FILEY DEC 19 THo0 THE DHVHION OF REALTH WU MIDAAURI

o, 300
o A STANDARD CERTIFICATE OF DEATH s e o 3360
BIRTH NO. REG, DiISY. NO. 3.2‘)4'_‘ PRIMARY REG. DIST. no.io.T_-:D.___ Rm;mr-;.w_..&ftlé .............. .
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dsconsed tived. I institution: residence befors
. COUNTY : . STATE . = b. COUNTY adinbdon),
\ * Sal ine ? Missouri Saline "
b. CITY (M outeide corpurate limits, write RURAL and give c¢. LENGTH OF c. CITY - d. Ts Residence within Hmits of
wnship)| STAY (in this place) OR : ci _incorpora own?
TOWN  Marshall U133 years | TowsMarshall R TRTT,
d. FH&PIINI_IJ_\ME ORF {If pot in hoapital or institution, give streat address or locstion) . ASJDRREESS (I raral, give locstlon) 6 f [+]
INSTITUTION 268 South Jefferson 268 south Jefferson
a. E';IEC'EES%FI-D a. (I-‘lrst.) b. (Middle} e (L&tt} 4, DS}'E (Month) (Day) (Year)
(Twvpeor Pinty - Harriet Laurie peatiDec. 2, 1955
5. SEX ( 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED, f~| 8. DATE OF BIRTH 9. AGE (In years| IF UNDER | YEAR | o UNDER 3 Has.
. WIDOWED, DWORCEP {Bpecily last birthday) Monl-hl’ Da; Hours | Mia.
emale White ever married (Oct. 11, 1882 |
10a. ?IIEJSUALOS'EI;J’P&TL% (Oveiadot work | 10b. KIND OF BUSINESS OR N | 1. BIRTHPLACE (i1 sad Stata o Forsign Gonatrr) 74 | 1% CSITJ%E!:J(?FWHAT
eac ublic Gchools Marshall, Missouri 3
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND’OR WIFE
William B. Laurie ] Mettie Smith = | —ccommeeeeo -
I5. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 12. INFORMANT' S S5IGNATURE OR NAME ADDRESS
(Yes, 0o, or unknown) (If yea, wive war or dates of service) RO. .
None Miss Annie Laurie Marshall, Mo,
18. CAUSE OF DEATH . . MEDICAL CERTIFICATION INTERVAL BETWEEN

ONSET AND DEATH
. Enter only ope cause per f. DISEASE OR CONDITION
lie for {a), (b), and (¢} DIRECTLY LEADING TO DEATH® (5 é?ﬂ 'm ra M‘W

«This does not mean | ANTECEDENT CAUSES

the tmode of dying, such | Morbid conditions, if any, giring PUE TO (b}
as heast fofture, asthenda, | rise to the gbove canae () stating

ele. It tmegns the dis- the underlying couse last.

case, infuty, or complica- DUE TO (c)
tign which eaused death. | 1. OTHER SIGNIFICANT CONDITIONS ) / 7 FX

Conditiens eontributing to the death bul ool
related to the disease or condition causing degth.

19a. DATE OF OP'IE'I%‘}Q 194, MAJOR FINDINGS OF OPERATION 2. AUTOPSY?.
7-20 -5 | Deorrorr pnelorommgridle - WWMKW— ves (] wo 5™
21a. ACCIDENT (Bpecily) 21b. PLACE OF INJURY (a.g..inorabout | 21c, (CITY, TOWN, OR TOWHSHIP) (COUNTY) (STATE)

SUICIDE boroe, farm, factory, street, office bldg.,e10.) . B )

ROMICIDE i %d m M“- D0 -
21d. TIME (Mooth) (Day) (Year) {(Houn) 21e. INJURY OCCURRED | 21f, HOW DID INJURY OCCUR?

WHILE AT [—] NOT WHILE
INJURY WORK AT WORK .
oy -

22. I hereby cglify that I atlended the deceased from%«.l_&’__ 1958 1o ,&L—. 1925 that I last saw the deceased

alive orv&._l’__, 195K, and that deafb/occutted ot m., from the causes and on the date stated above.
23a. SIG TURI'E 7 (Degres or title)(’] 23b. Aﬂ% . 23:. DATE SIGNED

. %/ﬂ- Mﬂ& 2& ZQ*E-§6 .

24s. BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) (State)

Burial " |pec, 4, 1955]

DATE REC'D BY LOCAL REGiSTRJ;\

oo S - S.&-BEG

WRITE PLAINLY—USING UNFADING BLACHK INK—MAKE A PERMANENT RECORD

FUMERAL DIRECTOR'S 5IGNATURE ADDRESS

Ridge ga:o'ic Cemetery| Marshall, Misgsouri




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, er-by ..... L L ACLEEEOT TP T TP LT PRLLICEEREELEE . Student Embalmer No............ |

working under my personal supervision..

Student......ocioieiiiiiiaieei e ataciciss e
Signature of Student Embalmer

P. O. Addresg/ AKX,

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

1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




