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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

FILED AUG 17 1953

State File No...

28253

REG. DIST. Nn.__U_S_,PﬂIIIMY REG. DIST. NO. __‘f'ig_ Reg:.r!mr.rNo.....,..é.g.....z..‘..m. .

townahip)

d. FULL NAME OF {If not in bospital or institution, glve streot nddress or [ocatlon)

STAY (in this place)

TOWN Bural Brush Creek t ]

{BIRTH NO.
I. PLACE OF DEATH 2. USUAL RESIDENCE (Where 4 ¢ lived. If L before
a. COUNTY a. STATE b. COUNTY adinismion).
Gasconade Missouri Gasconade
b, CITY (If outside corpurate lmits, write RURAL nod give ¢. LENGTH OF c. Cg’g (If ogtxdde corporats limits, write RURAL and give township)

TOWN
d. STREET (If rural, pive location)
ADDRESS centton ¥ 7 Z

o
‘.

WRITE.PLAINLY—USING UNFADING BLACK INK—MAKE 4

T

i
H
¥

i
i
i

-

.
t

»

PERMANENT RECORD .___‘v%

HOSPITAL OR _
INSTITUTION ~ Owensville, Mo. Rt. 3 Owensville, Mo,
3. 3:—:"&:"&% S%FD a. (First) b. (Middls) . (Last) | 4 nmz (Month) (Day) (Year)
(Typeor Printy RAYmMONA Arthur Tayloe DEATH Aug. 6, 1953
5. SEX | 6. COLOR OR RACE | 7. #%%R"}ED. gF\\;‘g&cESRRIED. 8. DATE OF BiRTH ~ 9. AGE o remcs| w vioen 1 vua | woor 4 o
. £{Bpe: ' i OuTe in.
male white o Aug. 8, 1912 | 4¢™~ l l
100. USUAL OCCUPATION (Givekind of work lﬂb KIND or BUSINESS OR_IN- | 11. BIRTHPLACE (Biste or forelen country) ] 12 CITIZEN OF wHAT
dopg during most of working 1ife, even if retired) DUSTR COUNTRY?
Tarmer own farm Owensville, Mo. .S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
William Clayton Tayloe | Fannye Ferris Tayloe | s«
13 WAS DECEASED EVER IK U.S. ARMED I:(‘}RCB’; 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
. Do, aF URKBOWwD! {If yea, rive war or dates of sarvice!
no | 24z 48’?-50-5"7% Wm. C. Tayloe Owensvilie, Mo.

18. CAUSE OF DEATH
. Enter only onsoeuise per
Ine for (8), (b}, and (c)

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® (4

*This does nol mean ANTECEDENT CAUSES

the mode of dying, sich
o# heart fallure, asthenia,
elc. It means the dis-
ease, infury, or complica-

the underlying catiae

Morbid condilions, if any, giving DUE O (b)
rize to the above cause (a) dating . _ .

DUE TO (c)

MEDICAL CERTIFICATION

Z V

INTERVAL BETWEEM
=} AND TH

¥-¢

- e

tign tohich coused death.

~

*

Il. OTHER SIGNIFICANT ‘CONDITIONS <~ - -~ -

Conditlons contribuling o the death but not
related Lo the disease or condition causing deaﬂ

Qo?zz.

20, AUTOPSY?

19a. DAETOF-bP_F%AN- 19b.“MAJOR FINDINGS OF OPERATION: v t4 .2 ¢ f. .o ot
I
I T S -5-8” ves nom

21a. ACCIDENT {Bpecily) 21b. PLACEOF INJURY (a.g..lnorabont | 2ic. (CITY. TOWN, OR TOWNSHIP), (COUNTY) (STATB

SUICIDE homse, farm, fastory, sureet, office bldg., ete.) P e A P A el T

HOMICIDE
210. TIME 4 (Month) ’\‘D“)' (Your) (Hour) 21e. INJURY .OCCURRED | 21f. HOW DID INJURY OCCUR?

N o \ -~

_INJURY - S l“‘;'c';,f,‘(“ NOT WHILE i heee s el Fapure

alive on

=7 hereby. cerufy thatuI attended the decedsed from

19...__15 that I laat saw the deceased

le?_, 1088 t0 %_.
19___..3 and tha.t death occurrdd ot  3_£- m., from the (duses and on the date staied above,

23a. Sl

F.‘T"JZ.E Tl i ot

a2

(Degros ar tltle)al 23b. ADDRESS
Do - b (Basrtea A n"g T )’nc .+

23c. DATE SIGNED

8- 9+83

. BURIAL, CREMA- | 24b. DATE

RE“fa“i“’“"’” 8-9-1953

Z4c. RAME OF CEMETERY OR CREMATORY."
City Cemetery.

Owensvi-lle-,,,Mo,.-,

244, LOCATION (City, town, or county) »«,» ,

(Btate)

HAN

DATE D BY LOCAL | REGISTRAR'S SIGNATURE

455

10,653 (Mg

Emhalﬂto Ststernent on Réeerse Side)

ADDRESS

25 FUNEHAL DlﬁECTOﬁ § SJGNATUR ,
M N )/}j WENS Y ILEE




T

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, or by__._%__

¥ Student Embalmer Mo,

working under my personal supervision.

SEUBONE 1urererrrenrunansasasasssssreennnns SWL%QHZQ/M_

Student Embalmer . . [icensed Esmb No 39 = f

P. 0. Address (U N SULL 1= A

Note: NMWSTBBSIGNEDBYI}IEHCENSB)Mh&OWNWMG (Failure to comply with
th-nbov_emnkmmd:fwmoaﬁonoflim)
H this body is not embatmed, fact should be o stated above.




