e o A4 1)) - Lexington, Mo, 3/4/55

24a. BURIAL, CREMA- 24c. NAME OF CEMETERY OR CREMATORY (5tate)

TJON, REM OVAL (Bpecily)
ari M ]

249, LOCATION (City, town, or connty)

w500 FILED M THE DIVISION OF HEALTH OF MISSOURI A 543 4
0. e
o AR 10 1955 - STANDARD CERTIFICATE OF DEATH St Fill Nowrmsr it
. _ -
. 'BIRTH NO. REG. DIST. No. _/ 7£ PRIMARY REG. DIST. No.iﬂ_i_.s Kegistrar's No /3
1. PLACE OF DEATH 2, USUAL RESIDENGCE (Where decoased lived. If inatitution: residence before
> ?/ “ a. COUNTY a. STATE . . b* COUNT adinimsionl.
Tlafayette Wm ayette
0 b, CITY (It outside corpurats Limita, write RURAL and girs ¢. LENGTH OF | ¢ CITY . Q. is Restdence within Lmits of
OR . . townahip) AY (in thia place} OR L 4 eity or incorporated town?
a ~TOWN Lexington : wks TOWN Texington B RS
g d. ?%PN_PME OF (1! not in hoepital or institution, give streot addreas or location) F. As-DrDRREEESrS (I rural. give loeation) ) % =
g INSTITAheng ton Meporial Hospital 919 Main -Street g
@ 3. NAME OF a. (First) b. (Mliddle) ‘ e. (Last} | 4. né;z (Manth)  (Day) (Year)
H (Typeor Print; John ’ Shiles DEATID W
é 5. SEX . 6. COLOR OR RACE ! 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In years| IF unper'1 yEAR [ o unoER 1 HEs.
Z . WIDOWED, &IVORCED (Bmcif})’ . . ) taat birthday) Munﬂnl Days | Houra | Mia.
5 Male fhite arrie ' ecemper 12 188 72 1.1 127 |
2 10a. USUAL OCCUPATION 10b, KIND O SINESS OR IN- [ 11. BIRTHPLACE :
™ :on-dumgggmfwurklu el ooy F U DUSTRY ““" e3d State oo Foreiga Country) 7, 'zcgbﬁ%%‘f?”“”
“ owner of Rooming House OpewsTor Greege . & ~ 1U.S.A.
< 13a. FATHER' S NAME 13b. MOTHER'S MAIDEN NAME . 14. KAME OF HUSBAND OR WIFE
w (Bmanael Shiles | Mary Nikakis Hattie Cortner
& || 5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17 INFORMANT'S S1GNATURE OR NAME ADDRESS
-« {Yes, 05, or unknown) | (Il yew, wive war or dates of eervice} NO. i . . N
= No Irs, Hattie Shiles, Jexinoton, Mo.
| 18. CAUSE OF DEATH - 1y MEDICAL CERTIFICATION INTERVAL BETWEEN
|| Enteronly onecanseper | I. DISEASE OR-CONDITION i
Z [ sino tor a3, (b, and ¢y | DIRECTLY LEADING TO DEATH® 5, Cardlo renal vasualar disease |2 wks.
] *Thir does not mean ANTECEDENT CAUSES
2 ihe mode of dying, such | Morbid conditions, if any, giving DUE TO (b} BI‘OI‘IChial pne umonia
i o4 heart follure, asthenia, | Tite to the abooe couse (a) fiating
o dc. It means the dis- | the taderlying cause last. N ,
o care, infury, or complice- DUE TO (c) Y
P tion which caused death. | 11. OQTHER SIGNIFICANT CONDITIONS
= : Conditions contributing to the death but 10t 4 s . .
e related to the di;:au It::ﬂwﬂditeiu;amulin;dcath. D labet’e 8 mell ltU.B -
[; 19a. DATE OF OP_FI%?H— 15b. MAJOR FINDINGS OF QPERATION 20. AUTOPSY?
g AHY2X | o wk]
o 21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (e.x..inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
h SUICIDE homas, farm, factory, atreet, office bldg..e10.)
& . HOMICIDE
g 21d. TIME (Montk} {Day) (Year} (Hour} 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?-
oF WHILEAT ] NOT WHILE
J‘ - INJURY - m. WORK, AT WORK
; 2. I hereby ceﬂé‘/g‘) I attended the deceased from 1/24 /55 , 18 lo _2_&,155_ 19 , that I last saw the deceased
j ’ alive on , and thel deaty occurred af l___..E_’Z.&n Jrom the causes and on the date steted above. )
£ | 2 SIGHATURE / _5—‘6 {Degroe or title) | Z3b. ADDRESS Z%. DATE SIGNED
=
E_q
-
1
=

DATE REC'D BY LOCAL ISTRAR'S SIGNATURE run ERAL D

2-5-54° O 53 fs‘é/ﬁ-—n/ A2/

(licensed Embalmet’s Statement on Revem Side)




STATEMENT BY LICENSED EMBALMER

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

by me, OF DY ... iiiiiiiiiniiiiia i e aaeaeereraaes , Student Embalmer No..........-

working under my personal supervision..

Student . ...ooiiiii i i
Signeture of Student Embalmer

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 a STUDENT, he also shall sign in his OWN handwriting.

1¥ this body is not embalmed, fact should be so stated above.




