No, 300
10.48

e

'BIRTH N0,

v SEP 2 8 js5: STANDARD CERTIF

REG. DIST. NO, ,{é —

e

PRIMARY REG. Di3T. so. 1000

THE DIVISION OF HEALTH OF MISSOURI

ICATE OF DEATH

State File No.

31059

Regisirar's No,

1023,

{1, PLACE OF DEA'FH 2, USUAL RESIDENCE (Wbers decessed lived. If institution: residence befors
. COUNTY . STATE . . b. COUNTY adunimlon).
. Buchanan : Missouri Buchanan
b. CITY {II outedde corpurste limits, write RURAL sand give ¢. LENGTH OF c. CITY (If outside corporats limits, writs RURAL and give townshin!
townabip)| STAY (I thia place) OR -
ToWN St. Joseph 50 years TOWN 3t. Joseph (17
d. FULL NAME OF (If oot in hoapital or | ton, give streot add or location) d. STREET (If raral, ghve Jocation) [# LI |
HOSPITAL OR . ADDRESS . D
INSTITUTION 2206 Edmond St. 2206 Edmond ~t.
3. NAME OF a. (First) b. (Middie <. (Last) i
DECEASED A ) . | 4 Cope , (Momth)  (Day) ean)
(Typeor Print)  Ray A, Hill DEATH Sept. 16, 1953
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 4| 8. DATE OF BIRTH 9, AGE (ln yeam| ¥ UNDIR 1 YEAR | & WoeR 1 13,
L ) WIDOWED, DIVORCED (Sp.:ilry last birthday) | Months l Davs | Hours | BMis.
male whi te married November 7, 1886 66 ]

10a. USUAL QCCUPATION (Give kiad of work

10b. KIND OF BUSINESS OR IN-
dooe duriag most of workiag life. even Lt retired) DUSTRY

1. BIRTHPLACE (State or forelgn eountry)

12, CITIZEN OF WHAT
cou A

laborer packing plant Mound City, Missouri A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Alfred T. Hill Barbara Propes Hadliie F,
[5. WAS DECEASED EVER IN U.$, ARMED FORCES? 17. INFORMANT" '. SIGNATURE OR NAME ADDRESS

16. SOCIAL SECURITY
(It yus, xlve war or dates of sarvice) NO.

(Yes. 0o, or unknown}

1o 487--(19-1220

‘Mrs. Hallie [1ill 2206 Edmond,St.Joseph,Mo.

. Enter only oneoause per

18, CAUSE OF DEATH
1. DISEASE OR CONDITION

line for {8), (b, and () DIRECTLY LEADING TO DEATH®(,)

*This does not mean | PNTECEDENT CAUSES

the mode of dying, such
o# heart fallure, asthenda,
ele. It means the dis-
case, injury, or complica-

the underlying cause last.
DUE TO (c)

MEDICAL CERTIFICATION

1 L] . .
Morbid conditions, if any, giring DUE TO (b)ﬂd.ﬂd&zﬂw&_'
rise to the above cause (a) siating : o J . .

INTERYAL BETWEEN

ONSET ANOQPEATH
-y
é-fz L

11. OTHER SIGNIFICANT CONDITIONS

Conditions contribuling to the death but nof
related to the disense or condition causing deafh.

fion which caused death.

2 g

19a. DATE OF OPERA-
TiON

[ . : *

19b. MAJOR FINDINGS OF OPERATION =~ -+:- ~

L2ol

*| 20. AUTOPSY?

s [ v [X

2la. ACCIDENT (Boecify) 21b. PLACEOF INJURY (eg..inorsbout | 21c. (CITY. TOWN, OR TOWNSHIP) ’ (COUNTY) (STATE)
SUICIDE home, farm, factory, streat, offios bldg., sz20.) 5 i R
HOMICIGE
2td. TIME {Month} (Day) (Year) (Hour) 2le. INJURY OCCURRED | 2if. HOW DID INJURY QCCUR?
) WHILEAT[—} NOT WHILE
INJURY WORK AT WORK

2. I hereby certi -that I-atiended the deceased from

. 19

190:3 that I last saw the deceased
and that death occurred at _i._m__&n j'rom the causes and on the dale stated above.

33c. DATE SIGNED

24c. NAME OF CEMETERY OR CREMATORY, -

244, LOCATION (Clty; town, of county)

2//

tate)

WRITE PLAINLY—USING UNFADING BLACK INE—MARKE A PERMANENT RECORD

aliveon _Z— /¢ 1953
2. SIGNATURE - e e, (Degres or t.itle)c
URIAL, CREMA- | 24b. DATE
TION, REMOVAL (Specty}
burial 9/18/1953 IMemarial Pagk
REC'D BY LOCAL | REGPTRAR'S SIGNATURE 4 ) ‘d
24 /955

| RleaZom -

{Ticensed Embalmer’s Statemant cn Reverse Side) :2?_

5. runzua DIRECTOR )\ 4

‘.i:'riﬂlii'ss

Tt rittmid Do’




AV

-
s

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 ...

Studant Embalmer Mo. 4?;

working under my personal supervision.

Jlép‘{.% Signed [r»-»u-' C_Ur"_ﬂ

Student Embalmer .
. b Licensed Embalmer No "))ODJ"'/

P. O. Address J’/faf/‘d ///ﬁry”//

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (leu:e to comply wit
the sbove constitutes grounds for revocation of license,) |
H this body is not embalmed, fact should be so stated above.




