YHE DIVISION OF HEALTH OF MISSOURI 57 e 12624

No . 300
Yo FILED APR 25 1355 STANDARD CERTIFICATE OF DEATH e i o
0 BIRTH MO. __. . REG. DIST. No;_-_Q_O___ PRIMARY REG. DIST, mﬁlmm No 7&)
&/ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbare deccased lived. If institaticn: resklence befors
a. COUNTY a. STATE b. COUNTY ad/cismlon).
ff Ma.con Mo, Macon :
b. CITY (If outalde cotpurats limits, write RURAL and give ¢, LENGTH OF ¢, CITY (it outalde sorporats limity, write RURAL an.) give township) / &
OR townahipl| STAY tin thie place} 0 @
TOWN  Macon yrs, | TWMacon
a ¥ d. FULL NAME OF {If oot in bospital or inattution, wiva street sddrowm or location) d. STREET {If rural, give location)
o HOSPITAL OR ADDRESS
0 INSTITUTION T.gke View Rest Home
8 = NAMEOF — & (¥imD b. (Middle) e (Lash) ' TOATE  oMe)  oon  (Yew
e (Typeor Pty GEOLES Morri son DEATH 3/ 26/1955
& 5.5EX ) 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9, AGE (1n years| I¥ ONER 1 TEAR | F WOCH @ s,
2 WIDOWED, DIVORCED (Speeityy, [ : laxt birthday) | Montha| Daye | Houm | Min,
3 M White widowed Apr. 14,1867 87 1l 2 |
100. USUAL OCCUPATION (Giwe kind af work | 30b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (Stata or forsixn sountry) 12, CITIZEN OF WHAT
5 done during most of working lifa, sven if retired) . DUSTRY COUNTRY?
& Laborer i Kentucky / U, S, A
< 13a. FATHER'S NAME NS : 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
" unkown 5 iUn
b2 |[ 15 WAS DECEASED EVER IN U, 5. ARMED FORCES" 16. SOCIAL SECURITY | 17. INFORMANT' S 51GNATURE OR NAME ADDRESS
< (Yes, \no, o unknown) } (1 yes, xive war ar dates of servies)” NO.
= no no Roy gunderland, Macon, Mo,
| 18. CAUSE:OF “BEATH : MEDICAL CERTIFICATION INTERVAL BETWEEN
i || Enteronlyonscauseper | I DISEASE OR CONDITION ONSET AND DEATH
E 1ine for (s}, (b), and () lRECTLY LEADING TO DEATH* i) _(T erehral FFagettlar acclident T wik'y
B «This does mot mean ANTECEDENT CAUSES. Beve r‘:s_,l
| Q|| tae mode of aving. such | Mosttd conditions, if any, gistng OUE TO (5} Gereh-r-n'l p-rr-l- p-ﬂi naclernoang vearsl,
i =g &2 heard failure, asthenia, |. Tise to the abooe cause (o) daling. . v . , o
. =) de. It meons the dis- " the underlying cauae last,
’ || o nury, or compiica- : _DUE TO {c) .- -
| || tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS T
] Conditions contribuding to the death bul not
a related to the disease or condition cousing death.
5 [ 194. DATE OF OP'F%?G 19b. MATOR FINDINGS OF OPERATION ' 20. AUTOPSY?
% e o 232/ X | .w [ NOE
5 |[ #ta. ACCIDENT (Bpedty) 21b. PLACE OF INSURY (e, incrabowt | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
b SUICIDE bome, farm, Inctory, atreet, offive bldg.,e1a) s
Z HOMICIDE ;
g 21d. TIME  .(Month) (Day) (Year) (Houn | 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
I INJURY - WHILE AT NOT WHILE - . B . /7
) . WORK AT WORK ) '
E 2. T hereby certify that I attended the deceased from I8N 1 1955, to 3_/25_ 1525, that I last saw the deceased
, ; alive on,&]éL,,lQ.:}._l and that death occurred at 6_:.{}.2‘.&,1; Jfrom the causes and on the dale stated above.
g2 |2 SIW tw o or title) | 23b. ADDRESS Zc. DATE SIGNED
!@‘ - Macon, Mo 1
E |(24a, BURIAL, CREMA- | 24b,"DATE 24c. NAME OF CEMETERY OR CREMATORY. 24d. LOCATION (Clty, town, or county) (State) -
"noB m:uov (Bpedity) ] ,
§ ur' a EMB/ILQ ae | Waadlunn A S Macen MO _
R'S s|GNA-r /gs ERAY D1 RES ;.jh ATURE ADDRESS
/ _REG. '
Y Ny Macon, Mo.

(f:ansed Ml Suumﬂn on\Rm S-dc)




] E‘“
g CEIVED n DEPRRTY
RECE oway WRR o7
. NRCU: \
Coul'\w £ No é_?'{bfm
Date Filed - )

STATEMENT BY LICENSED EMBALMER

"1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or | ——

....... . viieeny Student Embulaer No.

working under my persona! supervision.

Student ..occeanressarssanas teswEvansracasas
Student Embalmer

7/ 7
o A

. Licensed Embalmer No

- e 7
) P. 0. Address m%f

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT]NG (Failure to comply with
the above constitutes grounds for revocation of license.)

If this body is not embalmefl. fact should be so stated above.




