THE DIVISION OF HEALTH OF MISSOURI

Ng. 300
o200, FI]ID SEP 261955  STANDARD CERTIFICATE OF DEATH ’ State File N 3%2 ___________
! BIRTH NO. REG. DIST. NO. ;ﬁ_ﬁ PRIMARY REG. DIST. N0-3__0ﬂ Registrar's No
1. PLACE OF DEATH : 2. USUAL RESIDENCE (Where deceased lived. 1 institutlon: remidence before
O a. COUNTY Newt on a, STATE Mi gaour 1 b. mﬁéna ld. 2dnission).
b CITY (T outeide corpurats limits, write RURAL and give c. LENGTH OF ¢. CITY (Uf outside corporate limita, write RURAL and give township)
townahip) | STAY (in this place} c)
ToWn Neosho 2 days TOWN  Gopodman: o 208,
. FULL NAME QF (If not in hospital or iestitution, give strect nddross of location) d. STREET (If rursl, give location) Al B |
HOSPITAL OR ADDRESS
INSTITUTIONGa 1eg Memorial Hospital
3. NAME OF First b. {(Mladl . (Last
DEceAseD & O (blddie) ¢ (Last) 4 DATE (M%nm) (D’ﬂ é\gan
{ Tvpe or Print) John Sheridan Newell bEATH S€P
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (Io yoars| I txOER 1 YEAR | & UNDER 2 as,

WRITE PLAINLY—USING UNFADING BLACK INKE—MAKE A PERMANENT RECORD

WIDOWED, DIVO RCED (Bpuwoif

Male White Married

Nov. 20, 1866

last birthday)
88

) | Mosths , Day»

Huunl Min

10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN-
during most of working life, e DUSTRY

afiroad Aeent & Telegrach Operator

11. BIRTHPLACE (Btate ot forelgn goustry)

Green Castle, Indlana

/ 12. CITIZEN OF WHAT

i

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME GF HUSBAND OR WIFE
[ohn McElhaneyv.. Newe (iknown) [El14izaheth Newell
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOC]A.L SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yea. no, or uckoows) | (Ef yes, mive war or dates of service) NO. ,
Ng None 700-12-0691 Mra. Elizabeth Newell Goodmpan, Mo.
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL
. Enter anly onecsusoper | [ DISEASE OR CONDITION _ . \ ONSET AND DEATH
line for (), (b), and () DIRECTLY LEADING TO DEATH @) 7 v
*This does not mean § ANTECEDENT CAUSES -
the mode of dging, such Morb{dmmdumu, if any, gizing PUE TO (D) -
_or hears fallure, asthenia, | Tise (0 the obove. cause (o) sating - _— . e - . _ . -
‘e, It meana the dis. | the underiving cause lost, 4 b CO
case, injury, or complica- i DPE TO (¢}
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS =
Conditiona contribuling to the deaih but not
releted o the disease or condition cousing death.
19a; DATE OF OPERA--| 180, MAJOR FINDINGS OF OPERATION T - b LA "20. AUTOPSY?
TION
YES D . NO D

21a. ACCIDENT (Bpeciir) 21b. PLACE OF INJURY (ex-. Inor about

21c, (CITY, TOWN, OR TOWNSHIP) . (COUNTY) (STATE)
SUICIDE home, {s7m, tastory, street, office bldg.,e1a.) ST T a I
HOMICIDE i
21d. TIME (Month} (Day) \(chr) (Hour) Zie. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

CLOF N : WHILEAT[—] NOTWHILE . . :
IRJURY - = | “work AT WORK L o >
2. I hereby cértify that I attended the deceased from / 75/7 18 , {0 , 18375, that I last saw the deceased

alive on _S%L}_ 19 ¢4, and that dealh occurred at ___Mm Jrom t}¢ couses and on the date stated above.

B, 516%5/ i / M(monme)o
L 7 - 2 -

23b. ADDRESS

V] b o

23c. DATE SIGNED

TION, REMOVAL (Specify)

24a. BURIAL, CREMA- | 24b. DATE WNAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oilty,
Removal /135 /855 Howard Gemeter-v 1 Goodman,

» town, Or connty) © (Gtate} .

‘Misgouri,.

DATE,REC'D BY LDCAL HEGISTRAR'S SIGNATURE ).1,5
Y4/55 " | Drelyris 2 LZW




%Y
&
el NEWTUN CUUNTY HEALLH UNil
'“i -7 I‘—. : ,’ v Fo-
Dien ' :
Diginics i )

s et G 9B NEOSHO, MISSOURI

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by oeeee e

- : Student Embalmer No.

working under my personal supervision.

StUdENT wiavancssssaarasasracnsssancansanas Signcd....@_g_ %
Student Embalmer

Licensed Embalmer Ncaj%.ff
1

. - P. Q. Addre 0&; (O L¥
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in lm OWN HANDWRITING, (Failure to comply wi
the above constitutes grounds for revocation of license.)

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




