No. 300 FIL’ED MAY 18 1954 THE DIVISION OF HEALTH OF MISSOURI ..
o2 STANDARD CERTIFICATE OF DEATH e ek BGAS..
BIRTH MO, ______ ______ REG. DJST, NO. _L PRIMARY REG. DIST. NO. }‘000 Registrar's Nc...........ﬂ........_.,...,,._,._
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere decessed livad. I lnstisation: residence before
a. COUNTY . STATE weo b. COUNT sdicimlont.
o Buchanan : Wi ssourtd Y Gentry on
. b. CITY (U cutside eorpurate Umita, write RURAL snd give ¢c. LENGTH OF ¢. CITY (M outalde corporate limits, write RURAL and give towashlp) :
OR . townahip) | STAY (la thia placw) . 5
TOW St, Joseph day Tows  Albany 0 338
FULL NAME OF (If not in hoapltal or tnsthution, give stzest address or losation) d.ASI;rgREéErss {If raral, ghvs location) /
INSTHUTION Mercy Hospital )
3. NAME oF a. (First) b. (Middle) E (Last) ) 4. OATE (Month)  (Day) (Year)
(Typeor Print)  J1izabeth Ann Angle oA May 7, 1954
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| o 0ot ) THAR | & oOR M mey,
' WIDOWED, DIVORCED (8pcity] Last birthday) Mnmh-, Days | Hours | Min.
Female ' | Wnite Married | February 29, 1924 26 : |
10a. USUAL OCCUPATION (Qlve - 10b. KIND BUSINESS OR IN- | 1. BI PLACE ¢
done during mowt of werking “(’('.I'":nud:'l‘h:?; ) IND OF DUSTRY BIRTH ‘?&.““lom‘f sommt) O % ClTlERP{'?F WHAT
housewifle : own _home Gentry, Misscuri
133, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4. NAME OF HUSBAND OR WiFE
141D Jane unknown __ -~ | Harold
15. WAS DECEASED EVER (N U.S, ARMED FORCEST | 16. SOCI SECURITY | 17. INFORMANT" &
(Yeu. no, or unknown) I (If yen, ive war or dates of service} AL NO. > SIGNATURE OR N’_ME ADDRESS
no — uniown Mr, Horold Angle, Albame, Missouri
BETWEEN

8. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL

. Enter oply onecause per I. DISEASE OR CONDITION . R ONSET AND DEATH
“line for (a)y. (b}, and (c) DIRECTLY LEADING TO DEATH* () Acute Cardiac Dilatation

«Thia doct mot mean | ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, gising DUE TO (b)
as heart fallure, asthento, | Tise 0 the abose eause (n) stating

ete. It medans the dis- | e uaderlying couse lant.

eaze, injury, or complica- DUE TO (g)
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contribuiting to the death but nob f
related g0 the disease or condition enuringdeath.  Five Wonth Pr evnancv

Intestinal Obstruction 3 days

19a. DATE OF OP.FII'\E,AN- 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?Y
5/7/54 Obstruction of small intestine 5705 E | s X
21a. ACCIDENT {Bpecify) 21b. PLACE OF INJURY (eg..inorabous | 21c. (CITY, TOWN, OR TOWNSHIP) . {COUNTY) (STATE)

bome, larm, fastory, atreet, offioe bldy,, st0.}

SUICIDE
HOMICIDE

21d. TIME (Month) (Day) (Yer) (Hour) 21s. INJURY OCCURRED | 21f, HOW DID INJURY OCCUR?Y
WHILEAT[—] NOT WHILE
INJURY WORK AT WORK
2. I hereby certify that I attended the deceased Jrom May &) 1954 1o M2 v 7 , 1954, that I last saio the deceased

alive on _Ma v , 19 %4 . and that death occurred atl.L._Qj.p. ., Jrom the causes and on the date slated above.
{Degres or tith 23b. ADDRESS 2. DATE SIGNED

23a. smﬁn
/ - D 0471353 Faraon. St.losenh.Mo. | 5/7/54
242, BURIAL, CREMA- | 24b, DATE v 6 NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, or county) (Stale)

el | 5/7/1954 Albany, Missouri

DATE REC'D BY ml. REGISTRAR'S SIGNATURE | Mﬁ 25. FUNERAL DIRECTOR™S SIGMATURE ADDRESS )
N AV A 1A LT s Ty

WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECOhD

ﬂ:xclmd Embalmer’s Statement on Reversa Side)




|

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, of by

working under my personal supervision, o . Student Embalmer Xo...eewuwveans taresanrans s
Signed éfw @n—/
L LT . Llcethed Embalmer No J’lfa}/

Student Embaimer

P. Q. Address_Zf .._./ W/ ...........
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (F: o comply wit
the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be 5o stated above.




