUTION 1€ So, 10th St. £16 So. 10th St.
3. NAME OF First, b. {Middl ¢. (Last
DECEASED a. (First) { | ) 4 03}'5 (Month)  (Dsy) (Ym.ri
(Typeor Print)  ligroaret Boswell James DEATH 2/ 10 /A% ’
5. SEX / 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In yeanf] I UNDER ) YEAR | IF UNDER 2 HE3.
\ ., WIDOWED, DWORCEDW)-; I.uéblrthdu) Moaml Days | Hours | Min.
_Female | White | Widowed Jume 11,13683 >9 |
102. USUAL OCCUPATION (Ghiekindofwork | 10b. KIND OF BUSINESS OR_IN- { t1. BIRTHPLACE : . 12. CI
dnmd;liiu most of working H!l.a':unnl! ntrr:'d) DUSTRY {City and State or Toreign C“y) COUTNI‘ﬁl;‘fOF WHAT
fegistered Nuors Visiting turse ZFlwcod, Yansas 1S4
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Thomes B. Hickman Verlinda E. Staton Cacil G. James
15. WAS DECEASED EVER IN U.5. ARMED FORCES? ’ 15. SOCIAL SECURITY | 17, INFORMANT 'S SIGNATURE OR NAME ADDRESS
(Yew. no, or unkoown} | {If yea, wive war or dates of service) NO.
none Jerry Jsmes, St, Joseph, Mo
18. CAUSE OF DEATH MED!CAL CERTIFICATION INTERVAL
 Enter only opecauseper | I DISEASE OR CONDITION _ ONSET AHD DEATH
1ima for (a), (bY, and (¢) | PIRECTLY LEADING TO DEATH® () Cerebra basig ___Inknowno
*This does not meon ANTECEDENT CAUSES . \ .
the mode of dying, such | Mordid conditions, if any, giring DUE TO (B) Erteriosclerosis __Iknoym
as heart fallure, asthenfa, | rise to the above cauise (a) slating L .
de. It means the dig. | i€ underlying cause last. . : -
tase, infury, or complica- DUE TO () —
tign which caused death, | 11, OTHER SIGNIFICANT CONDITIONS . ¢ ARPIN REMTEN Y
Cunditions contributing to the death dnd ot
related (o the direase or condition causing death,
19a. DATE OF OP'I!::I‘E)AN. 19b. MAJOR FINDINGS OF OPERATION . . L. D | . 2. AUTOPSY?
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY te.x..in orabout | 21¢, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm. fagtory, strest, office bldg., et0.) . .
HOMICIDE _ ] Vo
2td. TIME (Myath)  (Day) (Yoar)  (Heur) 21e, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
' \'I'HII..EAT NOT WHILE
INJURY- | AT WORK

22. 1 hereby certify that T atiended the deceased from ___11=1

1}9.52

o 3=10 1953 , that I last sow the deccased |

., Jrom the couses and on the dale staled above.

22a. St RE

24p. BURIAL. CREMA-
TION, REMOVAL (Bpactty)
gurial

aliveon __3=9 19,.13_ and that death occurred a 592 8
1/

(Degree or title) | 23b. ADDRESS 301 IllaniS Ave .
. 15ts Joseph, Mo,

3-11-53

24c. KAME OF CEMETERY OR CREMATORY

ashland Cemeterwv

nar, 1253

lot,

ud LOCATION (Oity, town. or wunu)

|
Zac. DATESIGNED
|

(State)
o,

DATE REC'D BY LOCAL

REG.

Joserh
3 SICHMATURE

REGISTRAR'S SIGNATURE fly ES___"_EUNERAL CGiR - oR’
i - __’ Zl’ i ’ .‘
e ot

PNz

ADDIESS




STATEMENT BY LICENSED EMBALMER

[ hereby cértiiy that the body whose name is recorded on the reverse si.de of this certificate was embalmed by me, or by——.

Studont Embalmer No,

vorking under my persona! supervision,

Student sausuveens casenes eraseunans evmsecrns
Student Embalmer . /
Licensed Embalmer No......%

P. O Addreas_..__af.f ...... M

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

If this body is not embalmed, fact should be 20, stated above.




