V.5, No.300
Rev; 10.48

WRITE PLAINLY—USING TINFADING BLACK INE—MARE A PERMANENT RECORD ——

&'W'I'ERECDBYL(K:AL R

| DlEo Nov 20 1953

THE DIVISION OF HEALTH OF MISSOURI .
STANDARD CERTIFICATE OF DEATH State Fite No

REG. DIST. NO. é 28 PRIMARY REG. DIST. Nﬂw Rmulmr:Nn.jgz._.............

13a. FATHER'S NAME
1 Danial hLoXley

Anna Woods

' BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where detossed livod. If Eostitution: residence befare
- a. COUNTY i ke a. STATE }“i 5 SOU.I'i b. COUNTY Fike sdubaion).
b. CITY tabde limits, write RURAL and give . LENGTH OF CITY (i outsld t4 limits, writa BURAL acd -ashi;
DR | ouskde sorpumte finlus, wite owmblp) g‘Tﬁ( s thiwplace)]| QR U permer et vy seoshis) abl
ToWN  louisiana r's ToWN  Louisiam N4
d. FULL NAME OF (1f not ia bosplial or lustltgtios, sive street. -:u:- ot loeation) d. STREET (I ram), ghve location) ¢
HOSPITAL O ADDRESS
IRSTITOTION 1116 Ohio Street - 1116 Ohioc Street
3. NAME OF o. (First) b. (Middle) T (Last} 4. DATE (Mozth) (Day)  (Year) .
(Typeor Prist)  TOMK A MOXLEY bEATHNOV, 12, 1953 -
5. SEX 5. COLOR OR RACE | 7. MARRIED. NEVER MARRIED, <] B. DATE OF BIRTH . 9. AGE (in yeara| o vkDER 1| YEAR | IF toOON 4 3%
. WIDOWED, DIVORCED (s 1882 - Enst birthday) Ho-ml Days | Hours | Min.
hale Colored -1 dowed 71
10a. USUAL OCCUPATION (Giveiod of vork 10b. KIND OF Busmsssb%gT IN. 1.1. BIRTHPLACE  (civy wad State or Foreign Constry) ¢ | 12 SITIZENOF WHAT
laborer odd jobs iike Co., Missouri U. 3.
13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

hebecca Koxley

IS. WAS DECEASED EVER IN U.S. ARMED FO
(Yo, po, or gaknown) | (I yaw, give war or dates of sorvice

—, M

RCST

16. SOCIAL SECURITY
NO.

7. INFORMANT'S S{GNATURE OR NAME ADDRESS

18. CAUSE OF DEATH

line for (a}, (b), sad {c}

*Thiz does not mean

cte. It merns the dis-

-—_— lrs. ©ithel Thornton, Louisiana, Mo.
MEDICAL CERTIFICATION INTERVAL BETWEEN
; ONSET AND DEATH
_2

1. DISEASE OR CONDITION
- Enter anly onecowseper | b e CTLY LEADING TO DEATH® 5

ANTECEDENT CAUSES

the mode of dying, such ﬁwﬂdmmdium, U?m; pb':nﬂ DUE TO (b}
hear! . ¢ {0 the above cause (a uaz M .
ot heart follure, asthemis, | L 0 rying catste loe.

DUE TO (e)

- A— C - . - -

cae, infury, or complica-

tion twohich coused deoth, | 1I. OTHER SIGNIFICANT CONDIT[ONS
Conditions contributing to the death bud

or conditlon causi g drath. WW ¥ L
n 7 %“ as?

8a, SIGJ ? }"X '

. 1AL, CREMA— 24b. DATE
s %‘? 11/14/53

- {Degres or title) C)ﬁb AD,
: 220

24c. NAME OF CEMETERY OR CREMATORY
l Riverview Cemetery

relnted to the disease
192.-DATE OF GPERA. 195, MAJOR FINDINGS OF OPERATION . . : » ] 2. AUTOPSY?
] . 57X ves [ o [
21a. ACCIDENT (Bpecity) Zlb. PLACEOF INJURY (s.g..inorabout | 2J¢, (CITY, TOWN, OR TOWNSH!P) " (COUNTY) ", (STATE)
SUICIDE bome, farm, fagtery, strest. offios hldg., sta} o e . .
HOMICIDE _ _ R : P
21d. TIME (Moath) (Day) (Year} (Hour) 21a. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
: . | wrHLEAT NOT WHILE
INJURY m. WORX AT WORK - . nrsele em awiewm sam *
2. [ hereby :fy kat attended the deceasedf{og 53 19 lo 19___, that I last saw the deceased
alive on , 19____, and that death occurred al m., from the causes and on the date slated above.

23c. DATE SIGNED

e - 1. |4

244, LOCATIOH (City, town, or conmy) ., (B}
lLouiSiana, yissauri. :

o /4 (352

RAR'S SIGNATURE

7t

{Licensed Embaliner’s Statement on Reverse Side)

25 FUNERAL DIRECTOR"S S1GNATURE " ADDRESS
gterne puneral rFome, jouisisna

YO




L%
<
—_—

STATEMENT BY LICENSED EMBALMER

1 hereby cértify that the body whose name is recorded on the reverse si.de of this certificate was embalmed by me, ereby oo

Student Embalmer Mo.

working under my personal supervision.

Student c.uas eereanmnus cersanannnn Sigmd.....z)._e‘.-rtz««lm.;_ ... 7. 0 .A&dm..a.. ...........................
Student Embalmer ~
' Licensed Embalmer No... " .{e. ¥ ‘

P. O. Addrmiﬂ-“%am,.m FR—

Note: The above M'UST BE SIGNED BY THE LICENSED EMDALMER 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 0. stated above.




