No. 300
10.48

FILED FEB 17 1355

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERT|FICATE OF DEATH

State File No

a214

"SIRTH NO. REG. DIST. NO.
1. PLACE OF DEATH ¥ 2. USUAL RESIDENCE (Where decoassd lived. If loatitulion: resldence before
a, COUNTY Jackson 2. STATE  Missouri. b. COUNTY J 8 CK 8 QT sdwiswtom.
b. CITY (1f outcide corporats Limits, writs RURAL and give c. LENGTH OF | c. CITY 4 1t Resldence within dafts of
OR woahi; STAY e OR B . oy sin ra wn
town Independence e I Yrenl  vown Independence $ T
d. FULL NAME OF ([! not ip bospital pginstitutipn, cive stppot nddre- or location) STREET L (3rursl, cive location) 7 oo 5
HOSPITAL OR €SS A 5
INSTITUTION 3ep . SanftarTum ADDR 617 West BMaple g
3. NAME OF 8. (First) b. (Middic} c. (Last) 4. DATE (Month)  (Da
DECEASED - ; ¥)_ . (Year)
(Tvpeor priny  HARVEY H. MAVEL ., oy Feb.9,1955
5. SEX 0 6. COLOR OR RACE | 7. MART’E’EDD l;'l:“\:'ERCPSSRRIED 8. DATE OF BIRTH 9.]:55 (In .ve)lr' IF UKDER © YEAR | ¥ UNDER M ues.
{Bpecily) t b} tbs| D n Mia,
Male White HRrPTed ™ “/IFeb. 5,1893 B[] P | e | e
10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE . . Ny
dors during most of working life, o:enl! retired) DUSTRY (City and State cx Foreign &"n“y utgl{lﬁ%ﬁﬁ’?FWHAT
Cafe Operator. Restaurants Lexinzton., Missouri. | USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John P, Mavel | Anna M. Peron Roxie Mavel
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S 51 GNATURE OR NAME ADDRESS
{Yes, no, or unknown} | (If yea, kive war or dates of service) NO.
No. ———— Mrs Roxie Mavel 617 W. Maple

8. CAUSE OF DEATH
. Enter only onecause per
line for (a), (b}, and (c)

*This does not mean
the mode of dying, such
a3 hear! failure, asthenin,
ete. It means the dis-
ease, injury, or complics-
tion which caused death,

ANTECEDENT CAUSES

I. DISEASE OR CONDITION 2
DIRECTLY LEADING TO DEATH® (53

Morbid conditions, if any, giring DUE TO (b)
rise {0 the obove cause (a) slating
the underlying cause last.

MEDICAL CERTIFICATION

INTERVAL BETWEEN

ONSET AND DEATH
2 Ef !z '

BUE TO {c} CWW MM

il. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but ot
reloted o the direase or condition equsing death.

MWJ%

19a. DATE OF OP_FE)AN- 18b. MAJOR FINDINGS CF OPERATION 20. AUTOPSY?
4:2—0 / YES [2/"1'0 D
21a. ACCIDENT (Epediiy) 21b. PLACE OF INJURY (o.g..inorabous | 21c. (CITY. TOWN. OR TOWNSHIP) ’ (COUNTY) (STATE)
SUICIDE boms, farmm, factory, screet, office bldg., stc.)
HOMICIDE '
21d. TIME (Month) (Day} (Year} (Hour 2le. INJURY OCCURRED | 2If. HOW DID INJURY: CCCUR?
aF ) WHILEAT{—] NOTWHILE
INJURY = | “work AT WORK

alive on

19

3

2 1 hereby certify that I attended the deceased from %; 19_5_% lo _E&Q-_._ 19 5§ that I last sew the deceased
F el Q@ 1955  and that death dedurred dt _LL 32 m., from the causes and on !he date stated above.

GNATURE

Zda BURIAL CREMA-

T VfL (Bpecily)

{Degree or title}

PdaY:

24b. DATE

24c.

FEDy 12,195

20 ADRRESS , g\ 5 0y T WMMWI

la~{o-55
4d. LOCATION {City, town, of county) (Stats)

23c. DATE SIGNED

WRITE PLAINLY—USING UNFADING BLACK INKE—MAKE A PERMANENT RECORD

DATE REC'D BY LOCAL

2~ 1959~

REGI
//

.

’,

BAR'S SIGNATUR /

NAME OF CEMETERY OR CREMATORY

Machbielah Cemetery Lexington, Missourl.
R IEN ALADIRECTS 1 GHATURE ADDRESS

aé i f L{ o F1 - /" / Indep. Mo.

Avensed Embalm s Statemeny’on Reverse Side)



i
’o-
n
L
©
%

STATEMENT BY LICENSED EMBALMER

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

Student Embalmer No...........

By MM, OF By ..ot s s

working under my personal supervision..

o AU 1'=F o & 2R U Signed.../

Signature of Student Fmbalmer

Licensed Embalmer No, 4225

P. O. Address.indep. Mo,
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F

to comply with the above constitutes grounds for revocation of license).
. If embalmed by 2 STUDENT, he also shall sign in his OWN handwriting. .
14 this body is not embalmed, fact should be so\stated above. .

- -




