. Mo.300

.

10.48

THE DIVISON OF HEALTH OF MISSOURI
 STANDARD CERTIFICATE OF DEATH
F’LED JAN .‘ 8 l"&jl‘jqﬂls. DIST. m..

204

State File No.uniiiiinirminrmn i

BIRTH NO. 22 eriumny ree. oisy. wo. 1000 gegiiears Noo. 33
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whew deceassd lived. If inmtitution: rewikicoes befors
a. COUNTY. Ca . . STATE ¢ . b. COUNTY adioimion).
Buchanan iso 0 i Missouri Andrew ”
b. CITY (If outside corpurate limits, writs RURAL and give ‘.."::TLENGTHQ?F €. Cg’;{ (If outalde corporate limits, write RURAL and give township)
towhghip) {ln )
TOWN St. Joseph 43 ays town  St. Joseph=Rural 0
d. FULL NAME OF (if not in boapital or I give streat add or location) d. STREET (1 rara), give loeaddon) o /
HOSPITAL OR ' . ADDRESS “n
instiruTion S, Joseph's Hospital RR #2
3. NAME OF 8. (First) b. (Middle) e, (Last) 4DATE  (Moath) (Da) (Yemw)
DECEASED
{ Type or Print) NEITA BELLE BALLARD DEATH January 10, 1954
5. SEX 6. COLOR OR RACE | 7. #?Rlﬂ%g B!IZHEECNEISR‘EIED. 8. DATE OF BIRTH I 9. I..A.?E Un rc;n ): ;u‘:? |$ ,r! OLR M KX
» Y pecity’ L oura | Min,
Female '| White Marrie Sept. 5, 1896 57 I |
10. U USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR_IN- [ 11. BIRTHPLACE (State or foreign sountry} /' | 12.CITIZEN OF WHAT
uﬁgmmdn I!!c.tnnl.l retired) DUSTRY R cou Y
ousew] Home Fairbury, Nebraska SA,
13a. FATHER'S NAME 13b. uo_'m:n's MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
William Yontz Harriet Showalter H B d
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT 5 SIGNATURE OR NAME ADDRESS
(Y4, 0o, ar unknown) | (I yea, ive war or dates of service) NO.
no None Herbert R, B R J M
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
|, Enter only onemitse per 1. DISEASE OR CONDITION ONSET AND DEATH
Jine for (55, (0. and (@ | PIRECTLY LEADING TODEATH) _ Coronary Occl A Nov,1953
S Thir doct net mean ANTECEDENT CAUSES 1 ®
the mode of dying, ruch | Morbld conditions, i an, aivina DUE TO {b) __ _.[iﬁtl QS_C_I.Q.LQSJ.S.._G.&BBL& :
a8 heart faflure, asthenfa, | rise to the abooe cauae (a) stating A s
de. It means the dig. | the underlying cause lnst.
ease, injury, ar complica- ___DUE TO_ {c) |
tion tohich cauacd death. | IL. OTHER SIGNIFICANT CONDITIONS * - ‘Abcessles peri renal & Splenic ?
Comditions contributing to the death but 1ot
related to the diseare or condition causing death.
1%a. DATE OF OPTI::E)AI& 19b. MAJOR FINDINGS OF OPERATION . T - T ) - U 7. AUTOPSY?
e ‘/ 20/ yes K3 wo [
21a. ACCIDENT (Bpacify) 21b. PLACEOF INJURY ts.s..lnorsbout | 21c. (CITY,. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE, bome, farm, fastory, street, ofos bids., ew} L NS -SSR | S
HOMIC!DE
21d. TIME iMonth)  (Day) (Year) (Hour} 21e. INJURY OCCCURRED | 21f. HOW DID INJURY OCCUR?
ar WHILEAT[—] NOT WHILE . - . .
INJURY WORK AT WORK ‘e c T .

22. I hereby cerli) y that I attcndcd the deceased from _____._Oy_-_._L

to Eﬂ 10

18 54 h‘uﬁ I last saw the deceased

B

WRITE PLAI'NLY—-?-USING UNFADING BLACHK INE—MAKE A PERMANENT RECORD

alive on 1”_ and that death occurred gt _ 20N ., from lhe causer and on the date stated above.
Za. S Degree or mm Z3b. ADDRESS 7. DATE SIGNED
,—. St.- doseph, Mo. ..1=12=54
U BURIA A.LCREMA. j‘b DATE 24c. I\A‘vIE OF CEMEI'ERY OR CREMATORY . '|'24d. LOCATION (Clty, town, ar county) - {Gtate} .
1 (Brwcity) ’
%‘urlal an 14, 1954 | Savannah Cemetery Savannah, Mo. . . . -
REC'D BY LOCAL | R RAR'S SIGNATURE &G &3 15 FUMERAL DIRECTOR'S B)GMATURE ADDRESS
REG. ~“A
/ AY

¢ ‘u Embalmer's Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded an the reverse side of this certificate was embalmed by me, or by——

Student Embdelaer No.

working under my personal supervision.

M
Student ..vsrencrcasnnnsen Signcd.m_ﬁt._g..x.._%_

Student Embalmer
Licensed Embalmer No..« _Aé? .........................

P. O. Admmmﬁgumw

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Falure to comply with
the above constitutes grounds for revocation of license.)
I this body is not embalmed, fact should be so stated above.




