WRITE FPLAINLY—USING UNFADING BLA‘:'CK INE—MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOUR!

FILED MAR 16 1954

STANDARD CERTIFICATE OF DEATH

State File No

9812

6, COLOR QR RACE | 7. MARRIED, NEVER MARRIED,
WIDOWED, DIVORCED (Speity}
Femsale White /

January 27, 1893 |

laat lﬂhd.ly)

! BLRTH NO. / REG. DIST. No. .2/ (7  PRiuaRy mEG. DisT. m.—”d ) Registrar's No..... é...fc.z'.........-.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decsasad lived. I institution: residéncs before
a. COUNTY i . STATE ., , . dinimsfonl .
St. Freancois . Missouri b CUPLY Cenevieve ™
b. CITY (1t sutalde Uimits, writea RURAL and . LENGTH OF . CITY 3
TOOR WBOWM“T I:.I‘ " . m':':.mm gTAY (i thin place) ¢ OR Ste Genevieve .en., qbl.nﬂltp:‘h wm".'-:%
WN nne lerre TOWN Ster Route # 1 h#]
d. FI!IJ%SLP%&A%‘.E ORF ({If not in hospital or institution, give streat address or location) ASDTI?REEE.TSS (1 rart. give location) ﬁ 7 J’?—
INSTITUTION. Bonne Terre Hpspital
3‘6‘5‘?:“&55%% s (Flrn.l.) b. .(Mlddle) c. (Last) 4. 061];5 (Month) (Day) (Year)
(Typeor Print)  Lizzie Louise Boland CEATH March 10, 1954
5. SEX 8. DATE OF BIRTH 8. AGE (In yesrs| IF UNDER 1 YEMR | IF UWDER M Fxs,

Momln, Days Homl Min,

Married
10a. USUAL OCCUPATION (Giwekindof work | 10b. KIND OF BUSINESS OR_IN-
done during most of working llfe, sven If retired) DUSTRY

Housewife

11. BIRTHPLACE

(City end State or Foraige Country)
Madiscon County, Missouri

12, CITIZEN OF WHAT
COUNTRY?

L] -

13a. FATHER'S MAME 13b. MOTHER'S MAIDEN

William Wellsand

i5. WAS DECEASED EVER IN U.S. ARMED FORCES?
(Yes. 00, orunknown} | (I yes, Kive war or datea of service)

16. SOCIAL SECURITY
NO.

Carrie Myers

NAME

7. INFORMANT'S S{GNATURE

14. NAME OF HUSBANDOR WIFE

Kelly M, Boland

OR NAME

ADDRESS

Ne Kelly M, Bolend,Ste Genevieve, Mo., R.R.
18. CAUSE OF DEATH . MEDICAL CERTIFICATION %EER'I'VT& grr;tzu
Enteranly oneceuseper | [, DISEASE OR CONDITION e DEATH
line for (a), (b), and (¢} | PIRECTLY LEADING TO DEATH*(q) C{ — 2 e,

+This docs not mean | ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any, giving DUE TO (b
ot heart fatlure, asthenia, | Tise to the above couse (g) :tatina
ez, It meana the dig- | ‘A€ underiying cause losd.
cane, infury, or compli DUE TO (g)
tion which catsed death, | 11. OTHER SIGNIFICANT CONDITIONS 2 E& 4 Z z ﬂ -
Conditions contribuling to the death but not
related to the dizease or condition causing death.
19a. DATE OF OP'IE'FOJ}H \9b. MAJOR FINDINGS OF OPERATION ) 20. AUTOPSY?
57 ""&'X ves () o B
21a. ACCIDENT (Bpecity} 21b. PLACEOF INJURY (s.g..Inoraboat | 2lc. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
SUICIDE boma, farm, fastory, steeet, office bldg.. eta.)
HOMICIDE L .
21d. TIME (Month) (Day} (Year) (Hoar) 2le. INJURY OCCURRED | 2. HOW DID INJURY OCCUR?
WHILEAT NOT WHILE
IRJURY WORK AT WORK

- alive on - 19._._1/ and that death occurred al

2, I hereby certify that I atiended the deceased from _LL

195310 _3-/0"  1959%,

Ar_.‘!d_' m., from the causes and on the dale stated above.

that I last saw the deceased

2a. SIGNATURE {Degree or title)

?fnooam R :

23c. DATE SIGNED

€. Ca. el /W " 2 34254
%.maggrﬂgh CREMA- | 24b. DATE 7 2¢. NAME OF CEMETERY OR CREMATORY | 2. LOCATIOR (Oity, town, orcounty)  (Stako)
3 3/ 13/_5},; Yount Cemetery Yount ' . Missouri.,

DATE. REC'D BY LOCAL

25. FUNERAL DIRECTOR' S 816NATURE

Miller Funerel Home

Farmingt

ADDRESS

on, Missouri,



STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embs

DY Me, OF BY «oiriiiiiniiiiinineraeneernennns I o U ieemmane , Student Embalmer No............
working under my personal supervision.

o —
Student..... ..ot iieirere e Signed..

Signature of Student Eabslmer

Licensed Embalmer No. %‘2

P. O. Address ./ - 2

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

If embalmed by a STUDENT, he alsc shall sign in his OWN handwriting.

Te thislbody is not embalmed, fact should be so stated ahove.



