1LED NOV 131953 THE DIVISION OF HEALTH OF MISSOURI OO43 S

S. No.300
S e STANDARD CERTIFICATE OF DEATH State Fite Moo
7 0 ! BIRTH NO. _ : REG. DISY. NO. ':f 2 PRIMARY REG. DISY, m‘/_u Rmulmr:No—b 3—.......9«@....
|0}/ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decoased lived. If Institution: residenecs befors
: 0 a. COUNTY . a. STATE b, COUNTY admisatan).
Dade Mo Dade o292
b. CITY Uf cutside corpurate Umita, writs RURAL and give ¢. LENGTH OF c. C!TY (If cutaide corporate limite, write RURAL and give township)
townabip)| STAY (in this pluce) ﬂ
TOWN __Loekwood Mood Mo
d. FULL NAME OF (I not in hoapizal or institotion. rive streot addross or location) . STREET {Uf rural, ghve location)
HOSPITAL CR 5] . ADDRESS
INSTITUTION  Memorial Sospital
3. NAME OF a. (First) -~ b, (Middie) ¢ (Last) 4. DATE (Month)  (Day) (Year)
{Twpe or Print) Jae Millter DERTH Now & 1953
5. SEX 0 I 6. COLOR OR RACE | 7. MARRIED, NEVSECIEBHRIED. 8. DATE OF BIRTH 9, I‘A.?E {In r!)us ;‘r UMUCR | YEAR | F ONDER 4 wms.
(Bpwcify) Hours | Min.
M 7| April 14,1864 PR BT
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE (State or forsign country} 12. CITIZEN OF WHAT
dopa during most of working Life, aven If retired) DUSTRY T COUNTRY?
retired farmer enn. / usa
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME ] 14, NAME OF HUSBAND OR WIFE
John Miller unkown | Kate Miller
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | I7. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yew, no, or unknown) | {If yes, xive war or dates of service) NG. N
no none _James & Miller ,ockwood Mo

16. CAUSE OF DEATH MEDICAL CERTIFICATION NTERVAL BETWeE

| Enter only onecauseper | 1, DISEASE OR CONDITION yo i NSET

Jime for (), (b, and (o) | DIRECTLY LEADING TO DEATH® () b the / OAL e o=
«This does mot mean | ANTECEDENT CAUSES

the mode of dying, such | Adorbid conditions, if any, giving DUE TO (b)
a1 heart failure, asthenia, | 7ise to the above canse (a) sating . . . b .

WRITE PLAINLY-—USING UNFADING BLACHK INE—MAEKE A PERMANENT RECORD

ete. It means the dis- the underlying couae lost.
case, injury, or compli DUE TO (c)
tiom which caused death, | 11. OTHER SIGNIFICANT CONDITIONS . : -
Conditions contributing to the death but nol
related to the disease or condition causing death.
19a. DATE OF OPEIROAb; 196, MAJOR FINDINGS OF OPERATION . : ' | 20, AUTOPSY?
Dec. SE Thntalr vfotfiot /77X ves [ wo (]
218. ACCIDENT {Bpecity) 21b. PLACEOF INJURY (o f. foorabout [ Zlc. ECITY. TOWN, OR TOWNSHIP) (COUNTY} (STATE)
SUICIDE bhome, [arm, factory, streat. offioe bidg., e, .
HOMICIDE
21d. TIME {Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
oF WHILEAT[—] NOT WHILE
INJURY =. | “work AT WORK
. T =
22, I hereby certify that I attended the deceased from M, 1 9.5&. o __/.‘f_o_";é_, 195_3., that I last saw the deceased
alive on Cd 19_.‘:_1. and that death oceurred at _{2.4C 2 m., from the causes and on the date stated above.
23a. SIGNATURE {Degree or title) Zib. ADDRESS i ‘ { 23c. DATE SIGNED
M&Mv»-.«ﬂ M™.D 1 _ ¢ W WVoy. 6“;‘3
%Iu. BUR IAI‘.A.LCREMA- 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY |, | 24d. LOCATION (City, town, or county) (Btate)
. (Bpedly)
r N oy 8 19583 Lockwood Laockeand Mo
DATE REC'D BY LOCAL ‘5 SIGNATU 772' o) |z FuneRaL pirEcToR’s sicHaTURE ADDRESS
/- §-53 éia,««-zc&- i son Greenfdgld Mo
W.R.Allison Gree

(Licensed Embalmier’s Stsim'nfulon Reverae Side)




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, of by e e .

Student Embalesr No,

working under my persona! supervision.

StUDONE vovavsssmssrncassatoreannsssbssansns S:gned.M mé

Student Enbnluer
Licenzed Embalmer No '7‘9/4 ﬁ(

P. 0. Address— Ao S

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

H this body is not embalmed, fact should be sa stated above.




