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FILED OCT 20 1954

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

State File No... 34647

oist. no. L Il srisasy res. orst. .uo.>_U_32:LLL—R¢,;,;m-,N, 2 g 5"?'

s .

BIRTH NO. _REG.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If lnatitution: residesce befors
a. COUNTY a. STATE y Y adinission).
Mililer Missouri  MPTYYP fstoa
b. CITY (1 outaide corpurate Limits, writse RURAL snd give c. LENGTH OF ¢. CITY 4. 1s Restdense within Dmits of
township) Y (in this place) OR a_;llr 0 _incorporated town?
TOWN Tuscumbisa, | ToWN ~ Theria -
?&P’#AM EOOF {I¢ not in Rospital or instltution, give stroot addros or loeatlon) - A%T[?I'\’EEE;S (If rursl, give location) Oé;ﬁ
iNsTTuTIoN _Humphreys Hos a o
3 DNE%NE‘ESOEFD a. {First) b. (Middle) e. (Last) 4. DSI_‘E (Month) (Day) (Year)
{ Type or Print) Grace Keltner DEATH  Sept 28, 1954
5. SEX 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (lo yesrs] IF UNDER © YEAR | oF UNDER M nEs.
WED, DIVORCED (8pecit; last birthday) Month-l Days | Howrs | Min.
F White vorce 4[25'[]889 , 65 ]
10a. nl;lgyil;gﬁCUPATrLcﬁlH(’cl»::::n;::&n; 10b. KIND OF BUSINESS OR IN- | 11 BIRTHPLACE < (0 sag State ot Forsign Countey) o 12, CLTIZENOFWHAT
ousewile Iberias, Missouri
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND'OR WIFE
Edward Durham | Betty Reed | William Keltner
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yor. nﬁyr uokoown) | (If yos. glve war or dates of service) NOD,
None |FrankDickerson Iberia, Mo

-18. CAUSE OF DEATH~
. Enter only onecouse per
line for (a}, (b), and (¢}

1. DIS EASE OR CONDITIO

ANTECEDENT CAUSES
Morbid condilions, if eny,

*This does not mean
(he mode of dying, such
a2 heard foilure, asthenia,
cte. Jt means the dixe
care, infury, or compliea-

= the underlying cause last.,

Ll R *. * MEDICAL CERTFICATIO
N
DIRECTLY LEADING TO DEATH‘(a) .. .&Lﬂ/Z 4:4

rize to the above cause (o) stating

) -

INTERVAL BETWEEN

ONSET AN %EATH

giring

DUE TO (6) L‘Mt

DUE TO (¢)

fion which caused death.

I1. OTHER SIGNIFICANT CONDITIONS

Conditions oontributmv to the death bul nal
releted Lo the disease or condition eausing death.

193. QATE OF OPE%F;; 15b. MAJOR FINDINGS OF OPERATION .- Sl 20, AUTOPSY?
LW o Z_3 % X ves ([ wo B
‘21a., ACCIDENT - (Bpecify) | 21b. PLACEOF INJURY (o.g..lnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
_'SUICIDE v .2 am | boma.farm, fastory, strest, office bldg..e1a.) .. . . o ) .
.~ HOMICIDE = * " ~° Tee | TR R I T A ' -
th TIME (Month) (Du) (Yewr)  {Houn) 2le. INJURY GCCURRED | 211. HOW DID INJURY OCCUR?
o] Rt 0 5 TETML WHILE AT NOT WHILE
~NIURY” = | woRK AT WORK

21 hercby‘certify that I attended lhe',dcccased Jrom

.%L, Iaﬁ lo i‘.&&_, 1 _Z that T last saw the deceased

alive on S_J_L._ 1 ; and that death occurred at rm., from the causes and on the date stated above.
-@%ﬂﬁ‘runs, : I (DGW‘ A . DATE SIGNED
‘ g L e e T ; "/-J%
24a. BUR!A\'I,KLCREMA- 24b. DATE 2/ .2 NAME OF CEMETERY OR CREMATORY «, | 24d.'LOCATION (Uit.y. tawn, of county) {5tate)
(Bpeetiy)
H G s e | %3 /30 | Gott.: o_Ryrsd, Mideric

DATE REC'D BY LOCAL

T 1909 e U

REGISTRAR'S SIGNATURE
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- STATEMENT BY LICENSED EMBALMER

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

byme, or by ........... reeasaermmmasremsscennssserrrrnrennanan ceesesrimaencaeanares brerrann . Stadent Embalmer No........

working under my personal supervision..

L2170 0 L) U 7R PP Signed Sl e Bl
Signature of Student Embalmer
-Licensed t;. ... R

P. O. Addrees™ 77 7271 .‘.}4

"

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
«. 1* this body is not embalmed, fact should be so stated above. ) .
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