.300 )
0.48 FILED JAN 7= 1954 STANDARD CERTIFICATE OF DEATH State Fite No
REG. DIST. NO. _[.Z_Q_ PRIMARY REG. DIST. NO. &j 3 Registrar's No /ﬁﬁ

i. PLACE OF DEATH™*~ 2. USUAL RESIDENCE (Whers decesssd lived. If icstitution: rexidencs befors

AN
a. COUNTY ; 2. STATE b. COUNTY adslston).
Lecleds Ma lLaclede
b, CITY (1 oatide corpurate limita, write RURAL and give c. LENGTH OF c. CITY (If ouwids corporats limita, write BUURAL and give township)
OR . townahip)| STAY (in whis pluce) OR
TOWN _ Tebanon -~ TOWN Lebanon ar 7 9
d. FULL NAME OF (If pot io hospltal or Instivation, give strect address or location) d. STREET (U rurs!, ghve locatioa) (=AY B
HOSPITAL OR ADDRESS . )
INSTITUTION 1801 1ace Memo, Hoan 227 No. Jaskeseon
3 gE%ME OEI-E, 8. (First) b. (Mlddie) e (Last) 4. DSF (Month)  (Day) - (Year)
(Typeor Print) Jysje Dether DEATH Deg, 18 1953
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, /| 8. DATE OF BIRTH 5. AGE (o years| o moem | TIAR | ¥ 0NORR 10 oxs,
WIDOWED, DIVORCED (Bpecity; last birthday) | Montha l Days | Hours | Mis,
F i _Karried Oct. 16 1870 l
104. USUAL OCCUPATION (Giwekindofwoek | §0b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forsien crgaty) .} 12_CITIZEN OF WHAT
done doring moat of working Lite, sven if retired) DUSTRY COUNTRY?
At Home laclede Co. Mo, . .4
ll:ia. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR W|FE -
Not Known Harret Brakefield | e e
15. WAS DECEASED EVER IN U_S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT S SIGNATURE OR NAME ADDRESS
(Yeou, 5o, or unknown) | (If yes, xive war or dates of sarvice) NO.
Ao [Von = J. . Detherage Lebancn Mo,

18. CAUSE OF DEATH MEDICAL CERTIFI
13

| Enter only cnecawseper | I. DISEASE OR CONDITION
bine for (a), (b), and (¢ | D'REGTLY LEADING TO DEATH"(g)

T ION lgggrvil. BEJ;"E-EH"

*This does not mean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, giving DUE TO (B)

alture, , | rite to the above canse (o) stating
os heart i ¢, asthenln {he underlying cauae lasl.

elc. It means the dis- \
care, injury, or complica- DUE TO (c) ]
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS - o / 0 -
" Conditions contributing to the death but 700 L£517 >
related to the disease or condition cansing death.
19a. DATE OF QPERA- | 190. MAJOR FINDINGS OF OPERATION - . 2. AUTOPSYT
TION ‘ [2/
. L ves (] wo

21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (.5 inorabous | 21c, (CITY, TOWN, OR TOWNSHIF) (COUNTY) D 5 _isn\m

SWICIDE A home, furm, fastory, snrest, otfics bidy.. s1e.) : )

Hodiicibe A a.e rferst- Kazsnt D72
2\d. TIME (Month) (Day) (Tear) (Houn) 21s, INJURY OCCURRED Zlf HOW DID INJURY

WHILE AT NOT WHILE
inSURY &Q! & /Py = | work AT WORX '

2. I hereby certy] that I attended the deceased from M 194)_ to M

198 Fthat I last

alive on IQ.O_.}and that death occurred ot (.o SOF om. , from the causes and on the dale slated Gbove.
Ba. % (Degree or %Bb ADDRESS 3. DATE SIGNED
M % PP, | SR AP
%u BURIAL, CREMA- | 240, DATE [ uc' :\Aue OF CEMErERY OR CREMATORY | 24d. Loca'riou/(om. town, ot county) - {State)
(Boeeify)
Bﬁf”‘ﬁfaf 112/20453 Oakland Laclede Co Mo, -

WRITE PLAINLY—USING TUINFADING BLACK INE—MAEKE A PERMANENT RECORD o

DATE REC'D BY LOCAL

X REGISTRAR‘:.S SIGNATURE L’.J. 25. FUNERAL, DIRECTOR' S rSI GHATURE ADDRESS
%’% — '

-
-

(Licensed 's Statdplent on Reverme Side)




YN S

A2roiwed _..‘5;-1&2...,135&-... ewwid
lacleda County Health Unis
Filo Yoo / _?s&&z:::;':::;:;'

Tet c Pi lea

L LR FRPREECY ¥ §i&‘2=& 177 vig

ll

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, 0F byeeevecmensrnnm.

Student Embalmer MNo.

working under my personal supervision.

Student cuvevianverenacnse reesnseviescsares Slgned.}gp_:-ﬁ_@/&"v’/

Student Embalmar
Licensed Embalmer No..2_ 3.2 ¥

P. O. Addrpgq%w i),

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

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




