LD JUL 14 1g55  STANDARD CERTIFICATE OF DEATH
REG. DIST. No.i/LPkIHMY REG. DIST. m.m:;;inmr'ah’n

_l_-J(
2.

State File No...

tine for (a), (b), and (¢ | DIRECTLY LEADING TO DEATH* (4

ANTECEDENT CAUSES

Morlid conditions, if any, gising DVE TO (b
rise to the above cause (a) stutmg
the underlying cause lasl,

* This does mot mean
the mode of dying, such
a# heart foilure, asthenia,
ele. It mecna the diz-
care, infury, or complica-

.

DUE TO (¢)

! BIRTH NO.
1. PLACE OF DEATH 2. USUAL, RESIDENCE (Wbere decoased livad. If lastitution: residencs before
a. COUNTY x . STATE . . b. NTY . dunimion},
St. Clair . Missouri “S¥ci1aip MU
b, CITY (if outcide corpurate limits, write RURAL and give c. LENGTH OF ¢. CITY (U outslde corporate limite, write RURAL naJd give towaship}
township)| STAY ¢in this place) 0
TOWN (Osceola years TOWN Appleton City (Rural) n?
d. FHOL%P%&E OF (If not in boapital or institution, cive strect address or loﬂﬂon) d. ASI')I'[?EEESI:S (i rursl, pve location)
INSTITUTION 8 Miles S.T. Appleton City
3 :r)qE%!g ESOEFI.:.) 8. (First) b. (Middle) c. (Last) ' 4, DATE (Month) (Day) (Year)
(Typeor Pint}  goOhIn B. Carroll DEATH June 17,1955
5. SEX q 6. COLOR OR RACE | 7. \W\ngi'!l%g NE‘ch)gchE'ISRRIED,C 8. DATE OF BIRTH 9.!:GE {In n’ln LIIF UNOER 1 YEAR | OF UNDER 2 wns.
. . {8 t birthday, ozths | Days | Hours | M.
Male White Hever Marrie Oct:4,1904 | 50 | |
10a, USUAL BCCUPATION (Give kind of woric | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State o forslan scuztry) 12 CITIZEN OF WHAT
done during most of working life, even If retired) DUSTRY . . | COUNTRY?
Iaharanr Farm Work St. Clair County HMissouri
i3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WiFE
Inhn ® Carrall Nellie ware__..—___- - ==
I15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S S5IGNATURE OR NAME ADDRESS
(Yes. no or unkoown) | [4¢4 Kive war or dates of service) 490 2 8 g}? v . - s
Yes ;@ -28-1575 Flgva Carroll.Lowry City Missouri
18. CAUSE OF DEATH MEDICAL. CERTIFICATION INTERVAL BETWEEN
Enter only onsmuseper | |- DISEASE OR CONDITION L . ONSET ARD DEATH

tion which coused death, | 11. OTHER SIGNIFICANT CONDITIONS -* * -~ T ' L Gyraa-)
. Conditions eontributing to the death bud f10t e
related lo the disease or condition cousing death. - o
19a. DATE OF OPERA- .| 154 MAJOR FINDINGS OF OPERATION - b t " A 20, AUTOPSY?
TION
. . ves [ wo [
2la. ACCIDENT (Bpod!y) 2ib, PLACE OF INJURY te.x..dnorsbout | 21c. (CITY, TOWN, OR TOWNSHIP) 0 J(COUNTY) (STATE)
SUICIDE bhoma, farm, [sctory, strest, office bldy., st0.) -
HOMICIE Accident 10n. Fa ) Qscenla ,{)sgeg]a Tyn - St Clglj, gg
21d. Tcl;gE (Month) {Day) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID iNJURY OCCUR? il
H WHILE AT KOT WHILE 4 N
iRy 8-17-55 G:A . Me |"wome K rwoak L1|Fell from trac tor,run- over bv_ comhi

19 o L 194757 that I last saw the deceaced

2] hcreby certify that [ attended the deceased from

v and that death oceurred at L_Q...A...H; from the causes and on the date slaled above.

{Degree or ﬂup—

24a. BURIAL, CREMEZ

TION, REMOVAL, (Bpecity)

Burial

B DATEfpy 9, {s——‘zur i\M!E OF ch
6-19-55 - t. Zion

2. DATE SIGNED

23b. ADDRES? c

. ity, town, of couvnty) |
Roc ville Missouri

WRITE. PLAINLY—USING UNFADING BLACK INK—MAEKE A PERMANENT RECORD

DATE REC'D BY LOCAL

s =S

Cls/g(sr R'S ATURE 7 4 4 fgl UNERAL DIRECTOR'S $IGMATURE anonss:
N MM&@ @ @% g Qcontn Ned

(Lu-mud Em!ulmn- Sfatemnent on Reverse Side)
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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, of by o

Student Embaimar No.

working under my persona! supervision.

SEUENt vuvnnsannces Signed..... @/M‘

Studcnt Embalimer
Licensed Embalmer No ‘-? ¢4’6 e

P, O. Address M ......................

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

If this body is not embalmed, fact should be 1o stated above.

-~ M




