’ No. 300 THE DIVISION OF HEALTH OF MISSOURI - 36
. 1 - .
1048 ’ HLED JAN 25 1956 STANDARD CERTIFICATE OF DEATH S1610 File No oo .
"BIRTH NO. REG. DIST. NO. l_____ PRIMARY REG. DIST. NO. _}M_ Hegittrar's No,....... a’%.........._..._.
1. PLLACE OF DEATH ‘ .. 2. USUAL RESIDENCE (Where decessed lived. If Lf:;!ilu:iﬂn: r-idenee_bqforc
i a. COUNTY Adair 5. STATE Mo b. COUNTY Adaiy  sdwimlon.
b. CITY ¢If outeld te ligsits, write RURAL and gi ¢, LENGTH OF {| ¢ CITY ‘ . a e w .
a T8WN 3 ;rl?g le e ownsbin) STy s place) T 8‘5" Kirksville s ?_;E hfwnl:;“:—?mgb’;uug
d. FULL NAME OF (1! not ia hospital or institution, give strect address or loestion) STREET (I rarsl, give location) 5
(e HOSPITAL OR 4 ADDRESS /
E INsTITUTION 825 West Shelby St., i 825 W, Shelby St., & . 0
3. NAME OF 8. (First) b. (Middie) ¢. {Last) 4 DATE (Month
DECEASED . Mon (Day)  (Year)
e || (rvmeorry  Williem E1i Steele peamy Jane - 1, 1956
é 5. SEX O 6, COLOR CR RACE ) 7. MiAD%E‘!'Eg NIIE\YSECIEBRRIED 8. DATE OF BIRTH 9.1:'35 “Z"‘" IF UNGER 1 YEAR | F UMDER L Has.
. X (Bpeacily} t birthday) |Moathe| D n Mia.
5 M W MAYrEed = |Mar. 1k, 1877 | 78 I
% | 10a. USUAL OCCUPATION (G work | 10b. KIND OF BUSINESS OR IN- | II. BIRTHPLACE ., LT
=] :on-d i ot ol worklnzli(fo.o:uk:ni}’::dr::il; DUSTRY {City and State cr Foreign &“‘”b I IZCSIQ%EI“I"?FWHAT
3 “FETH Farm Yarrow, Mo. , v.4L
< 13a. FATHER'S NAME : 13b, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
o William E1i Steele Hosephene Smith Pearl May Plumlee
% !:j‘:"W:S DEEE;\“S'E;J E‘:l‘lii-'.I:JNﬂE"S' AnRMdEP I;?EEVE‘; 16. SOCIAL SECURll‘;Ig’ 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
3 Nomeoor) | Ky None | Mrs. Pearl Steele, Kirksville, Mo.
ﬁl 18. CAUSE OF DEATH . DISEASE OR G | MEDICAL CERTIFICATION lg;gg;‘;{g%i“
" |I. Enter only onécauseper | 1. ONDITION .
Z | linetor (e, (b, and (¢ | PIRECTLY LEADING TO DEATH(py Cardiac Arrest 3
- *This does not mesn ANTECEDENT CAUSES . .
S || the mode of aving, such | asortic condittons, if any, giring DVE TO (9 _CAChEXiA #WWV}
= a# heart fallure, asthenia, rise to the above cause {a} slating - i .
Lo ete. It means the dis- the underlying cause last. - . .
case, infury, or complica- Due 10 (o [latastatic Carcinoma - Prostate s
% tion which caused death, | 1l. OTHER SIGNIFICANT CONDITIONS
= Conditions contributing to the death but st
9 relgted to the diceaae Inramndilfo;acauaina death, / 7 7 A/
{;‘} 19a. DATE QF OP_'!_ZlF‘lJAri 150, MAJOR FINDINGS OF OPERATION : 20. AUTOPSY?
=
= YES D NO E
o 2la. ACCIDENT (Bpeciiy) 21b. PLACEOF INJURY (e.g..in orabout | 2fc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
b SUICIDE home, fartd, factary, sireet, office bldg.,st0.)
] HOMICIDE
g 21d. TcIJbF'_!E (Month} {(Day} (Year) {Hour 2le. INJURY OCCURRED | 21f. HOW DID [NJURY QCCUR? -
: WHILEAT ] KOT WHILE :
i, INJURY WORK D AT WORK '
"?3 z I hereby certify that I atiended ke deceased from Dec, 20 . L%S_S_, 1o January 111, 19 56, that I last sow the deceased
[ 3
'g * alive on JaNUATY 1’-} 1.95__., and, thal death occurred at _'_Bn., Jrom the causes and on the date stated above.
E“f 23, SIG T {De or title 23b. ADDRESS ?ST SIGNED
: 77 | ), Kirksville, Mo. 119
E %dla B ERIMKL ?.Em 24b, DATE . 24c, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, tewn, or county} (Stale)
B Ry 1/16/56 Yarrow Cemetery Adajr County, Mo,
DATE REC'D E\; L%%‘(\;L RfG] AR'S Sl TURE d ] - ERAL TOR'S SIGNATURE ADDRESS
=235k ar S! ) " ( _‘..b_‘(. Firksville, Mo.

(Livensed Embalmer's Staternent on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal

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

DY IME, OF DY oot itian e ittt ettt et ,

working under my personal supervision..

Student . .ooii i i
Signature of Student Embalmer

P. O. Address /

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

If embalmed by a-STUDENT, he also shall-sign in his<OWN handwriting. Tt
if +hls body is not embalmed fact should be so stated above.

- . . L




