No. 300
10.48

WRITE PLAINLY—USING UNFADING BLACK INE~—MAKE A PERMANENT RECORD

FILED SEP 28 185%

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH State File No... 28850

REG. DIST. NO. l PRIMARY REG. DIST. HO-_M. Registrar's Na......g..............m......_.

'BIRTH NO.
1. PLACE OF DEATH 7 USUAL RESIDENGE (Whers decsased Hved. If fnsdd raaidence before
2. COUNTY, _ .. 2. STATE : b. COUNTY sdasinfon).
\dair Missouri Adair
b. Ccl)'lF;Y (It outeide corpuraty Limits, write RURAL and give %AI?ENGTQI; DEF <. CICTF}’ {If outalde corporate limita, write RURAL sad clve townahip)
2 3 winghi, . ila H » .
towy Kirksville . oo o Towplﬁ.rksw.lle ﬂC){j‘-,\
d. FHOL!S'PN‘#ME OF (If pot in hoapital or | ion, give strest sddress or-loestion) d.ASg‘DRREETSS - rarsl, give locatien) = ~
HOSPITAL O o - Nursing Home #3 : W, Porter St.
361&!'&5 ..'-‘?EFD a. {First) . b. (Middle) ¢. (Last) 4, ps'rg (Menth)  (Day)  (Year)
m,,,,.,, Print) Lillian Elizabeth . Walters peaTH Sept. 16, 1955
I 6. COLOR OR RACE | 7. MARRIED le‘yggcnésnmi 8, DATE OF BIRTH 5. AGE o yean] 1 oocx e | v .
{8 o ours Mia.
“MARNER § =% | Sept. 5, 1871 | |
10a. USUAL OCCUPATION (Civekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE | 12, CITIZENOF
dene durisg meat of wasking lite, yvan U rettred) DUSTRY | g11113 C City ﬁ“‘ Stace or Foraign Coustry) () @URTR';? WHAT
ivan Co. Mo. J 5%
Home Home
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Jack Allen . | Sarah Hawkins David L. Walters

1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 15. SOCIAL SECURITY
{Yeu, 0o, ot ynknowsn) | (If yes, dive war o dates of NO.

17. INFORMANT'S SIGNATURE OR NAME ADDRESS

No X None Mrs., John H. McFarland, Rirksville, Mo,
19, CAUSE OF DEATH MEDICAL CERTIFICATION 'ﬁﬂﬁm
 Enter oniy onscuse per | 1. DISEASE OR CONDITION o
113 for (=), (b, aad (¢ | DIRECTLY LEADING TO DEATH®(s) Medullary Failure
*This docs mot megn | ANTECEDENT CAUSES Cardiac arrest
the mode of dying, such gergdmmgﬂm, i 7"’5’ ﬂh':g DUE TO (b}
as heart failure, asthenia, e ¢ above cause (a X . ]
the underlying couae ladd. o .
e DUE 10 @) Acute cholecystitis SXSX
tion which caused denth, | 11. OTHER SIGNIFICANT CONDITIONS Arteriosclerosis - Epilepsy (3 yrse )
Conditions contributing to the death bul 2
e ol it o et e, Liver Enlargement - Hypertension
192. DATE OF OPERA- | 19b. MAJOR FENDINGS OF OFERATION 20. AUTOPSY?
} TION
, ves (1. wo KX
Zia. ACCIDENT (Boecity) 21b, PLACEOF INJURY te.g. nerabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) . (STATE)
SUICIDE bome, farm, fastory, strest, offics bldg., ete.) . -
HOMICIDE _
219. TIME (Month) (Day} (Yew) (Houd | 21s. INSURY OCCURRED | 2if. HOW DID INJURY OCCUR?
oF : . WHILEAT ] NOT WHILE
INJURY =™ | “work AT WORK

2. I hereby certify that I iumded' ¢ deceased from _June 21 19_55, lo Mb@lﬂﬁ_ﬁ, that I laat saw the deceased

alive on 2€

, 19 and that death occurred al

_= Belllgy,, from the causes and on the date siated above.

Za. SIGW‘/‘ ~——Z2  (Degroaor uue)

Z3b. ADDRESS ’ 2. DATE SIGNED
Kirksville, Mo, Iy v

%a BURIAL CREHA- 245, DATE NA.GE OF
Bur

ETERY OR CREMATORY 24d. Locanou (Olty, town, or count®™ =~ (State)

9/18/55 Indian Hill ¢ emeterv_._ Adair Co,, Mo,

DATE REC'D BY LOCAL | REG 'S SIRNATURE 1~ ECTOR; 8 S)GNATURE " ADDRESS
- ' < ,(..?<l Kirksville, Mo.

( Embelmer’s

.

Statement cn Reverse Side)




A 1%
4
v
- y
It oATeS i S .
- . - STATEMENT BY LICENSED EMBALMER \
[ hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or - Z—

Studont Eahnli-r No.

working under my personal supervision.

e sl £ Ao

’ Studot:t Embalmar
: Licensed Embalmer No ff/ /2? 4
P .

S P. 0. Addresswu%.%g_-m

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

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




