THE DIVISION OF HEALTH OF MISSOURI 211341

. No.300 .| MU oa
s [ Jui 30 1953 STANDARD CERTIFICATE OF DEATH vt Bt o T LD :
! BIRTH NO. REG. DIST. MO, ’E k — PRIMARY REG. DIST. NO. ﬂﬁl Regisirar's No..._....l....&.._.-.;m.-.-.
40 I~ 1. PLACE OF DEATH . 2 USUAL RESIDENCE (Wbers decossed Lived. 1f institation: residence befors
2 a- COUNTY a. STATE . b. COUNTY aduiasiont.
) | uooper i Misgourd Cooper
b. CITY (H oateide corpurate limity, write RURAL and give ¢. LENGTH OF ¢. CITY 4. 18 Residente within Lzute of
OR township)| STAY (ln this place]} OR gy town?
rowy Bunceton 4 monthdl TO%®  Bunceton “¥TEGT,
d. FULL NAME OF (If not in hospital or Lostitution, give strect address or location) . STREET (1f raral, give locaston) A
‘Nentunion No street numbers “BoRES  No Street mumbers O% O
3. NAME OF 8. (First) b. (Middle) <. (Last) 4. DATE (Month)  (Day)
DECEASED : 7) _ (Yew)
(Typeor Prie) Y UL1E - Rae Hodges DE?RI";'HJune'lB 1953
5. SEX / 6. COLOR OR RACE | 7. H%%EB NEVER MARRIED, | 8 DATE OF BIRTH 8. AGE (Lo yesn r i | Yut | ¥ e u s,
. 4] " on D Houmn .
Female ' |Jhite  Married =/ lhug. 22,1885 il et e
10a. USUAL SEEEPAJH ON (@eiadot work | 10D. _KIND OF BUSINESS OR IN- | 11 BIRTHPLACE  (¢4y 1ag suare or Farsigs Gonntry) V2 gtgrﬁ%w{?rwm'r
Housewife Home Cooper County , Missouri R
13a. FATHER'S N.AME 13b.. MOTHER' S MAIDEN NAME NAME OF BAND’ OR ®IFE
James Waller Susan Cline ThoTias ages
15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | T7. INFORMANT S SIGNATURE OR NAME ADDRE
RG7 orimieen®) | e vy T or daten ot servios) None " |Thonas Hodges{Husband )Bunc efon

INTERVAL BETWEEN

ONSET AND ETH
ANTECEDENT CAUSES

*This does not mean =
the made of dying, such Morbid eonditiona, if any, giving DUE TO (b) M ¢ O CQ 9“ *
a8 heart fallure, asthenis, m‘uﬁd‘fﬁﬁﬂ& 0:::-!; ng ;l) m!hw A 7
ce. It means the dis- 7"
case, injury, or complico- DUE TQ (c} G PO 71 i C /ﬁié‘?l ,\Y OZ '?&S.

tion which ecaused death. | |1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing lo the death but nod
related to the dizease or condition causing death,

o A OF DA TH | DISEASE OR CONDITI
. Enter only oneceunseper | I. NDITION
Jioe for (&), by, ond (@ | D'RECTLY LEADING TO DEATH®

MEDICAL CERTI IC;ATI

19a. DATE OF OPERAPE 19b. MAJOR FIN%OF OPERATION . 20. AUTOPSY?
Y)en & IME. 593X ves (1 o [0
21a. AECIDENT (Spuctiy) 21b. PLACE OF INJURY (e.g..Enorabous | 210, (CITY. TOWN, OR TOWNSHIF) (COUNTY) (STATE}
SUICIDE ’ bome, farm. factory, strest, office bldg.. ave.)
HOMICIDE Al
. 21d. TIME (Month) (Duy) (Year} (Hour) 21e, INJURY OCCURRED | 21f, HOW DID INJURY OCCUR?
- WHILEAT ] NOTWHILE
INJURY e (= = | “work AT WORK N
2. I hereby cgﬂzfy that f guende the deceased from DSS_L\S_ , to w, Im that I last saw the deceased
alive , 1 and thal death occurred al/% =m., from the causes and on the date staled above.

WRITE PLAIN'LY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

23a. SIGN, {Degree or titls) 23b. ADDRESS 7 \ Z_lc_.-DATE SIGNED
. &, C~7) ), @u'ncc— 022.:‘ / :gd ﬁgflf'lzp
24%." REMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 2.46 LOCATION tty, town, or county) (Btate) s
) [
Bor o un, 21,1953 | 1,0,0,F,Cemetery on

m L%% Bﬁls'rmn's SIGNATYRE -7 J’.J |i_ run n:‘coa ADDI 7] Z(d

icvnsed Embalmer's, Shaterent on Revere



STATEMENT BY LICENSED EMBALMER
|
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaln

by me, Ol i it riicaraar s rar et aedt e PO, , Student Embalmer No.......c........

working under my personal supervision..

T ATTs 13 ) S N Signe M g

Signature of Studa\t. Enbaleoer

P. O. Address.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HA
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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

RITING. (Fail




