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WRITE PLAINLY—USING IJNE;ADING BLACK INE—MAXE A PERMANENT RECORD

<
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"BLRTH NO.

THE DIVISION OF HEALTH OF MISSOURI

FILED JAN7~ 1954  STANDARD CERTIF

ICATE OF DEATH

S1888 File No.ovviivecsronmsssvistoressunsorisoom

REG. DIST. NO. l PR IMARY REG. DIST. m.m Kegistrar's No. #2‘

1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbers decsssed lived. If Institution: residence befors
a. COUNTY a. STATE . - b, COUNT‘I’ -dmi-imn
Adair Cklahoma Oklahom
b. CITY (I otteide corporate limits, writs RURAL and give ¢, LENGTH OF ¢. CITY (If outdde corporate limits, writs RURAL sod glve township)
R . R townahip) | STAY (n wsis plave) ~o
TOWN Kirksville WKS ToWN  FEdmond 839
.d. FULL NAME OF {If mot in hospital or institution, give strest address or loeation} d. STREET (If rural, give location} 3
HOSPITAL ADDRESS
INSTITOTION Grim-Smith Hosvpital _
3E)NE‘ACBEES%% a. (First) b. (Middle) c. {Last) 4, DSTE (Month) (Day) (Year)
(Tvpeor Prine)  Sarah Duffie Huston oeATH - Dec 28 1953
5. SEX 6, COLOR OR RACE | 7. MARRIED. NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (lo yeam| F vnoen 1 Yoan | o wer u amy.
f WIDOWED, DIVORCED (8pecit, laat birthday) | Months ’ Days { Hours } Mia,
Female  |White Widowed Aug 9, 1866 87 |
10a. USUAL OCCUPATION (Civekind of werk | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE 0 ]
done during most of working I;f-. lvaaI;! :;t.::) - v DUSTRY (Btate or forcien countey} a 'ZCSEH%EP‘:?OF WHAT
Housekeeper |  —ccec-c-ca-o Adair Co,, Misseuri USA
13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14, NAME OF HUSBAND OR WiFE
‘Merideth G. Deatan Taura Zimmerman (D)
15. WAS DECEASED EVER [N U.S. ARMED FORCES? 17. INFORMANT'S SIGNATURE OR NAME ADDRESS

16. SOCIAL SECURITY
NO.

(If yes, Five war or dates of secvice)

Y , of uakhowa)
.'N 8}

Mrs Sovpha Moregan IaPlata, Mo.

18. CAUSE OF DEATH
. Enter only oneauseper | 1. DISEASE OR CONDITION

DIRECTLY LEADING TO DEATH® (5

line for (a), (b}, and (¢}
P ANTECEDENT CAUSES
Morbid conditions, if any, giring DUE TO (b)

rize to the abore cause (a) stating
the underlying cause last

*This doex not mean
the mode of dying, such .
as heart fallure, asthenia,
ede. It megns the dis

case, infury, or complica- ' DUE T0 (@ M,MM

MEDRICAL CERTIFICATION INTERVAL BETWEEN
. _ ONSET AND DEATH

2{/4(" P ) ond /
_&lf;}hﬂz& s s ~

1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
related Lo the diseare or condition cauting death.

tion which caused death.

Oealeloe

_ﬁbr_fyag
Yoot

19a, DATE OF OP.,E_IROJ:«‘- 19b. MAJOR FINDINGS OF OPERATION m.[{\UTOPSY?
’71,6—14.2-/ ?[ f/ Lo X ves L] wo
21a. ACCIDENT (Bpecify) 21b, PLACEOF INJURY (s.z.. lnorabout | 2lc. {CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homa, farm, factory, strest, offioe bldg. . st0.)
HOMICIDE
2id. TIME tMoath} (Day) (Year) (Hour) 2le. INJURY OCCURRED 21f. HOW DID INJURY OCCUR?
WHILE AT ] NOT WHILE
INJURY m | WORK AT WORK

alive on

m., from the causes and on the date siated above.

22, I hereby cerlify that I attended the deceased from _aﬁcz_Lﬁ'_ 313‘.13 to M 19.£3 that I last saio the deceased

, 18473, ond that death occurred at _

BEGNATURE (Degres or Litle)e) 23b. ADDRESS - Izac DATE SIGNED
Py, (‘E-. Agr'}/m) m g_/ "LZZJI /-'2/2?/
246 NBEl!JERMI 6\vﬂ CREMA- | 24b, DATE 4. N GRsGRMEFERY OR-GREMMFORY 24d. LOC'ATIOH (Olty, town, or county)
(Bpeellr) g _
emova Dec 29, 199Baceerly Funeral Homelldmond, Qklahoma .
SIGNATURE LAPDRESS IR

DATE REC'D BY LOCJ:;L

2.

REGISTRAR'S SYGNATURE
T\/@m&nﬁ /-0
. {Licensed Embalmer'l.g

tatement on Reverse 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, or by — oo "

Student Embalmer NWo.

Signd .................. teapnasssseranm TR Licenscd Embalmer NO.....%‘;..Z..Z ..........................
Student Embalmer t 5
P. Q. Address,Z L o %;

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

I this body is not embaimed, fact should be so stated above.




