No. 300
10. 48

FILED MAY

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

19 1954 s e o YR CO6.

TOWN

HOSPITAL OR

b. COI};Y (11 eutaide corperate Iimib. writs RURAL and give

d. FULL NAME QF (1t notl.nbupihl oy L

BIRTH NO. REG. DiIST. NO. \_ PRIMARY REG. DIST. mNO. m Regittrar's No l ao
1. PLACE OF DEATH 2. USUAL, RESlDENCE {Where decesasd lived. If loptitution: residence before
a. COUNTY ' . a. STATE s . b. COUNTY adinision).
¢, LENGTH OF ¢. CITY

d. It Residence within Lmits of
townskip) ted

il‘s‘( ﬁ- this place

ion, give sirsat add

. STREET (If rural, give location)

* ADDRESS 7 M

. Enter only cnecause per
line for (w), (b}, and (c}

*This does not meon
the mode of dying, such
as heart fotiure, asthenia,
ete. It means the dis-
cere, injury, or complica-
tion which caused death.

3. NAME OF s Fim) b. (Mlddle) P
DECEASED A\( Isabell 4 03?: (Mgdh)
{ Type or Print) nna DEATH . /5 /fd’}/
5, 2 ? 6. cozn ;R RACE | 7. MARRIED. gﬁsgcvgénmgo. 8. DATE OF BIRTH . AGE da youn m’ .Dm( ¥ s u .
, ol Mﬂ’ /fﬁ . On ays ounl Min,
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE mtr 12, CITIZEN
domduﬁmmutolwnrun‘ml.om‘?!n'“ - A‘.dalr CO M“d Stats or Foreign Country} o COUNTRY?OFWHAT
Home Home " - U.S.A
13a. FATHER'S NAME 13b. MOTHER®S MAIDEN NAME 14, NAME OF HUSBAND’OR WIFE
Isaac S. Coonfield Malinda Sanders | Richard Lawson
IS. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yes.ng or unkoown) | (If yes, give wat or dates of sorvice) NO. .
pi(s] X X rs. Geo. Gill, Green City, Mo.
18. CAUSE OF DEATH MEDICAL CERTIFICATION S INTERVAL GETWEEN

1. DISEASE OR CONDITION
PIRECTLY LEADING TO DEATH® (5

ANTECEDENT CAUSES

Morbid conditions, if any, giving DUE TO (b)
rise to the abote cause (a) stating
the underlying cause last.

DUE TO (o)

11. OTHER SIGNIFICANT CONDITIONS W . M

" Conditions contributing to the death but not =
related to the digegee or condition cauring deatll.o

19a. DATE OF OPERA-

19b. MAJOR FINDINGS OF OPERATLO!

TION

J/ 7/7' Mm/ YES D NO B

£1a. ACCIDENT (s,ﬁ/ 2lb OF INJURY (g, Isorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

homa, tarm, fastory, strest, offios bldy., sto.)
HOMICIDE . .

21d. TIME (Moath) {Day) (Year) (Hour) 21e. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?

. WHILEAT NOT WHILE
INJURY ta. WORK

AT WORK

2. I hereby certify .that I attended the deceased from J’//

19 ¥ 1o J// , 19:7%, that I last saw the deceased
, and thal death eccurred al . from the causes and on the dale stated above.

, 19

alive on 78

(Demﬁmub &b, ADDRESS, ':‘ . : % ‘. d//ﬁ}?

WRITE PLAINLY-—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

24c. NAME OF CEMETERY OR CREMATORY | 24d. Lod'nou {Oity, wwn.orooumyf " (Btale)
Green Grove Adair Co., Mo.~

S\ -5

DATE RB'I'D BY LOCAL

ADDRESS

',0 FURERAL DIRECTOR'S SiGMATURE
/ Kirksville, Mo,

‘s Statement 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 emba

working under my personal supervision..

Student ....coiiiin i are e
Signature of Student Embelmer

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

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

T4 this body is not embalmed, fact should be so stated above.

RITING. (Fa




