o Iy

FLED JUN 211954

THE DIVISION OF HEALTH OF MISSOURI

18544

No. 300
o 48 STANDARD CERTIFICATE OF DEATH State File No
' BIRTH NO. REG. DisST. No. { 20 PRIMARY REG. DIST. MO. ﬁfL_.; Registrar's No..xos%e = )76
d 1. PLACE OF DEATH 2. USUAL, RESIDENCE (Where decoased lived. I jastitution: residence befors
a. COUNTY a. STATE b. COUNTY adiimlon).
_ 3§5 gentry Mo. centry )
0 I b. CITY (1 cutaide corpurate limits, write RURAL and give ¢. LENGTH OF ¢. CITY (1! outside corporate limits, write RURAL and give township)
township) | STAY ﬂn uu. ce) R
oW King Clty all Lif¢ TOW King Clty 250
@ d. FULL NAME OF (If not in hospital or | xive atrect address of locatd d. STREET O runl, give locatlon} -
o HOSPITAL OR ADDRESS o
o insTituTioN At home
> NAME OF — a (Fimh) b. (Miadl) o (Lest) Lo (Mmit) (e (Yo
F (Tepeor Priet) Lyrtle C. Pike pEATH June 11.1954
ﬁ 5, SEX / 6. COLOR OR RACE | 7. &'&%“'EB‘ legggcrélsnﬁmg. 8. DATE OF BIRTH 9. la.elu't;E Un yeas] i owten | YR | F ONDER 3t WEs.
. . . (Bpe: t on! Days | Hours | Mia.
5 vemale /| White  |usrrieé 11.4.1886 ’ | |
192, USUAL OCCUPATION (Give kind of = 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE .
[~ done during most of warking life, nnnnit ndr:g : DUSTRY (Btate or forelen ecunser) () |2égb1;£1Z_ERh‘|r?°F WHAT
i housework came Gentry Co. Mo «S.A.
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
» FPeter 8line MIXXEX Margaret V. Miller 1 He
o 15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17 INFORMANT S SIGNATURE OR NAME ADDRESS
) (Yve.no, or unknown) | (If yes, xive war or dates of servios) NO.
= no Herbert . Pike. King ity M,
l 18. CAUSE OF DEATH MEDICAL CERTIFICATlON ¥ l@hgﬁm
1. DISEASE OR CONDITION ‘ . H
E 'mgﬁ;‘:ggmu‘;’:‘(’g DIRECTLY LEADING TO DEATH® (5) Carec oo L - ‘
ANTECEDENT CAUSES Cols ... U UA Y
g *This does not mean % #/ L ‘ ‘M
the mode of dying, such | Aforbid conditions, if any, giving DUE TO (b Lekec
: 3 ‘a8 beart fallure, asthenia, | Tite o the above cause (a)stating- . - 3 - e A - z e Lo
™ cte. It means the dis- the underlying cause last.
o ease, injury, or complica- N DUE '_"9}_")‘-—7—_- CREP = s
5 || tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS -
oo Conditions contributing to the death but nol
g ) . | reloted to the disease or condition cousing deaﬂh . . . .
" [ || 19a. DATE OF OP_II-_'.%N 195, MAJOR FINDINGS OF OPERATION = - '*7"* "= 0 7~ o X' 20. AUTOPSY?
3 . D R e T ad . ves [ wo []
o || #1a- ACCIDENT (Bpecity) 21b. PLACE OF INJURY to.g..In orabout | 21¢. (CITY, TOWN, OR TOWNSHIP} _ . , , (COUNTY) . STATE. |
h SUICIDE bome, Isrm, Iaotory, atreat, offics bldg., eto.) ' "‘ ) e
] HOMICIDE _
g 21d. TIME (Msoth) (Day) (Year) (Houwn | Zle. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
- oF e - WHILE AT [ NOT WHILE .. Coe - .-
J‘ INJURY = | WoRK . AT WORK e -
;,3 2. I hereby cerlif that I attended the deceaséd from é to _6_.1.-1_._']_95119_. that I last sow the deceased
ﬁ d alive on C- 193 ‘/ and that d occurred at];_l__EQ_Bm\ﬂ'mm the couses and on the date stated above.
E NS IGNATURE {Degroe or titl 23b. ADDRESS 23c. DATE SIGNED
N B C (ol Banrices . 0 McKing City Mo i 6.12.54
E é/BgRI gL CREMA. | 24b, DATE 24c. NAME OF CEMETERY OR CREMATORY 24dLOCATION (Oity, town; of county) = (Stats):
{Bpacity) .
g |‘Burtar” 6.14.,1954 |King Clty - King Clty:afo, .
DATE REC'D BY L%%.!GL REGISTRAR'S SIGNATURE . "f(;.}. - % /nm{c'ron 8 ATURE K ADDRESS
LQ—(A/I/L(,/%*\}‘Z. I ctetcle Z(/x[&mué ing City

(Licensed Embaimer’s Statement on Reverse




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 byemmeeoome ..

Student fabalmer No.

working under my personal supervision. M
Slgnpd

Student cevevaconies secssnescarreves venaann
Studcﬂt Embalmer

. . Licensed Embalmcr No 2563

P. O. Address. Eing Cliy &0 .

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

If this body is not embatmed, fact should be sd sated above. ' X




