THE DIVISION OF HEALTH OF MISUUKI
STANDARD CERTIFICATE OF DEATH State File No 552 0

REG. DIST. NO. IE ! PRIMARY REG. DIST:'WM Repistrar's No ZI g

No. 300
10.48

FILED MAR 2 1955

- BIRTH NO.

WRITE‘ PLAINLY~—USING UNFADING BLACK INE-—MARE A PERMANENT RECORD

a3 heart failure, asthenia,
It means the dise

14

e,

rize io the above cause (o) stating
“the underlying cause last.

BUE TO (c) 56’7'/%5!

i. PLACE OF DEATH 3_70 2. USUAL RESIDENCE (Where decossed lived. 1f ingtitution: realdence befors
#. COUNTY . STATE, . = b, COUN -dmial )
Livings ton 4 i Missouri Tivingston
b, C(I)}‘Y Uf outside corpurate Limits, write RURAL and give [ I:F_NGTH £F c. CITY (If outside sorporate limits, write RURAL and give township)
. N wrhi in this place)
Town Springhill et Y PEEl oW Springhill o557
d. TOL%P?"FAT_EOORF {If not in hoapital or institution, give street sddross or location) d.AsJDRREEErSS (It rural, give loeation) O
stitution.  Jackson Township . dJackson Township
3. NAME OF a. (Flrst) b. (Middle) ¢, (Last) 4. OATE (Montt) (Day)  (Yest)
{ Twpe or Print) WILLTAM , GRANT AKERS oAt Feb. 25,1955
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVEECESRR[ED 8, DATE OF BIRTH 9.]:?5 {In yc)lrl ; ;T | TEAR | o oMER w mns.
Male O | White IDQER. B0 ®eelt)/| May 14, 1868 = : endll | D “"““'l M.
10a. USUAL OCCUPATION (Givekindofwork | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (8tats or forslys eountry) 12, CITIZEN OF WHAT
dona durkag most of werking Ufe, sven if reticed) DUSTRY 0 COUNTRY?
Farmer (ret) Own farm Missouri US4
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WiFE
Homer Akers 4 Henrietta 1in Tl ha
15, WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY § 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yea. no, or unknown) | (If yea, xive war or dates of service) NO, . .
NO XX othe Mo. .’],
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN '3
. Enter only onecaise per 1. DISEASE OR CONDITION . . ONSET ARD DEATH '?
tine for (), (b), end (¢ | DIRECTLY LEADING TO DEATH® (4 ;Pu',é Yo ece éa;ﬁ e szw Q;Mm <SP .
—
ANTECEDENT CAUSES
*This dees not mean ) .
the mode of dying, such Morbid conditions, if any, glsing DUE TO (b) //&/‘C& 1£8 C-/B Eosrs é — f(‘?’lﬁ -

S I T B

cate, Infury, or
tion which cavused death,

Il. OTHER SIGNIFICANT CONBITIONS

Conditions contribuling to the death but not
related to the dizease or condition causing death.

19a. DATE OF OPERA-
TION

15b, MAJOR'FINDINGS OF OPERATION ~ _ = .1 L

A *

L gy srr o T

*’§| 20. AUTOPSY?

YBD NO

451 X

21a. ACCIDENT (Specity) 21b, PLACE OF INJURY {e.g..inovabous | 21¢. (CITY. TOWN, OR TOWNSHIF) (COUNTY) (STATE)
SUICIDE homa, farm, fastory, sireet, offioe bidg., se.} e o [ . -, -
HOMICIDE
219. TIME (Montd) {Day) (Year) (Hour) 2la, INJURY OCCURRED | 21f, HOW DID INJURY OCCUR?
+ OF - . : . | wanEAT NOTWHILE
INJURY- - - m | MaRK AT WORK . e . .
2. I hereby certify that-I allended the deceased from , lo S-25- , 19557 that I last satw the deceased

=28 - %
, and that death occurred at 2 + <=4 é’

alive on -2:L-5r 19 m., from the causes and on the date stated above.
23a. S_IG ATURE (Degree or title) 23b. ADDRESS 23c. DATE SIGNED
)?76«444«-«, 400 Sha , Poro . 22y frs
24a. BURlAL CREMA- | 24b, DATE / 242, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, tawn, or county) (Btate), .
TION, REMQVAL (Bpecity) | . R * T
burial 2/26/55 ilt.Pleasant cemeteryl Livineston Co., Mo,

DATE R.ECDBYLOCAL

2.

REGISTRAR'S SIGNATURE ' /7 /
*|Pamesn . 708 "o
( N 3 Eabal I. [3

ADDRESS
-3 -

=. rzzuu DIRECTOR'S 31 GNATURE A

on Reverse Side)




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

Student Embalmer Mo.

working under my personal supervision.

A i~
Student coevuneieees S@e&M.“.% Qﬁméﬁ;ﬂ
Student Embalimer

Licensed Emhalmer No..i Z (\/ L’

P. 0. Address /M L

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
the sbove constitutes grounds for revocation of license,)

If this body is not embalmed, fact should be s0 stated above.

T T




