—
22. I hereby certify that I attended jhe deceased jro%, iggéz, lo Msﬁ}f that I last seio the deceased
alive dﬁ.;éd;f, 1 - and that dedth occurred at 23 LO8y,  from the causes and on the dale stated above.

2. SIGNATURE. - (Degree or "‘91 23b. ADDRESS oZi{;:‘__w . Zx. DATE SIGNED
: Cfﬁ>_> 42 “"70/7 2 A A 1 b, dﬂ/‘/ C I R
24a. BURIAL, CREMA- | 24b, DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, or county) (State)
TION. REMOVAL Gomeitr Howgll Cemetery Weldon Springs,Mo.

ATE & B A pRAR" 7 25, FUMERAL DIRECTOR'S SiGMATURE - ADDRESS

W.Clark 1125 Hodlamont Ave,

F b WY Y Iwagy v aws "y Teir s e AV rearer e Wiy - L] o
. Mo, 300 T OSeIS3Y
“was | FULEDSEP 281954  STANDARD CERTIFICATE OF DEATH \ et File No
. ) ‘o ) /
l BIRTH KO. REG. DIST. mdz PRIMARY REG. DIST. m\ﬁ Régistrar's No.AZAZ-%
erD 1. PLACE OF DEATH ' 7 USUAL RESIDENCE (Whero duossasd fived. If lostiocs: ieooe batare
a. COUNTY at . Louis 2. STATE My scouri b. COUNTYy .LOU.Z'L g Adaimion),
I b. CITY (If outeide corpurate limity, write RURAL and give ¢. LENGTH ©OF ¢. CITY (if sutelde carporate limits, RU and givs townahip)
OR . towtahip) AY (In this place) OR W t _ZO
TOWN_ wellston rs, Town Wellston s
g d. FH(%IS-PF'PA”[‘_EO%F {If Bot i hoapital or Institution, glve strect address or location) d.As[-JrDRErS (I rural, gve location} e
53 INSTITUTION 1314 Evergreen Ave, 1314 Evergreen:Ave,
. Ef‘ 3.:I;IE»::ME Cél;': a. (First) b. (Middle) . (Last} ] 3. DSF (Month) - (Day) (Year)
B (Typeor Print) 2] £ ¢ A chaney peah  9/14 /54
E 5, SEX 6. COLOR OR RACE | 7. ‘IJIARRIED. NEVER MAR‘EIED. 8. DATE OF BIRTH 9.:.(‘55 (a y-;n ;ag ID;E: o UNDER 4 ERS.
Female "| white PRERPIGER Emed | 2 /17 /1887 i pinader [ Do | B | e
10a. USUAL OCCUPATION fe - 10b. KIND SINESS OR IN- | 11. Bl CE i
g a: USUAL OCCUPATION (Givekind ofwork | 1 OF BU R IN: RTHPLACE (State or toreian oountey) &l e C@%?FWHAT
> Housework At Home Howell Missouri
< 13a. FATHER'S NAME : 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND OR W|FE
» e Silvey | Jessie Ann Howell | Joseph Chaney
e Rl SRS Sl Jealiibutiintil A
[ 15. WAS DECEASED EVER !N U.S$. ARMED FORCES? | 16. SOCIAL SECURITY 17. INFORMANT'S SiGNATURE OR NAME ADDRESS
< (Yes.no, or unknown} | (If yes, xive war or dates of servics) NO,
T _No lulodulolutloies None Joseph Chaney 1314 Evergreen Ave,
18. CAUSE OF DEATH MEDICAL CERPJFICATION . INTERVAL BETWEEN
i 1 Enter onty oneasuseper | I, DISEASE OR CONDITION - fg M: 0 BLEATH
E lze for (a), (), end (<) DIRECTLY LEADING TO DEATH () M‘_l] = ?m___
Y] “This does not mean ANTECEDENT CAUSES ‘é e )
S | the mode of dying, such | Aforbi conditiona, if ang, giring DUE TO (b) L{/Ma*,o fu"""“""‘"‘* s
3 as heart faliure, asthenia, Hae to the above cause (o) stating - - L o .o .
B |l ac It means the dis- | the underlying cause loat. 7‘574‘ i e,
oy || covenjurs, or compli . DUE TO (g) ] ,,eu,«_,a.c,e..,_,_,-,.
P tion which coused denth. | 1. OTHER SIGNIFICANT CONDITIONS '
=] Cynditiona contributing to the death but not L/
51 related to the disease or condition causing death. . . .
; 19a. DATE OF OP'IEIRC‘)Ahi 19b. MAJOR FINDINGS OF OPERATION - . 2. AUTOPSY?
< v Z20( | w0 &0
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY te.¢..lnorabout | 21¢, (CITY, TOWN, OR TOWNSHIP} (COUNTY) . (STATE)
o SUICIDE \/ home, farm, fastory. surest, offios bidg.. et0.)
= HOMICIDE . .
g 21d. TIME (Month} (Day) (Year) .(Hour) 2le. INJURY OCCURRED | 23, HOW DID INJURY GCCURT,
| INURY . wrm.znrm NOT.WHILE :
\ = | “work L) aTwork
B,
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£ STATEMENT BY LICENSED EMBALMER

I hereby certiiy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, of by oo,
working urder my personal supervision, Student Embalmer Nov.eesow.. tessssraana ceagane

5ignedeccecrrrrorranaresnanras tesesenanens
Student Embalmer

icensed Embalmer ‘No - 924
P. O. Address_. /_/J_ﬁ

"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 embalmed, fact should be s0 stated above.




