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USING UNFADING BLACK INK-—MAKE A PERMANENT RECORD _

WRITE PLAINLY:

THE DIVISION OF HEALTH OF MISSOURI
2825'?

,ﬁLED AUG 21 :55 > STANDARD CERTIFICATE OF DEATH State Fite Novrmar o £
'BIRTH NO. nee. oust. wo./ 2-¥  primany meG. vist, M-Mf__ Reqietrar's Now oo s
1. PLACE OF DEATH : 2. USUAL, RESIDENCE (Whars d 2 livad, If inwthtutden: 1d befors
. T . STA wbalon).
8. COUNTY centry ¢ STATEM3 sgourd b O Gentry
b. CITY (X outside corpurats Limits, write RURAL and give ¢. LENGTH OF c. CITY (If outslds corporate limits, writs RURAL and give townahip)
OR township)| STAY (in thin plaew)||
TOWN Albany . TOWN Albany 53 <A
d. FULL NAME OF (If not in bospital or nstitution, give streat address or loestlon) d. STREET (I rural, give loeation) =
HOSPITAL CR ADDRESS a
INSTITUTION 104 W. South 104 W. South
3. NAME OF a. {First} b. (Middle) <. (Lest) - ' 4. DS}-E (Month)  (Day) (Year)
( Type or Print) Frank Be. Hazelrigg oeatH August 20 1953
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, ‘8. DATE OF BIRTH 9, AGE (In years| o NOER 1 YEAR | I mOER 3 HEE.
i WIDOWED, DIVORCED (Spectiy} J st gn.na.n uonuu, Dazs | Hours [ Min.
Male Whnite Married Aug. 18, 1872 1 I
10a, USUAL OCCUPATION (leeklndofuork 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or lorelgn country} / 12. CITIZEN OF WHAT
done during moes of working tite, evan if DUSTRY COUNTRY?
Retired Farmer Gen. Farmihg Frankfort, Kentucky U. S.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John Thomas Hazelrig Nellie Johnson | Mary Hazelri
15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS

(Yes.no,orunknown) | (If yes, give war or dates of service)

Earl Hazelrigg, Rock Port, Mo.

18. CAUSE OF DEATH EDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only cnecauseper | |, DISEASE OR CONDITION _ ONSEF AND DEATH
lne for (a), {b), and (c) DIRECTLY LEADING TO DEATH (a)
=2 .
*This does not mean ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any, giving DUE TO (b) .
o heart fallure, asthenda, |, rise to the abose cause {a) stating f— - { PP
ae. I means the dii- * the underlying caute last. - - ~
case, infury, or complica- DUE TO (c)
tion which caused death. | 15, OTHER SIGNIFICANT CONDITIONS
Conditions contribuding Lo the death but not
related Lo the disense or condition cousing death.
19a. DATE OF OP_lgleﬂﬁ 190. MAJOR FINDINGS OF OPERATION ’ . - [ - 7 ¢ 2. AUTOPSY?
21a. ACCIDENT {Bpecifr) 215, PLACE OF INJURY (o.g..inorsabout | 2%c. (CITY, TOWN. PR TOWNSHIP) {COUNTY) (STATE)
SUICIDE hame, farm, fagtory, street, office bldg., 1a.) A ) Ry ol
HOMICIDE _ —~ M.
214, TIME (Month) (Day) (Year) (Hour) 2te. INJURY OCCURRED | 211, HOW DID INJURY occulls ’
. WHILEAT NOT WHILE
INJURY WORK AT WORK -

2 I hereby certify tha I attended the deceased from b-22 — 193! 10 B—20 ~ 953’ that I last saw the deceased
_él_ﬂ_\_ 1953 and that death oceurred at .]-_lQ.Am from the causes and on the date stated above.

alive on
GNATURE o . {Degreo ot title) 23b. ADDRESS 23c. DATE SIGNE.D
;éxg $ AP, WD O Mbanwy, IO . . |8-21-53
_2'4'&: BgERMlOA\!'H CREMA- | 24b. DATE 24z, NAME OF CEMETERY OR CREMATORY Y 24d. LOCA]'ION {Oity, town, or county) {Btate)
. {Bpeclly) . N
Burial 8/21/53 Grandvie Albanv, Mo,

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE L2 ~y) B FUBERAL D)RELT $1 GHATURE ADORES .
(Licensed Embalmer’s Statement on/Revérse Side) /72
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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..‘d_.’.?&....

Student Embalmer No.

working under my persona! supervision.

SEUTONE 4eneerecnsnanseoensssasnrossannes Signcd._j

Student Embalimer

nsed Embzlmer No 3 .-—,? v ;

P. O. Address 4
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND (Failure to comply with
the sbove constitutes grounds for revocation of license.)

If this body is not emnhalmed, fact should be so sated above.




