THE DIVISION OF HEALTH OF MISSOURI : 36392

No. 300 " .
-2 HLED NOV 21 1955 STANDARD CERTIFICATE OF DEATH State File Novorr s sormes
f“ !BERTH NG. REG. DIST. NO. __z&_ PRIMARY REG. DIST. NG-M Kegisirar's No.o ... ......é ............ .
‘})\ 1. PLACE OF DEATH 2. USUAL., RESIDENCE {(Where decoased lived. 1i Institution: residence before
a. COUNTY a. STATE b. COUNTY ndiniseion).
0 *» Daviess Missouri Daviess
b. CITY H - L al v . LENGYH OF . CITY .
R (M outoide corpurate limits, write RURAL ndt.:‘-n.lhip) CSI'AY e this plare) < oR , d ?é‘;i::ﬂ::aﬁ‘:‘wumé‘:v:!
TOWN Rural Union Townshipl 2¥r, 8 Mo JoM Gallatin } N O
d. FULL NAME QF (If not in hoepital or institution, give streot addresa or loeation) STREET (i ramal, glva locatlon) IL‘
HOSPITAL OR ADDRESS 3
INSTITUTION Davieas Co. Rest Home -——— £
3 NAME OF a. (fimt) b. (Middle) e (Lest) : 4. DATE (Mouth)  (Dey)  (Year)
{ Type or Print) Ahnie Belle Holcomb oeAH November 7 1955
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED.¢} | 8. DATE OF BIRTH 9. AGE (In yesrs| IF tnDeR 1 YEAR | & UnDER 4 s,
W]DOWED, DIVORCED (Bpeciiri~ last birthday)

Mnnﬂu, Days

Houym l Min.

83

_Female | White | Wldowed Dec, 27, 1872 |__

10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . 12, CITIZEN
dons during mutn!-orkinali!a.o:nnlll root;r:;) DUSTRY, {City end State ¢z Foreiga Coumtrv) D I A5 OF WHAT

aviess C Mlssourl i USA
13b. MOTHER™ S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

{Coroline Br

138. FATHER'S NAME

Joseph H, Herndon

5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY { 1, INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yea. 2o, or unkoown) I (If yeu, pive war ot dates of ssrvice) NO.
No ——— None S

INTERVAL BETWEEN
- ONS ND D

4

18. CAUSE OF DEATH MED] CERTIFICATION
| Enter only onecauseper | 1. DISEASE OR CONDITION - . .
line for (a), (b), and {c) - DIRECTLY LEADING TO DEATH'(a) {
*Thiz does not mean ANTECEDENT CAUSES : " i /
the mode of dying, such | Aorbid conditions, if any, giring PUE TO (b) %ﬁ&%-_% /%C‘-‘m S _7" i

ot heart failure, asthenia, | 7ite to the above cause (a) stating
cle. It meons the dis- the undcrlytng cause laat.

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

ease, infury, or complica- DUE TC (c)
tion which ezused death. | 1. OTHER SIGNIFICANT CONDITIORS
- Conditions contributing to the death but ot /_I j@
- related to the direase or condition causing death. :
19a. DATE OF QPERA- | 13b, MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION o .
ves L] no
21a. ACCIDENT {Bpacifly) 21b. PLACEOF INJURY (e.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE homa, farm, fatory, streat, office bldg.. en.)
HOMICIDE X
21d. TIME tMonth} Dy} (Year)} (Hour} 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
. oF WHILE AT[—] NOT WHILE
INJURY WORK AT WORK
22. I heréby certify thai T attended the deceased from .QML_ 19.55_"10 _M_.__ 1943, that I last saw the deceased
“alive on 2o’ o, 195X, and thal death occurred ot _23Ps m. Srom the causes and on the date staled above,
23a. SIG {Degree or tltlc)( 23b. ADD l 23:. DATE SIGNED
AL, m&o NS
24, BURIAL, CREMA- | 24b. DATE ' 2. MNE OF CEMETERY OR CREMATORY | 24d. LOCATION (OKy, town, or county) (State)
TION, REMOVAL «
Buria | 11=-9-1955 | Brown Cemetery » Gﬂil %in, Missouri
DATE REC'D BY LOCAL REGISTRAR S SIGNATURE g -~ | B FUNER] ECT ATURE DDRESS
REG. GI
/- 7-58 “1Homa apsl Hone Gallatin, Mo

joernsed Embalmer’s Statement on R-veru Side)




R i
T -

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, OF by i i tsaseiaireabrge e aeea e, Student ErpRalmer No,....o..

working under my personal supervision..

Licensed Emba r No.33¢

. P. O. AddresyZ.” &4 Ao

Student .. .o iiiiaaes
Signature of Student Embalmer

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.

J¥ this body is not embalmed, fact should be so stated above. |




