THE DIVISION OF HEALTH OF MISSOURI

> |- ALED OCT 5- 1856 STANDARD CERTIFICATE OF DEATH State File No
! BIRTH NO. .5"6/.4 ?@f '-'.'5:5.’;:9_ DiIST. KO. ‘ PRIMARY REG. DIST. NO-M_. Registrar's Neo.... ..s,............... ——
1. PLACE OF DEATH 2. USUAL. RESI DENqE {Whare decosassd lived. If inatitution: remidence befors
O a. COUNTY Adaj_r a. STATE Miss-omri- b. COUNTY M,acon adnimioal,

b. CITY (If outside corpurals Limite, write RURAL and rive ¢. LENGTH OF c. CITY . d. I3 Retidence withtn Iimits of
STAY ¢lan thia place) OR & city of tncorporated town?
TOWN Atlanta Yo ) Mo

R . . township)
ToWN  Kirksville el = =
d. FULL NAME OF (If not in bospital or institution. give streat address or location) . STREET (II rural, give location) D ) vf

HOSPITAL A . ADDRESS . .
INSTITUTION Laughlln Hospital and Clinic Atlanta, Missouri
3. gs'?:ﬁs%% 8. (FIrst) b. (Middle} <. (Last) A DS;IE (Month)  (Day)  (Yean)
| ( Type or Print) Baby - Boy Seward DEATH 9
i 5. SEX 71, 6. COLOR CR RACE | 7. #fo%ﬂ%% 'S.E\YEECI'E‘SRRED' 8. DATE OF BIRTH 9. :.GEar&'lfﬂ" o ) Yok | aea u W,
. , (Bpacif: t on ya | Hourn | Min.
| Male White Never Married | 9=-28=55 |1 |
10a. USUAL OCCUPATION (Givekindof work | 10b, KIND OF BUSINESS OR IN- | 1. BIRTHPLACE 1
’ - dona during most of working Ll‘!u.c:an‘:f:n or) T DUSTRY {City uad State cr F""'n Countrv) O' 2.5 TlZEN OF WHAT
None None Kirksville, Missouri
| 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR UIFE
| Henry Seward _ Iucille Ford None
i g WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL sscua;;;g 17. INFORMANT 5 SIGNATURE OR NAME ADDRESS
©4. bo, or unkoown} (If yow, Kive war or dates of service} .
| no No TP o Mente,
! BCAUSEOF DEATH = MEDICAL CERTIFICATION  / ':,”5;‘,’:‘;, SETWEEN
| 3 E::‘f’;:x;"’(‘:;mn‘;f‘(’g DIRECTLY LEADING TO DEATH (5 “Adde, Pulmonary Atelectasis D?Lnln
L] ¥ L]

*This does not mean ANTECEDENT CAUSES -

the mode of ding, such | Morbld conditions, if any, giving DUE TO (0 Prematarity
a2 heart fallure, asthenda, | Tite d0 the above cause {a) stoting

de. It means the dis ‘fﬂe under[yin?‘cnt.u_c iast. ' 7& Q S
eaze, injury, or complica- M DUE TO (c) L ¥
tion which coused death. | 11. OTHER SIGNIFICANT COMDITIONS

Conditi contributing to the death but
’ o e mmg dreth. Marginal Placenta previa

19a. DATE QF OP_FFOFN 18b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?T
None - o a ves ) wo IE
2ia. ACCIDENT - {Specify) 21b. PLACE OF INJURY te.z..lnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)

homs, farm, factory, street, offios bldg..0z0.}

HomiciDE I]1lness

214, TIME (Moath) {Day) {(Year) (Hour) 2le. INJURY OCCURRED | 2i. HOW DID INJURY OCCUR?
. oF WHILE AT NOT WHILE
INJURY, WORK AT WORK

2. I hereby certify that I attended the deceased from _ Q=28 1955 10 9=PB 19585 that I last sow the deceased
“alive on Qu28 -, 19_55, and that death occurred at __3:02Pm., from the causes and on the date siated above.

Ba. SI%T‘LE i \j : ZDA_) IE)WM&/ I 24‘:?23%

24a, BURTAL. CREMA- | 24b. DATE ’ |-24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION {City, town, or county) (Gtnte)

|| TION, REMOVAL £
] Remova]fwl G w2855 Gooding Funeral Home | ___ Atlanta Mo,

DATE REC'D BY LOCAL REG RAR'S SIG URE / 2. FUNERAL DIRECTOR'S S)|GMATURE ADDRESS
| Q-1—-55 = Jcn_ nﬁnnn&){)ﬁ O JfPnGevddeicy Rl 27,

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

(Licensed Embalmet’s Sulmn: ot Reverse Side)

2300 B o




STATEMENT BY LICENSED EMBALMER

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

by me, W) .......................... e e e et et aceneanaar e , Student Embalmer No...........

working under my personal supervision..

Student .o .o Signed..... %7/4’{/4"“‘(4’441";_7 ..........

Signature of Student Embalmer

— ’a ' P. O. Addressﬂ‘ﬁzw—

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

to comply with the above constitutes grounds for revocation of license),
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.

- 4




