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

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

..mFLLE_AP_m,%S_ ves. oisr. w224

‘7263

RIMARY REG. DIST. KO. 1000 366

State File No

Registrar's No

I PLACE OF DEATH

2. USUAL RESIDENCE (Whee decensed lived. If lnstitodlon: remideccs befors

line for (), (b), a0d (6} DIRECTLY LEADING TO DFATH"(H)

*This does not mentt ANTECEDENT CAUSES

the mode of dtting, such
ob heart follure, asthenia,
de. It means the diy-

rise o the sbose cause (o) stating
the underlping cause last,

DUE TO (c)

Colegiisatn LozZa — .
Morbld conditions, if any, gioing DUE TO (6) _&M&M

a. COUNTY  Bychanan a STATE M3 ssouri b COUNTY * Bychanan™==="
b. CITY 1 outeide URAL and . LENGTH OF . CITY . . Residence within Lmtts'of 7
- corpurmte Uulin, waite m’i::.um %Tg‘r (in this place) ¢ OR . "un ruted m‘! /0
TOWN St. doseph yrs TOWN  5t, Joseph .- ﬁ 0 _
d. FULL NAME OF (If not In hoapital or institution, give street sddress or location) . STREET {If mral, give location)
HOSPITAL OR *'ADDRESS
INSTITUTION. 1120 Lincoln Street 1120 Lincoln Street
3. D'qEAChéESC’% a. (First} b. (h_ﬂdd!?) e, (Last) 4. Ds}-E (Month) l (Dey) .(Yean
(Twpe or Print) ALFRED -CLEMINGS AKINS | OEATH  Appdl 4 1955
5. SEX 6. COLOR (:R RACE | 7. MARRIED, NEVER MARRIED, { 8. DATE OF BIRTH 9. AGE (In yeara] IF UNOER 1 VEAR | OF GNORR b KRL
WIDOWED. DIVORGED (Bpacits) tast, birthiday) m' Days | Hours | Min
Male White rried February 26,1887| 68 | |
10a. USUAL OCCUPATION (Givekind of work: | 100, KIND OF BUSINESS OR IN- | 1L BIRTHPLACE SR
done during most of working life. et vaieed) | DUSTRY (City asd State or Foreips c"""y ! cgll}-r}'rzﬁ"}?meT
_BgLA_Eirgman_Qantain Fire Department Nebraska City, Nebraska US A
13a. FATHER'S NAME 13b,. MOTHER" S MAIDEN NAME 14, NAME OF HUSBAMD'OR WIFE
James Akins .. Sarah Lingel | __Mps. Rose Akins ]
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS ¢
(Y e, o, or unknown) (nm.liﬂmwdstuotmﬂu) NO.
Na Unk Mrs. Rose Akins St. Joseph, Mo,
18, CAUSE OF DEATH . ’ . MEDICAL CERTIFICATION INTERVAL BETWEEN
Enter only onecauseper | 1. DISEASE OR CONDITION ONSET AND DEATH

&%“)

case, tnfury, or complica-
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS

Comditions contributing o the death but not
related to the disease or condition causing dexth.

192. DATE OF OP'IEIROAIi 19b. MAJOR FINDINGS CF OPERATION . . m..AUTOP_SYT .
4
_ Y21t ves (1 wo (B
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY te.£..inorabout | 2lc, (Clﬁ. TOWN. OR TOWNSHIP) ’ (COUNTY) (STATE)
' SUICIDE boma, farm, Ingtory, streat, office bldg., sto.) i
HOMICIDE
21d. TIME {Mouth) (Day) (Year) (Hour} 21a. INJURY OCCURRED | 2If, HOW DID INJURY OCCUR?
. : WHILEAT[—] NOT WHILE
INJURY m. | woRrk AT WORK

2] hereby certify 'that I aftended the deceased from hy_a.q-.—
aliveon Le=g @@, 194 4% and that deati¥occurred ot 102304 m

1944_ to , 19.3°3, That T last saw ihe deceased
., from the causes and on the date slafed above.

icernseg

Embaimer’s Statement on Rete:

22a. SIGNATURE (Degree or l.ith 23b. ADDRESS k. DATE SIGNED
__AL.QM ¥-S-35-
% BURI 6\\}&(: MA- | 24b. DATE 24c. NAME OF CEMETERY OR CREM Y 4 TION (Oity, town, or connty) _{Btate)
. (Bpwdiy) .
Buria Apr,7,1955 Ashland Cemetery St. Joseph Missouri
D REC'D BY LOCAL REGIGTRAR'S SIGNATURE %?5 257 UNERAL DIRECTOR'S SIGNAJURE ADDREAS .
t".. / " / /. ¥ /71 _l/,, e 7] a e ke St.JosepthO.

Side)



STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embal
Lo e £ T T b » Student Embalmer No.............

working under my personal supervision..

Student ....c.oviruiirriiiii it ra e Signed.. %&o {m’ ......

Signeture of Student Exbaloer

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

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg

7¢ this body is not embalmed, fact should be so stated above.




