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WRITE PLAmLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

] FILED NOV 151954

THE DIVISION OF HEALTH OF MISSOURI .
STANDARD CERTIFICATE OF DEATH

_ 42

State File No..ouicireivssrsssimsessseres -

1000 1167

i

!BIRTH WO, REG. DIST. NO. PRIMARY REG. DIST. NO. Reqistrar's No..c.oieomers s somsisemsas
1. PLACE OF DEATH 2. USUAL RES|DENCE (Whers decossed lived. 1f knsitation: resilence before
a. COUNTY a. STATE * b. COUNTY adminionl,
Buchanan Missouri Buchanan o
b. CITY ¢t nuhhlc eorponu limita, write RURAL and give c. LENGTH OF ¢, CITY (If ousedds corporate limits, write RURAL aad give townshlp)
OR trwhahip) ilY fhﬂ? OR
TOWN St, Joseph TOWN St JIn seph ' Il '! 7.
d. FULL NAME OF (1t § tion,, = ¢ locatln, d. STREET 4] X
HOSPITAL OR (Ll ppg in. 3[’ F‘r lll n,, give -LrHlO [#g-‘ location) ADDRESS (I rural, give location) [ ‘f o
INSTITUTION 180/ Faraon 1804 Faraon St.
B'DNEAC'E)E\S%% a. (First) b, (Middle) ¢. (Last) 4. DATE (Month) (Day) (Y‘nr)
{ Typs or Print} LOUISA M. HOSKINS DEATH Nov. 4, 1954
5. SEX / 6. COLOR OR RACE | 7. m&%&g. EF\\;SQCPESRRIED. 8. DATE OF BIRTH 9.¢GE unn;n 4 w&n |D;m" " RO o,
. . {8pe $ birthday! on Hours | Min.
female white 3 July 23. 1868 88 [ | 2
02, USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Stte or forsizn country) O 12. CITIZEN OF WHAT
dondurinlmmpl orking tife, aven if ratired) DUSTRY J . . TRY? .
ousewif own Home St. Joseph, Missouri
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

the mode of dying, such
a# heart failure, asthenia,
ete, It means the dis-
ease, infury, or complica-
tion which coused denth.

Morbid conditions, if any,
rise {0 the abore couse (a}
“the underlying cause last.

ﬂ,,,ouem wxAL 2L

DUE TO (g}

W. G. Murry unknown Vim, B. Hoskins (deceased)
lws.was DECEASE:) E\J‘ER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' § SIGNATURE OR NAME ADDRESS
. Ao, or unkoown [4  Kive war or dates of service)
"o - - 188-14-9612D| Mrs. Grace Goforth St. Yoseph Mo.
18. CAUSE OF DEATH MEDICAL CERTIF|CATION INTERVAL BETWEEN
. Enter only oneceuseper | [ DISEASE OR CONDITION ONSET AND DEATH
Jine for (), (b), and (5 | P'RECTLY LEADING TO DEATH® ) i
*This dots ot mean | ANTECEDENT CAUSES ({/

1. OTHER SIGNIFICANT CONDITIONS <~

Conditions contributing to the death but not™
related to the dizease or condition causing death

13a. DATE OF OPERA-
TION

19b. MAJ R‘FINDINGS OF-OPEBATICN

L] ‘ ;
INJURY {eg..tnorabons | 21¢. (CITY, TOWN, CR ;OWNSHIF) e -

( 0_9.244,{/'% J

2la, ACCIDENT {Bpeclly) (STATE)
vas SUICIDE- =+ +~ = - wtrest, cfion bldg.. exe.} ;
HOMICIDE
21d. TIME (Month) “(Day) (Year) (Heun | 21s. INJURY OCCURRED 2If. HOW DID INJURY OCCURT?T
s WHILEAT[—] NOT WHILE
AMJURY - - .- - LAY =l work AT WORK * -

2] hereby certify that L M«Mmed Jrom

alive on

, 18

, 1624,

, 18, that T last saio the deceased
., from the couses aud on the date slated above.

LA

On (Ve #
, and that death occurfed a1l :15P7,
. [eores . ‘ 37




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, or by

B

working under my persona! supervision, ' Student Embaimer Moeesseresscenseranrennos
sima_@%_{@_m\
s‘ ‘-l..l.ll.l".ll...‘.....-.-ldol..l.-n . 6
ne Student Embalmer _ Licensed Embalmer No L677

P. 0. Address._Ste_Joseph, Missouri

Note: m-bweMUSTBBSIGNEDBYmEuCENSEDEMBALMERmEBOWNHANDWTING. (Failure to comply
tbd:wcmmmd:b:mdhm)

If this body is not embalmed, fact should be so sated sbove. e .




