Lty JUIY g U 1504 THE DIVISION OF HEALTH OF MISSOURI

Mo, 300
o STANDARD CERTIFICATE OF DEATH e N19523
' BERTH KO, _ : : REG. DIST. NO. ﬂ_mmmv REG. DIST. NO. 5655 Registrar's No...... ?‘!:p
6/2. 1. PLACE OF DEATH 2 USUAL RESIDENCE (Where decossed lived. If lastitution: residence before
5 a. COUNTY Lawrence a. STATE Missouri b, COUNTY Lacl_ede sdaission).
b. CITY tmd 1 . LENGTH OF || . CITY a et
oR (It outeide corpurate limits, write RURAL nnd'ﬂv:.hiw érg e s slaen) c o8 d. ? \f;‘g:nl?uo‘gou}lnnmumtjoﬁf
Town M, Vernon ays Town Lebanon Jya'g M g
d. FULL NAME OF (I not in hoapital or institution, give strect addresa or location) STREET {If tural, give location) d é’ '4
. HOSPITAL OR N . . . ADDRESS . .
INSTITUTION Mp, State Sanatorium Crisp Addition #3 /
SL!)NIEQ:%ES%% 8. (First) b. (Middie) c. {Last) 4, DA;E (Month)  (Day) )
(Typeor Pine)  Juanita June McPherson oeatv June 22, 1954
5, SEX - / 6. COLOR OR RACE | 7. MQ)FSEEB E;E\YOEECESRRIED' 8. DATE OF BIRTH* = »™>! 9. AGfuttind:m;n LI(F uw tYEAR | o uNDER U hRs.
» (ED, {Bpecit Y. on Days | Hours | Min.
Female / | White | Mammed May 2, 1920 | " |
10a. USUAL OCCUPATION ((iive kind of work | 10b. KIND OF BUSINESS OR IN- [ 11. BIRTHPLACE
oo e ot AT OT! (G kind of work Aratlar ‘ {City and State cr Foreign c.mm;O I 12 CITIZEN OF WHAT
_Honsewife Hone Van Buren, Mo, r
13a. FATHER'S NAME 13b. MOTHER'S MAIDEM NAME 14. NAME OF HUSBAND OR WIFE
b:.las William Protsman | Mapgaret Behnkie @ |Joseph Y, McPherson
5. WAS DECEASED EVER IN U.5 ARMED FORCES? | 16. SOCIAL SECURITY | 17 INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yu. oo, or unknown} | (I yes, give war or daies of service) NG, | & %
No None Sanerecords, Mo,State San,,MteVYernon,Mo,
18. CAUSE OF DEATH . MEDICAL CERTIFICAT!ON . lg:gg}':lhg%rgﬁ_m
 Enter only onacanse I, DISEASE OR CONDITION H
Jimefor a), (b, an d_l():; DIRECTLY LEADING TO DEATH'(a) Pulmonary tubemulos:l.s, far: advanced abt, 11 yr,

“Thir does not meen | PNVECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, giving DUE TO (b)
as kear! fallure, asthenia, rize {o the above cause {a) atutmq
de. It means the dis- the underlying cause last. . .
caze, infury, or complica- DUE TO (&)
tion which caused decth, | 11. OTHER SIGNIFICANT COMDITIONS

Conditions eontribuling to the death but not
related to the dizeqae or condition eausing deafh.

19a. DATE OF OP_lgng]\G 15b. MAJOR FINDINGS OF OPERATICN } o 20.-AUTOPSY?
oo X ves (1 o &
21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (e.g..lnorsbous | 2Ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE) N
SUICIDE bome, farm, factory, strest, office bldg., sta.)
HOMICIDE . ) ; ¥
2id, TIME (Month) (Dsy) {(Year) (Hour) 21e. INJURY OCCURRED 21f. HOW DID INJURY OCCUR?
- OF WHILEAT[—] NOT WHILE
INJURY. i WORK AT WORK
2. I hereby certify that I atlended the deceased Jrom _Jnn.a_la_, IQjLL, to lune_22_, 19_5ll, that I last saw the deceased
T ah':re on _J.un,e_Zl_ 19_Sly , and that death occurred at 12Q08, m., from the causes and on the date siated above.
23a S URE {Degree ar pltl(b 23b. ADDRESS 23. DATE SIGNED
/40( h'gdc 7 ' /” 2. |%Mt, Vernon, Missouri . 6=22.51,
BUML CREMA- { 24b, DATE 24z, I\M‘IE OF CEMETERY OR CREMATORY 24d LOCATION Otty. town, or county) (sme)
TIDN REMOVAL {Bpediy)
Removal 6-22-5h

WRITE .PLAINLY;—'-USING UNFADING BLACK INK—MAEKE A PERMANENT REéORD

DATE REC'D BY L(')‘%AGL REGISTRAR'S SIGNAMURE FUNERAL DI REC?OH 5 Si GHATURE ADDRESS
6-22-5) ‘ém&j

(licensed Embaimer’s Statement on Rum-u Slde)




"STATEMENT BY LICENSED EMBALMER

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

BY IMNE, OF DY - or et e e e e e eaeaes e aiiasa e , Student Embalmer No............

working under my personal supervision..

LR AT T3 | e eraaeeaan

Signature of Student Embalmer

. P. O. Address . #L7
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
to comply with the above constitutes grounds fbr revocation of license).
1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.
J¥ this body is not embalmed, fact should be so stated above.

>



