No. 300 THE DIVISION OF HEALTH OF MISSOUR! _ 27258
we | FILED AUG 231955  STANDARD CERTIFICATE OF DEATH State Fie No..
BIRTH NO. Res. oisT. no. _AG [ rriuary sec. ossT. wo. =43 D Repistrars No.-’fﬁ.........._...,..-.
U’U T. PLACE OF DE?TH ; 2. USUAL RESIDENCE (Whers dscossed lived, If Institadlon: recslence befors
D% a. COUNTY utnan' a, STATE MiB g our'i_’. . b. COUNTY Pu tnm sd.misalon),
| O I 5. CITY 1 agtatde oiounste Unmite, write RURAL and eive | €. LENGTH OF || c. CITY & 1 Bevitoee i tatie ot
OR waship)| STAY tin thie place) OR .
™o Unionville el ST QE N 16w Rural A= <
d. FULL NAME DF (I oot in hoapital o institution, give street addrem or locstlon) o STREET (It rurat, pive loeation) éﬂ
HOSPITAL m
Nstiturion. Monroe Hos pital ADDRESS Livonia, Mo, o K%
3 E’;‘EACPEES%FD a. {First) . b. (Middle) o. (Last} - 4. DATE (Month) (Day) (Year)
(Type or Print) Essle Levina MoFarland pears July 28 1955
5. SEX / 6. COLOR OR RACE | 7. \AJIADRO%E% g's\\;'ggc Eéamzo. 7 | 8. DATE OF BIRTH 5. AGE ua yianaf m::a 1 YER | ONDER e S,
. {Bpecil, Dy Hours | Mia,
F W M Oot,13, 1879 "““‘?5' | > g ™|
10a. USUAL OCCUPATION (Cliw - 0b. KIND .o t
% USUAL OCCUPATION (ietind ok | 10 KIND OF BUSINESS ORI | T BIRTHPLACE (s, at v or ereas Conntn) g | 2o GIEENOF WHAT
Hnmewark : Putnam Co. Mo, o3,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
Jnhn saarks Frances Wade | James McFarland
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORM "S SIGNATURE OR NAME _______ ADDRESS
{Yea, no, or unknows) | (If yes, xive war or dates of service) | NOC. © ANT™S S1 mATURE OR NAME ADDRESS
no no no James Mclarland, Livonia Mo .
18. CAUSE OF DEATH MEDICAL CERTIFICATION . INTERVAL BETWEEN
. Enter only onscauseper | 1. DISEASE OR CONDITION e EATH

lins for (a), (b), and (c)

DIRECTLY LEADING TO DEATH® (5,

*This does not tmean ANTECEDENT CAUSES

the mode of dying, such | Aforbid conditions, if any, giring DUE TO (b}
as beart jatlure, asthenia, | Tiee o the above cause (o) sating

the underlying couse last.
etc. It means the dis- .
case, injury, or complica- DUE TO () Al 2 .Q 2.
tions which ceuged deatt, | 1. OTHER SIGNIFICANT CONDITIONS

" Conditions contributing to the death but ol
related to the diseare or condition causing death.

WRITE PLAINLY—USING TINFADING BLACK INKE--MAKE A PERMANENT RECORD

19a. DATE OF OP.FIFgN 19b. MAJOR FINDINGS OF OPERATION . X 20. AUTOPSY?
' ves L1 wo
21a. ACCIDENT {Speciiy) 21b, PLACE OF INJURY (o.g..inorabout | 21¢, (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
SUICIDE bone, farts, lastory, street, ofiow bldg., e10.)
HOMICIDE :
21d. TIME (Month) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
! WHILE AT NOT WHILE
INJURY : m. | “woRrk AT WORK
22, I hereby certify that I atiended the deceased fromM___ Iﬂ_ tM IQ.?:{ that I last saw the deceased
alive on _J ™ . 19.131 and thet death occurred al _ ., from the causes and on the date staied above.
23a. S|IGNATURE {Degree or titl ADDRESS . . Z). DATE SIGNED
e, s Sp  orap 0 Vg 13555
TIO URIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Olty, town, or connty) (Gtate)
BEHAAT™" | July-29,559 Rose Cem. Pu nam Co, “Mo.
DATE REC'D BY LOCAL EGISTRAR'S SIGNATURE 25, FUNER DIRECTQR" | GMATURE ADDRESS
iy 2l Uninnville, Mo,

(Licensed Embalmer®y Statement on Reverse Side)

v
s




STATEMENT BY LICENSED EMBALMER

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

Student Embalmer No,...........

P. O. Addre

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa
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 sb stated above. :

-




