WRITE PLAINLY—USING UNFADING Bi.ACK INE—MAKE A PERMANENT RECORD

. THE DIVISION OF HEALTH OF MISOURI 32736
FILED NOV 14 1455 STANDARD CERTIFICATE OF DEATH K620 File No.rmvmromersnmee
' BIRTH NO. REG. DIST. Mo, _ é i PRIMARY REG. DIST. MO, ﬂ&a Registrar's No é 7
i. PLACE OF DEATH 2. USUAL RESIDENCE (Wbers decerssd lived. If institutlon: residence befors
a. COUNTY Dunk | in a. STATE ms SOuI‘i b, COUNTY Dllnkli aduimion).
b. CCI’EY (If outaide corproraie limits, writa RURAL and d'n.-h! gTAl;l’Erfli PEF ¢. ng {If outeids corporsta limits, write RURAL and give townahip) ..-0
") [} )] Iy
TOWN Campbell tomnable) - TOWN Campbell p 3 )
d. F!l'i"dSLPiI‘TAAh!ﬂ.EOOF (If not in boepital or instiwution, give strest addrem or loeation) d'Asl;r[?REEETSS (If rural, give location)
INSTITUTION. Home, 940 Louls Street 940 Louls Street
3, NAME OF = (hirst) b. (Middle) <. (Last) ) 4 DATE (Mooth)  (Day)  (Yem
(Tvpeor Py ANDERSON A YORK pEATH _ Sept. 20 1955
5, SEX ={ 6. COLOR OR RACE | 7. MARF\E{'EDD SIEVSECIESRRI 8. DATE OF BIRTH 9, :.Gshiimn hli' u&n | YEAR | O UNDER M HES.
(BDM-'-‘U t on Days | Hours | Min.
Male White Widowe Dec. 29 1870 | ‘&4 2l 25 ™
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | I1. BIRTHPLACE (State or [orelgn country) 0 12, CITIZEN OF WHAT
done during most of working life, sven if retired} DUSTRY COUNTRY?
Farming Springfield, Missouri USA
{Iaa. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Roh Vo rk ] Unknown Daceased
i5. WAS D ED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECUR;‘TJ 1. INFORMANT' S S1GNATURE OR NAME ADDRESS
{Yes, 0o, or unknown) (If you, Kive war or dates of sarvice) 5
[} None Mrs., Tom Wallace, Campbell, Missour
18, CAUSE OF DEATH ) MEDICAL CERTIFICATION . ‘t(r:ggﬁgm
. Enter only onecauss per [. DISEASE OR CONDITION . -
Kot (o and v | DIRECTLY LEADING TODEATH',y __Ce@rebral Hemorrage
*This does nol mean ANTECEDENT CAUSES
the wmode of dyfing, #uch | Moerbid eonditions, if any, giving DUE TO (b}
at heart failure, asthenia,, | - rise to the above canae {a) sating ., - . e e e e om - O I o
ete. It means the dige the underlying cause lost. - - A L - . e = ~
ease, Infurt, or cor - DUE TO {e)
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS - ~ . - '
Conditions contributing to the death but not 3 3 ’ X
related to the disease or condition cousing death. .
1%a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION et - N SO [ R oo L 20. AUTOPSY?
FICN
S L. ves [ ] wo [
21a. ACCIDENT (Bpecity) 21b. PLACE QF INJURY (es..inorabous | 212 (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE bomas, farm, fastory, stroet, office bldg.. ate.) PR Lo, P o
HOMICIDE .
21d. TIME (Month} {(Day} {(Year) (Hour} 2la. INJURY OCCURRED | 21f, HOW DID INJURY OCCUR?
: F . : WHILEAT [} NOT WHILE .. )
INJURY WORK AT WORK : . L
2 I hcréby certg th%f‘l ft ende%(ge deceased from 19 , that T last saw the deceased
alive on '\ * and that death occurred at @_L__Bnqlﬁvm the causes and on the date stated above.
'23a. SIG ITURE {Degree or 23b. ADDRESS 2%. DATE SIGNED
Yo - Campbell; Mo, - . . |9=20-55
24a, BURIA 24b. DATE 2ic. NAME OF CEMETERY OR CREMATQRY | 24d, LOCATION (Olty, town, or county} - (State)
TION, REMOVAL (8pecity} |
Burial Park Cemetery
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE qc)_ ,() 25, FUKERAL DIRECTOR'S 51GNATURE ADDRESS
REG. LT
924 55 A Landess Funeral Homne Camgbelg Ma

(Litensed lmmer's Statemeat on Reverse Side)




RECEIVED DUMNKLIN COUNTY HE

DERRRTMENT /0"/&—4”
CONUNTY FIIT. RUMBER £22.2.

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, of by ..o ...

$Student Embalimer Bo.

working under my persomal supervision.

SEUABAT ocaveccuscsrsssssssasnsasrovesanss Sisnei-..%wm_"2.22..;__-.%-.._,_._“

Student Embaimer
Licensed Embalmer No. ZRR .
P. O. Address M{ Pz

g

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

—

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




