"-—-»_..__‘

HLED 0CT &

- BIRTH RO.

LR -

REG. DI

THE IVBION OF REALTH OF MIDSUNWKI ‘;6482
,Qsa ' STANDARD CERTIFICATE OF DEATH Stte File Now.

T R AP

sT. mao g PRIMARY REG. DIST. mgﬁi‘_ Kepistrar's No // ?

1. PLACE OF DEATH
a. COUNTY

dcorl

2. USUAL RESIDENCE (Where decossed lived. If lngtitution: residence before

. STATE . adin .
’ Missoure LN Macon T

b. CITY (1f sutcdde corpurats Limits, write RORAL aad give

¢. LENGTH OF

c. CITY (If outaide corporate limits, write RURAL aaod give townahip) ﬂ é/d

townabip}{ STAY tin this place) OR
o AMacon W= W R ED. Anabel
. FULL NAME OF (If oot Ln bospital or instituticn, ive street sddress or location) d, STREET (U rural, gve loeation)
HOSPITAL OR / ADDRESS
INSTITUTION RED Anabel
3. NAME OF . (First b. (Migidle c. (Last)
DE D a. (First) ( Y ( 4. Dé"E_‘E (Month)  (Day) (Year)
mrpc or in E fs) oeani Oct: o
s 6. COLOR OR RACE | 7. \IP'{‘_IJ})%RIED' IglEggSCEDRRIED. 8. DATE OF BIRTH 9.'.1:\‘?5 (Ind:',-’ﬂ l: Il]:.ﬁ.l t YEAR | o UMDER 0 WS,
. . ¥ . {Bpacify) gﬂh on Dayn | Honew | Min
Ma.le White. Mearried /| Mar 27./27/ Z7 5 |
10a. USUAL OCCUPATION (Ciive kind of work | 10b, KIND OF BUSINESS OR _IN- | If. BIRTHPLACE (8tate or forsign country) 1Z. CITIZEN OF WHAT
Jdone during m: working lify, sves if retired) .DUSTRY UNTRY?
armer — | Kawls CoviZy Mo.2 | Us. A.
raa. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. HaANE OF HUSBAND OR WIFE
= r
Lssac Mounce Sarah LBunch | Sad/e ce.
5. WAS DECEASED £VER IN U.S. ARMED FORCES? | 16. SOCIAL SECURHI;JY 7. INCORMANT'S5 SIGNATURE OR NAME ADDRESS
(Yes, n0. or unknown) | (If yes, glve war or dstes of service) )
Ao no . = _ao. OFe NMounce. A nabe/ /Ho.
18, CAUSE OF DEATH " : ATJON 'g““";.gw
. Enter only oneceuse per . DISEASE OR CONDITION I /
line tor {a}, (b), and (c} DIRECTLY LEADIIIG«'I’O DEA I,
£/
*Thiz dper not meen ANTECEDENT CAUSES e
the mode of dying, such Mortid conditions, if ey, gizing DUE 7 %Cﬂ
ax heart faflure, asthenia, |- Tise fo the above cause (g ng .o -
de. It meema the dig. | e underlping couse lasi. E:J—*'—‘-"/
case, infurg, or compli . . DUE TO (4 ey
tion which caused death, | 11 OTHER SIGNIFICANT CONDITIONS (/
Conditions contribuding to the death bul not
related to the disease or condition causing death.
19a. DATE OF OP-F;ROJN 199. MAJOR F]NDINGS' OF OPERATION / - 20. AUTOPSY?
- 20 ves [ wo [
21a. ACCIDENT (Bpacity) 21b. PLACEOF INJURY (e.g-. inorabout | 2lc. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)}
SUICIDE home, tarm. tactory, street, office bldg, ew.) ¢
HOMICIDE ‘
21d. TéhFﬂE (Moath) ~ {Day), {¥ear) {Houn 2le. INJURY OCCURRED | 21f. HOW DID ENJURY CCCUR?
) T | WHILE AT NOT WHILE
INJURY /- M = | work AT WORK

2. I hereby cerhfy Ihat I auendcd the deceased from / 6~/ — Iﬂﬁ to

alive on

, ond that death occurred ot

,195_3, that T last saio the deceased
m., from ke causef and on the date slated above.

2. SIGNATURV y

lu;j 23b. ADDRESS I 23c. DATE SIGNED
W %chr)«_/ S~/ S3

WRITE 'PL'AINLY—-—-USING UNFADING BLACK INE—MAKE A PERMANENT RECORD,

Za BUR MIMEL CREMA- | Zib. DATE 24c NAME QF CEMETERY OR CREMATORY - | 24d. LOCATION (Oity, town, or county) {5tate)
r}
IV, 0[5 /6 /% f‘j MZ Z /o0 - Aedmar 0.
DATE REC'D BY LOCAL RAR'S SIGNATURE ' q‘: olzs FUWERAL DIRECJQR7S 5 GNATURE "ADORESS
172 1S% : ﬁz‘ﬁa Dzcore, Mo

(Licettsed baingd 's Statemeft on Reverse Side)



RECEIVED ~,#-27. 9% . %

. : MACON COUNTY HEALTH DEPARTMENT:
. Caunty File No. (0'-’:’/7‘{
Date Filed...... /¢- é: 753

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 — oo

Studeant Eabtslimer No.

working under my personal supervision.

STgnad...cccvusnsvsrancannsessanaanscornasnanss Licensed Embalmer No %I 77
Student Embalmer .
P. O. Address W L.

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

If this body is not embalmed, fact should be so stated zbove.




