THE DIVISION OF HEALTH OF MISSOURI

.300
il SN 221 _ STANDARD CERTIFICATE OF DEATH ot i . Q60
' BLRTH MO. REG. DIST. NO. __l@_ priuary REc. o1sT. No.__1O00Q  mepirtrar's No 671
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. 1f lostitution: reidence before
o a. COUNTY  Buchanan ». STATE M4 ssouri b. COUNTY Buch, alinission).
Cgil;‘( (I outnids corpuate limits, write RURAL uad d"“hi €. Ii\’ENGTH OF c Cg’g {1f outalds sorporate limits, write RURAL sad tive township} Vo V7 /
L in plate)
own  St. Joseph owstio)] B 96| town  St. Joseph
g d. FS&SLP?'FAB’I‘_EOORF {If pot in hoepital or inatitution, give sireet add orl dAsl-)rgl%EE% - (I rursl, give location)
o institution St. ‘Joseph's Hospital 2002 Olive Street
a 33&%&&%&% a. (First) b. (Middle} c. (Last) | 3. Dé','.:"" (Month) (Day)}  (Year)
E (Type or Printy) BELLE DORA HORN DEATH June 11 1953
g 5, SEX / | 6 COLOR OR RACE | 7. MIARREB' Bilz\\;'gsc rgsgmso_ 8. DATE OF BIRTH 9, :.GE‘,&::;" e e | woo u i
N (Bpegity) it o Hours | Mis,
¢ | _Pasle White dowed Dec, 22, 1874 | 78 | |
: 10a, USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR_IN- | 1. BIRTHPLACE ., . . .
ﬁ done during most of working ll(I(o‘.w:nnﬂ ru-dr:d) DUSTRY (City wad State or Foreiga Country) ucglIJTNl'lz'lEir:‘?FWHAT
8 i Housewifas m_hgm___&nmmw usA
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
“ Henry “rmold : . Unknown James Newton Horn
® 15, WAS DECEASED EVER IN U.S. ARMED FORCEST | 16, SOCIAL SECURITY | 17. INFORMANT" S SIGNATURE OR NAME ADDRESS
- {Yes,n0, 0runknown) | (If yes. kive war or dates of service) NO. Y ﬁ
= no none Lawrence B. Quigley “t. Joseph Mo,
| 1l 8. cAUSE oF DEATH MEDICAL CERTIFICATION INTERVAL GETWEEN
4 .|| Enterenty onecauseper | . DISEASE OR CONDITION . ORSET AND DEATH
Z  |'linefor (a3, (b), and (o) | DIRECTLY LEADING TO DEATH® ) Pulmonary Edema : . |_UnEnovm
o «This dors mot meon | ANTECEDENT CAUSES
© |l the mode of dring, such | Aforbia conditions, if any, giving DUE TO (b)p rteriosclerotic Heart Disease "
3 . | ez Reart faldure, asthenia, rise to the cbove,cause (a} stating . - T - —
& de. It means the dir- the underlying cauae last. SUE To (c) -~
ease, injury, or complica: . T
% tion which caused death, | E1. OTHER SIGNIFICANT CONDITIONS - T (Jeneralized Infection W
b " Conditions contributing to the death bul not
E related to the disease or condition causing death.
- [,_2‘ °|l 19a. DATE OF oé;:%nﬂi 196, MAJOR FINDINGS OF QOPERATION . ST . é/ 2 . 20. AUTOPSY?
= -l . . . - P R T o] o YES D No E—t
o [ 21a. ACCIDERT (Bpecity) 21b. PLACE OF INJURY te.s..inorabous | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) . {STATE}
h SUICIDE bore, farm, fastery, sirwet, office bldg.. ave.) : Lo S e,
<] HOMICIDE . -
g 219. TIME (Mooth) (Day) (Year) (Hown | 2e INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
oF - S L S WHILEAT[—} NOTWHLLE oL
bI- INJURY m. | woRK TWORK P . D el v
E 22, J hereby certify that.I atiended the deceased from _&2,__3—:%} to __Hmdl.—, 1953 that I last saw the deceased
! ; alive on 195_3_ and that death occurred at _3 2 'm., from the causes and on the date staied above.
- e SIGNA% e (Degresor title) | 230, ADDRESS  Tyotle Building 3. DATE SIGNED
q W 4/%"/4 YD) St, Josemh, Mo, - 61253
E mNaunlAJ. CREMA- 24b, DATE 24, NAME OF CEMEI’ERY OR CREMATORY 24d LOCATION (Oity, town,ormnty) * - {Btate)
TE REC'D BY LOCAL | R srm-s SIGNATURE / }L({_i 5 FUNERAL DIRECTOR'S uﬂln’unt& JO-‘ o,.zsw .
!g;@éé;éé% éziﬁ’_.w— AR XA l A A '

(Licensed Embalmer’s Sutemect on Revgd Side)




STATEMENT BY LICENSED EMBALMER |

{ hereby cértiiy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by .

hen [ ey Student Embaimer Xo.

working under my persona! supervision.

SEUTENL voremevrarsonannes Cevreenas Signcd._..%& : zg“.ﬂ-ﬂ@’.—;%u,

Student Embalaer

Licensed Embalmer No.___éfé 22

P. O. Addrm..% A L.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND . (Failure to comply wit
the above constitutes prounds for revocation of license.)

If this body is not embalmed, fact should be so. stated above. T -




