. LTt THE DIVISION OF HEALTH OF MISSOURI F A
% | CIEDNOV 1% 1053  STANDARD CERTIFICATE OF DEATH ¢ 2- 2 fe i A6

g 0 -BIRTH NO. REG. DiST. NO. _ﬂ_?klhkﬂ? REG. DIST. N&%Reaiﬂmr’: Neo ‘2 :

I 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed llved. If inatitution: residenes before
a. COUNTY

. STATE b, COUNT 'd‘""""
Vernon - . Missouri - Wernon /i #2

¢. LENGTH OF ¢. CITY (1! cuuids corporats limita, write RURAL and give towaahip) d
STAY (in this place),

O%vears TOWN  Bronaugh (Rural)

b. CITY (It outzide corpurate Limits, wHte RURAL sod give

10wv Bronaugh (Rural ) "™

d. FULL NAME QF (If not is beapital or inatltutian, kive street address or loeation} (I rural, sive location)
HOSPITALSY  Moundvillé Township “DDRES * Moundville Pewmship = 1\
3. DECIEE &r—l‘: a. (First) b. (Middley ¢. {Last) 4, DATE (Month) (Day) (Year)
(typeor Print)  Clarence Vernon Bonnett pAniNovember 1 1953
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In years| I UNDER 1 YEAR | IF UNDER 3 wad,
0 WIDOWED, DIVORCED (Specify) / last birthday) |Montha ] Dars Hm-l Min.
M Wh Married ust 14. 1900 53
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (Btate or forelgn sountey) 12. CITIZEN OF WHAT
dona dgring most of working life, aven f retired) DUSTRY COUNTRY?
Farming n farm _ Iowa /- 7 +S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Marshall K, Bonnett J - Annie Jongg_____ Anna Bonnett - -
is. WQ.S DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT 5 S|GNATURE OR NAME ADDRESS
(Yea, 0, srunknown) | (If yes, wive war or dates of service) . L
No 509—18-71"5? Mrs. Anna Bonnett Bronaugh, Mo,
MEPICAL CERTIFICATION INTERVAL BETWEEN
18, CAUSE OF DEATH INTERVAL BETWEED

. Enter only cnocsusaper | I- DISEASE OR CONDITION

«This does mot mean | ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, giring DUE TO (6) 2 Za % M"‘/a‘ HM”

aa kearl failure, asthenia, . T‘ to ﬂ‘:i ';bm’f W'Hf (f) dating . -
dte. It means the dig. | he underiying cauae las -
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care, injury, or lica- DUE T (l:) _ _
tion which caused death, | 1. OTHER SIGNIFICANT CONDITIONS -~ + *  “v' 81 o o
Condilions contributing to the death but ol
related to the dizease or condition causing death.
1%a. DATE-OF OP%%!}; 19b. MAJOR FINDINGS OF OPERATION .« . . « . "% .0 = .o TN 2. AUTOPSY?
21a. ACCIDENT (Bpecify) 21b. PLACE OF INJURY (s.e. inorsbout | 21c. (CITY, TOWN, OR TOWNSHIFY (COUNTY) (STATD)
SUICIDE b homs, !arm.tutm street, offioe bids. , ax0.) L R & ,
HOMICIDE . — _
21d. TIME (Mesthy (Day) _ (Year) m_o_n‘:) 2le, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? | ’
wigry T o | e oree o e e e £
22, I hereby certify thai I atiended !Se deceased from ML, 189 ¥ 4y _hq.lv ’ 1&53 !hal I last 2aw the deceased
) aliveon Yes ' 2. 1 , and that death occurred af _______ m., from the causes and on the date stated above.
23, SIGNATUR L gree or title) | Z3b. ADDRESS j 23c. DATE 5)GNED
W A @ - s Nefofe3

24d, .LOCA‘I_'IQN (City, town, or county) ~  (State) -

TION, REMOVAL _
urial. Nov., 3,1953! ewton Burial Park Nevada . . ., Missouri
DATE REC'D BY LOCAL | REGISTRAR'S M 25. FUMERAL DIRECTOR'S 51 GMATURE ADDRESS

g 7& gltzz . Ferry Funeral Home Nevada, Mo,

— —— -
33 7 =4 (Licensed Embalmer’s Statement on Reverse Side)

24a. BUR CREMA- b, DATE E OF CEMETERY OR CREMATORY

+



[
r

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 _.....
S TP § oY - 3 N1 BN =D o 94 , Student Embalmer No. 492

working under my persona! supervision.

7 7 rff
AW er T aaavse eoesd. S Sigmed J
Stuéent st t Embalmer 7 7 f/fé&
Licensed Embalmer No

P. O. Address Nevada, llissouri

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 above.




