No. 300
10.48

WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD \->

HLED SEP § 1055

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

25333

State File No.
BIRTH KO. REG. DISY, NO. __4_2__ PRIMARY REG. DIST.. NO. 1000 Kegistrar's No, .. 951 st
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. 11 institgtion: residence belore
a. COUNTY . .a. STATE ... .b.COUNTY adivimion?.
Buchanan MJ.Ss_gurl Lafayette
b. CITY (i oytaide corpornte limits, wHta RURAL and give ¢, LENGTH OF c. ClTY d. Is Residence within llzits of
OR townsbip)| STAY (ln this place’ l\t{ig oﬁb\wrp;‘r-ud town?
TOWN S, Joseph ¥ vears 4mb. ToWN Odessa c
d. F;'J &PP'FA{EOORF (If oot in boapital or jnstisution, give streot address or location) A%TI;{REEEJS (If rarsl, give location) & 5‘%?
INSTITUTION  State Hospital #2
3. NAME OF a. {First) b. (Middle) ¢. {Last)
R ( . 4, DATE (Month)  {Day) (Year)
{ Type or Print) Lillian B. Campbell DU‘TH A ugust 28, 1955
5. SEX 6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED,/) 8. DATE OF BIRTH 9. AGE (In years| Ir usotm 1 'm.l ¥ GNOER M WIS
i WIDOWED, DIVORCED {8pgeilal., | Iaat birthday) |Months I Hours { Min.
femul white widowed September 15, 187hH 9. I
10a. USUAL OCCUPATION {Givekindof work | 10b. KIND OF BUSINESS OR [N- | 11. BIRTHPLACE < 12. CITIZEN :
done during moet of woeking Il svan if retid) | DUSTRY {Ciey and Stare or Foreins “‘“"”C) COUNTRYT TN
housewifle own_home Alma, Missouri USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. .NAME OF HUSBAND'OR WiFE
: George H, Miller Mollie Carder unknoym
15. WAS DECEASED EVER IN .5. ARMED FORCES? | 16. SOCIAL SECURITY | 12. INFORMANT'S S|IGNATURE OR NAME ADDRESS
{Yes. no, or unkoown} ‘ (If yeu, give war or dates of service} NO. .
no b e none L, J, Jdohnson, Odessg, Mo,
MEDICAL CERTIFICATION INTERVAL BETWEEN
18. CAUSE OF DEATH ONSET AND DEATH
. Enter only oneceuse per 1, DISEASE OR CONDITION . A
line for (a), (by, and () | P'RECTLY LEADINGTODEATH*y _ myocarditis chronic
*This does not mean ANTECEDENT CAUSES t - +
the mode of dying, such | Morbid conditions, if any, giving DUETO &y __8xterioselerosis =~ |10 yrs,*
a8 beart foilure, asthenia, | ride to the abose cause (o) Hating
de. Il wmeans the dis. | he underlying caue last. L& 2 a \
ease, injury, or complica- DUE TO {c)
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS ] )
Condilions contributing to the dealh but nrol e
related to the disease or condition coueing deadh, psychotlic Tvrs. 3
19a. DATE OF OQPERA. | 19b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
TION D
| | ves (1o 5]
21a. ACCIDENT (Bpecily) 21b. PLACE OF SNJURY (o.5..Inorabout | 21c, {CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
* SUICIDE . home, fsrm, [aotory, street, ofSoe bldg.,et0.)
. HOMICIDE :
214. TIME {Montk) (Day) (Year) (Hour) 2e. INJURY OCCURRED 1{ 21f, HOW DID INJURY OCCUR?
F WHILEAT ] NOT WHILE
INJURY = | WORK AT WORK
‘22. I hereby certify that I attended the deceased from _8_@___ 19993 1o _BL%____ 1989, that I last saw the deceased

alwe on _L

1995 | and that death sceurred ol ]_...L.{L

., Jrom the couses and on the date siated above,

23y, ot mysl 23b. ADDRESS St, Josaph, Mo, 23. DATE SIGNED
6_04 M/ State llospital 2 1/28/55
24a. BURIAL, cnzm- 24b, DATE 24z, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, or county) " {State)
TION, REMOVAL 8 ! ‘
remnovi 8/28/55 l Odessa, Missopri
DATE REC'D BY LCCAL | REGSTRAR'S SIGNATURE YES5 E Z. FUNERAL DIRECTOR'3 S1GNATURE ADDRESS
lIAUg 31 9’ lgg? ry o2 1' L e




STATEMENT BY LICENSED EMBALMER '
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal

BY M, OF DY Lot et e

working under my personal supervision..

Student...ocoecimciieesrrmaccorarmaraacasea ot
Signature of Student Embelmer

Licensed EmbaiWo.f ;
P. O. Address—¥ ﬁ%
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 handwriting.
17 this body is not embalmed, fact should be so stated above.




