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

-

FLED NOV 8 1055

"BRIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI \
STANDARD CERTIFICATE OF DEATH

REE. DIST. no._anmv REG. DIST. m..&]_&

Stare File No zﬂ 24

Registrar's No.....} .._Q .........

1. PLACE OF DEATH
. COUNTY
! Atchison

2. USUAL RESIDENCE (Where decossed lived. 1f inatitution: residence befors
a. STATE tinisslon).
Missouri " stchison™™

b. C!TY (I outside corpurate limits, write RURAL and give ¢. LENGTH OF

BY Year

W Ryural Clark Twsp.

c. CIJY (If outaids votporate mity, write RURAL aod glve township)

TowN  Rural Clark Twsp,

AA-?f
r. o1

line for (a), (b), snd (o) DIRECTLY LEADING TO DEATH* (5y

*This does not mean | ANTECEDENT CAUSES
the mode of dying, such
a# heart follure, asthenia,
de. It means the dis-
ease, Injury, or complice-

the underliying couse last.
_DUE TO (&)

Morbid_condilions, if any, giring DUE TO (b)M
rise to the above cause (a) sigting

d. FULL NAME OF (If not La hoapital or institution, glve street address or loeatlon) d. STREET (If ruzal, aive losatlon}
QSPITAL OR . ADDRESS
INSTITUTION L Mi . South of Fairfax |k 21 Mi, South of Fairfax
3.DNEAC%E5°EFB a. {First) b. {Middle) ¢. {Last} 4. DATE (Mouth) (Day) (Year)
(Typeor Print) SYLVIA W DEATH  Noy, 2 I955
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (in years| I ONMR t YEAR | O DER M RS,
WIDOWED, DIVORCED (Bpeci, last birthday) Munﬂu, Days | Hours | Min.
Female White Jan, 5. 1882 13 ' :
102, USUAL OCCUPATION (Giive kindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (tate or foreisn couutry) 12, CITIZEN OF WHAT
doe during moat of working life, even if retired) ] DUSTRY CI* "eOUNTRY?
_Housewife In the home Holt County, Missuouri U.S.
§3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Epnriam T, Davis Margaret E, Baker  [Floyd VWilliams
19, WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yos, B0, or unknown} | (If yes. Rive war or dates of scrvice) NO.
No st enndd | Floyd Williams Fairfax Missouri
18, CAUSE QF DEATH M CAL CERTIFICA INTERVAL BETWEEN
| Enter only snecsuseper | 1. DISEASE OR CONDITION 4 02“5“? :"ZW‘TH

I}. OTHER SIGNIFICANT CONDITIONS *~ = -~ - -

Conditions contributing to the death but not
related Lo the disease or condition cauring death.

tion which coused death.

19a: DATE OF OPERA- | 19u. MAJOR FINDINGS OF OPERATION ' S ir . - W) 20, AUTOPSY?
TION E{
. \ Co 4 ves [] wo
21a. ACCIDENT | (Bpaelty) 21b. PLACEOF INJURY (s.z..bnorabost | 2lc. (CITY, TOWN, OR TOWNSHIP) . (COUNTY) (STATE)
SUICIDE bome, {arm, fnotory, strest, office bldg,, 0tc.) R P | T 1Y e
HOMICIDE . :
21d. TIME -  (Month) (Day) (Year) (Houws) | 2fe. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
I . WHILE AT} NOT WHILE e e - .
INJURY WORK AT WORK ~

‘22, I hereby certify that 1 attended-the deceased from

alive on Jﬁ&ﬂ.’...?::.-._/’PL and that death occuﬁd 4:55 Pm

L1955l Yl 2, 19T, that I last saw the deceared
., Jrom the causes and on the date staled above.

Sl

TION, REMOVAL (Bpecity)

Burizl P

RAR’S SIGNATUR

47

. NAFURE - ﬂ . (Degreeort.itle)c Z3b, ADDRESS \
‘ o T P EEE &c% I
a, BURIAL. CREMA- | 24b. DAT| 24c. NAME OF CEMETERV3ER BRENATGRY 1| 24d. LOCATION (OIty; town, ot connty) o

p j’ 23c. DATE SIGNED

11/=/55
(5tats) .
L v M- P
. FUNERAL DIRECTOR'S $1GMATURE ADDRESS
o M

Z:Z REC'D BY LDC-Afl;

(Licensed Embalmer’s Statement on Reverse Side)




’l

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 —— ..

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

Licensed Emb-y—N o_lﬂé/éz.é .................... "

working under my personal supervision.

Student sasvcnnsnene tesvseneasseiaransrene
Student balmer

P. O. Addres Ak L M 5 T

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDW . (Failure to comply wi
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be s0 stated above.




