No. 300
10.48

S

THE DIVISION OF HEALTH OF MISSOURI

FILED JAN 251988 <74 \DARD CERTIFIGATE OF DEATH

1784

State File No..niiunimssrinimssnionn

NG UNEADING BLACK INE—MAEKE A PERMANENT RECORD

" BIRTH NO. /‘z L REG. DIST. NO, é ‘i PRIMARY REG. DIST. uotjir.iL. Registrar's No........ﬁz......................
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If inatitution: residence befors
. T .\ adioimion),
»ONY Jeffersen o STATE yigsouri b- COUNFR £ e rgon *
b, CITY (If outside corpurats limite, write RURAL and glvs c. LENGTH OF ¢. CITY (It outalde sorporate limits, write RURAL asd give townebis)
townghtp)| STAY (in thiy place) o .
8™ De Soto yrs, Toun __ De Soto 5 509
d. FH!‘SLP?'PANE.EO%F (If not in houpital or lostisution, give stewst addrams or location) A%rt?&EE‘TE (U raral, pivs location) - Ia)
stiTuTion 1002 Boyd St. 1007 Boyd
3.5]54?:?25502% a. (First) ' - b. (Mid(fl?) ¢, {Last) 4 DS;E (Month) (Day) (Year)
( Type or Print) Susan Ernmaline Huskev DEATH 1-7-54
5. SEX [ 6. COLOR OR RACE | 7. \h‘\?lAD%%IJEg gﬂOEECESRmED' “¥| 8. DATE COF BIRTH 9.:.('31-: (In .n)an n: m;'u :Drl:u o WOk 4 Wy,
. " N (8 an ays | Hours } Min,
F W : Feb. 8, 1883 | 5™ l |
10a. USUAL OCCUPATION (Givekindofwork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (B:iate or lorelgn ecuatry) o 12. CITIZEN OF WHAT
done during most of working life, sven If retired) DUSTRY Y COUNTRY?
At Home Cwn Heme Hillstoro, Me. USA
13a8. FATHER'S NAME 13b. MOTHER' 5"MAIDEN. NAME 14. NAME OF HUSBAND OR WIFE
Benjanin Milton Lanham|Margaret McCormack Andrew Huskey, Dec,
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? | 16. SOCIAL SECURITY { 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Ywe. no,orunknown) | (If yes. #ive war or dates of servioce) 7 D S %
o S lone Rohert Lanham, 1018 S, 374 &
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL arrwr:t:u
| Enter only onecauseper | ! DISEASE OR CONDITION - ONSET AND DEATH

line for (s}, (b), and {c) DIRECTLY LEADING TO DEATH* ()

ANTECEDENT CAUSES RN a
Morbid conditions, if any, gising DUE TO (b)
. rise to the above cause (o) stating . .
the underlying couse last. :

*Thir does not mean
tAe mode of dying, such
ar hear? faflure, asthenia,
ee. It means the dis-

ease, infury, or complica- DUE TO ((_!) _

11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but ot
related to the disease ogcondition cousing death.

tion which causred denth,

WRITE- P} .ﬁﬁm—f%
‘ ?/4 - /5

192. DATE oF‘GPEEJ"d‘ 19b: MAJOR FINDINGS OF.QPERATION *1 ' ~ * -4 ‘4 e T - TR TR0, AUTOPSY?
B P R Y A ves [ wo (X
Nz1a. ACCIDENT ~  (Boedity) 21b. PLACEQEINJURY (s%., lnorabouw | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) . (STATE)
., faatory, stredh .. 4%0.) Rads T PYEE Y 1 R h A O
'\ﬂwmuﬁ"‘:\rﬁﬁnha <T3<$v\\;wxv\
21, "I'IMEQ‘\Moum) ‘(w‘)iétrw: m m.gwuﬁpoccunnan 21. HOW DID INJURY OCCUR?
. J R_Y. WHILEATD\NOTWHILE. e e e eee e iy
27 hemby cemjy that Lattended the deceased from _M___ 19.53 lo f&L 19_&7 that I last saw the deceased
. al{urmmz_‘_ , and thal deaih occurred at .Zum Jiém the causes and on the date slaled above.
. SIG AﬁREM egreo or title] J|' 234 ADDRESS Z3c. DATE SIGNED
_éééﬁg@& ﬁbuaxﬂ? 4&4&2?”%%% /[-7-54
2 . BUR MI SVL %2::‘1]» 24b. DATE 242, NAME OF CEMETERY OR CREMATORY. .| £4d. LOCATION (Chy, town. or county) .. (State) .
¥
%RI‘ S 1-10-54 City . De. Scto,. NO., -\ @i ¥
DATE REC'D BY L%CEAL REGISTRAR'S IGNATURE N-!-é 0 5 FUMERAL DIRECTOR" S S1GNATURE ADDRESS
G
/._/4._Jy_ ) Z:j!_ é%:’zZéiz J. Lee N‘othcrs‘qead De Soto, Mo.. --
(Licensed Embalmer’s Statemnent on Reverse Side) ,,—-—*——"'—'




JEFFERSON COUNTY HEALTH DEPT.
" HILLSBORO, MISSOURI

DATE RECENED JAN 18 1954

STATEMENT BY LICENSED EMBALMER

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

working under my personal sapervision,

Student c.icusrrrvavisssssrnrerrssernansens
Student Embalmer

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




