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WRITE . PLAINLY—USING UNFADING BLACEK INE—MAEKE A PERMANENT RECORD

L]

fILED DEC 8 1383

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

State File No............

REG. DIST. NO. _l£ PRIMARY REG. 018V, Wo. SEOLE Rpsivars Now..Bol oo,

¢

' BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where desoased lived. 1f iotitation: residetios befors
a. COUNTY . a. STATE . b. COUNTY adunission).
Atchison Wi g amipd Atehligon
b C(l)EY (If outaide corpurate limita, write RURAL and l."i'v:.u g'TAl"I’ENiEL}: QF ¢. chY (Hf outside corporats limits, writs RURAL sad glve township)
to Pl { i
TOWN airfax 7-wkg TOWN Pairfax-Rural N2
d. FULL NAME OF (If sot in bospital or | ion, give stroot addrem or location) d. STREET (If rars), abve loeation) v
HOSPITAL OR . ADDRESS o
INSTITUTION Palrfa.x_&zmmnmwr Hosp.
(Typeor Print)  Mar jorie Louise Henderson DEATH Qct, 23 1953
5. SEX 6. COLOR OR RACE ) 7. MARRIED, NEVER MARRIED, / 8. DATE OF BIRTH .9. AGE (In vnn IF UNDER | TEAR | IF UNDER u xS,
. WIDOWED DIVORCED (Bmciiv . Inai birthday, Mnnﬂnl Duys | Hours | Min
female white married Mar, 12,1G21 ?? 7 111 |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (& foreign -
done during must of working lfe, even i roﬁr:;) . DUSTRY ate or sountey) / lz‘cgr“%?r WHAT
housewife own home Elderado . Kansas S,
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE |
J.E.McIntosh Bertha Branson { Walter Henderson .
2_. WAS DELLEASE:J E\(IER INﬂU .S, ARMdEP I;?RCES';’ 16. SOCIAL SECUR&I&( 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
-, B, OY ANEDOWD, Yo, v WAr of - strvios) M
no 383t %¢4W75%&ﬁ Walter Henderson Horifax.Mo,
18, CAUSE OF DEATH MEDICAL CERTIFICATION lg;rén&.m‘l.ﬂgm
 Enter only onecmuseper | 1. DISEASE OR CONDITION (Y ) OEATH
Jine for (), (by, and () | DIRECTLY LEADING TO DEATH® 4 Pl Leyes .
ANTECEDENT CAUSES _
*This does not meon .
the mode of dying, ruch Morbid conditions, if ang, gising DUE TO (b) afé_fd-pﬂ‘- 05)7?((4’77194/ 3”’(’ J.
as heart faflure, asthenis, _r;n to the abore eamle (c)-ztatﬁw R P . - . s .
ee. It means the dis- the underiying couse last. ﬂ /
care, infury, or complioa- DUE TO (c) ;9496/4/0/” ﬂ- aﬁ A’l/l x l/t/;w.
tion twhich cavsed death. | 11. OTHER SIGNIFICANT CONDITIONS - > k Lo
Conditions contributing to uu death b-u.t a0t
related to the disease or g g d
19a. -DATE'OF-OP_FE}AN- '19b. MAJOR FINDINGS OF OPERATION: R I Ea PO S 20. AUTOPSY?
R 7K ves [ ] NOEX
21a. ACCIDENT {Bpacliy) lzn:. PLACE OF INJURY (o.g..to erabont | 2tc. (CITY, TOWN, OR TOWNSHIP} (COUNTY) (STATE)
SUICIDE homa, farm, lactory, stroat, ofoe Mldg. . ete.) L L | oL e PR SO
HOMICIDE
219. TIME  (Monthy (Day) (Yes) (Houn ' | 2le, INJURY OCCURRED | 2H. HOW DID INJURY OCCUR?
I . . WHILEAT[—] NOT WHILE -
INJURY WoRe T WORK : e e - 5
{12 T hereby certify that'I-attended the deceased from L_..L lo __7&3_. 19_.93. that T last saw the deceased
alive on _7¢, 19_3_ and that death fdcurred MM , Jrom the causes and on the dale stated above.
IGNATUR o . ([S’egreoor thlu{) 23b. ADDRESS 23c. DATE SIGNED
g . <M.D. ~Fairfax Hosw s 0 7, 10/26/53

10N, R

BURIAL, CREMA-

vk ung

m'?ﬁ 5/53

24c. NAME OF CEMEFERY OR CREMATORY .
Home Cemetery

'24d. LOCATION (Otty, town, or euumy)
|Tarkio,do ..

.- (Btate) _

.

g teln Y

A REC'D BY LOCAL | REGISTRAR'S SIGNATURE
ézgdg 1983 1 Thanwes z/ 4.
i Eal.

743

Pavis!

25. FUNERAL DIRECTOR'S B1GNATURE
Funeral Home Tarkio,Mo.

ADDRESS

‘s St

E

on Reverse Side)




STATEMENT BY LICENSED EMBALMER

1 bereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

Student Embaimar do.

working under my persona! snpervision.

SEuUdeNt covenerrsnianenns creiresseraesennas | . Signed ,;M‘WL f— ﬁ/bﬁm{‘j

Student Embalmer

Licensed Embalmer No . 1138
P. Q. Address_18rkio, Mo,

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

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




