No, 300
10-48

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

THE DIVISION OF HEALTH OF MISSURI PN
HLED JUL 18 1955 ~ STANDARD CERTIFICATE OF DEATH e rie o Lo L 0 B'P

REG. DIST. MO, /_2 g PRIMARY REG. DIST., MO, m Registrar’s No é/?[

BIRTH NO.
1. PLACE OF DEATH . 2. USUAL RESIDENCE (Whaere decesssd lived. If instizution: residence before
. N . A : . . N Jiniowion) .
a. COUNTY Greene a. STATE Missouri b. COUNTY Vr’l"lght adinimion)
b. CITY 3 . LENGTH OF . CITY
(It oataide co.rpunu lim-iu wite RURAL sod rive > S RENGTH OF e CITY 5 o . Is Residencs wiinin mlte of
ToW8  Springfield, ays TowN St. George A )
d. FULL NAME OF (If ot in hospital or institution. cive street addres or locatlan) . STREET (H rural, give locatlon) // (,g(}
HOSPITAL OR . . * ADDRESS
INSTITUTION St. Johmnts Hospital
SDNEACNéESOEFD a. (First) . b. (Middle) 'c. {L.ast) 4. DSTE (Month) (Dsay)} (Year)
(Type or Print) Florence Lorris DmmJulV 13, 1955
5. SEX 6. COLOR OR RACE | 7. ‘wIARRIED. NEVER MgRR]ED,/ 8. DATE OF BIRTH 9. ;GEh&n years Li; UNDER | YEAR | ©F UNDER M HES,
* 1)
Female /|"Wni'e | WieteR e | Way €, 1905 5D || B | )

10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE 12. CITI
domdnrhtmnlof'oruum-.-:mllﬂdr:) - DUSTRY (Ciey and State or Foraign Country) 0 COUN%'IE{“(?OFWHAT

Housewl fe In Home Sedalia, Missouri USA

i3a. FATHER'S NAME 13b.. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

James Marsh ) Sarah <olbert eqarge

15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes. no, o1 unkoown) l {1f yoa, give war or dates of service) NO.

F. L, Ghgrpig St., George, Mo,

18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
 Enter only cneceuseper | 1. DISEASE OR CONDITION ‘ s - ONSET ARD DEATH
Jine for (a), (b, and () | DYRECTLY LEADING TO DEATH ) _ _ olhady, — 3

“This docs mat mean | ANTECEDENT CAUSES . s
the mode of dying, such | Morbld conditions, if any, giring DUE TO (b} _% )“-M—"l M—- l‘a‘-‘-‘-ﬂ—s& 2-44—'-»
as heart faflure, asthenta, | Tiee Lo the above canse (a) stating

the underlying cause last.
ete, It means the dis-
Vil DUE TO (c) W /%-/ ,&.

ease, infury, or

tionm which caused death. | 11. OTHER SIGNIFICANT CONDITIONS "a
Conditions contribuding to the death but atot W o e ﬁ A ?u

related to the diseaze or condition causing death.

13a. DATE OF OP'F&)AI'J 15b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
ves ) wo
21a, ACCIDENT {Bpuelly) 21b, PLACE OF INJURY (ox..Inorabous | 21c. (CITY, TOWN, OR TOWNSHIP) (COLNTY) (STATE)
SUICIDE boms, farm, Inctory. sirest. office bldy..e10.)
HOMICIDE
21d. TIME {Moath) (Day) (Year) (Hour) 2le. INJURY QCCURRED | 211. HOW DID INJURY OCCUR?
aF WHILEAT[ ] NOT WHILE
INJURY = | WORK ATWOHK
-/ -
2. [ héreby certzfy tha.t I a!tended the deceased from , 18 _L__J_ 188737 that I last saw the deceased
alive on 19,.\3_ and that death occurred at y fram the causes and on the dale staled above.
2. 5 un;/ (Degren or titlo) Ci;zab ADDRESS £ O T (—‘AAM_? Z3c. DATE SIGNED
-, - Mm-D. e | 573 -5
Zha, BURIAL CREMA} ZAb. DATE 7 24c. NAME OF CEMETERY OR CREMATORY 4 24d. LOCATION (Glity, town, or connty) (Biate)
¥} [ : . B .
AVET” | July 14,1955 — Hartville hilssourl
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE, - RAL DIRECTOR'S GIA‘I’UR
REG, 42 _/%..., ._ . 4;& .2‘:.._;:7 ,e
'7"'[3;5.5' //.44! AAAAA i l a—l-

(Licensed Embalmer's Statement on Reverss ‘wr . P



Kl

STATEMENT BY LICENSED EMBALMER

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

byme, or by ...veiiiniiannan.n. T LLLITIITEPETTCPFTPRLTVPRPIES , Student Embalmer No....c.vv.-..

-

working under my personal supervision..

Student .. .coiiveeisieirrrr ot aaaaeaans Signed.
Signsture of Student Ecbalmer

P. O. Add{e s e 0

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

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

T4 this body is not embalmed, fact should be sc stated above.




