He
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aliveon _Bab 2 £ 19_586, and tha! death oceurred al

FLED FEB 14 1958  STANDARD CERTIFICATE OF DEATH P - = L8]
I'BIRTH NO. REG. DIST. No._ HQ PRIMARY REG..'DIST. 0. A 99_5_._. Reistrar' s No, o mmamris massosasssemsass
1. PLACE OF DEATH j 2. USUAL RESIDENCE (Wbers deceased tived. M institution: residence before
a. COUNTY Cassg. a STATE  Missouri b. COUNTY (B8S sdntmion!.
b. CITY (f outnide corpurate lmits, write RURAL lndl::'l;h!p) %‘{YE?‘GTI: pl?cF-) c. chY a i‘:};“‘“ﬂ 'llhlﬂuumlwt;:l -
TOWN Drexel, 6 ToWN Drgxel =
d. FULL NAME OF {If not in hoapital ot & give streot add or loeation) o STREET (U rorsl, give location) 4”—
HOSPITA ADDRESS ..
Nerorion Not in hOSpl‘bal at heme Main Street. 0/ 7"
JI_;IEACPEE S%FD a. (First) ' b. {Middle) c. (Last) 4, DgTE {Month) {Day) {Year)
(Trpcor Priney  ALPHA ‘HITE WELDOHN. DEATH Peb ,3,1956.
5 SEX / 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (Iu years] Ir UNDER 1 TEAR | & UNDER u Hs.
) 10 WIDOWED, DI ORCED (Speciy; Last birthday) Momh, Days | Houn | Min.
Female | White W1d owe Pedb, 23, 1878 | 77 . 111 1301™"
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR _IN- | 11. BIRTHPLACE . : -
doudurin'mwlol'wﬂn‘ll(h.“::nﬂ mir:) - DUSTRY (City asd State or Forsiga Coustry) 7 ‘ztgll};d'zrsr;?FWHAT
At home, Housework. 14 ami o - U.S.A
138. FATHER' S NAME 13b. MOTHER'S MAIDEN NAME 147 NAME OF HUSBAND'OR WIFE
1 - -
Ike D. \thite | Minerva HcLain. Jag, A. Weldon., Dcsd,
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
r . ar unkpown) I {If yee, vrl! or dates of service} NOC. . . . .
i one. None. John B. white, Merwin, Mo.
18, CAUSE OF DEATH , MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter anly onsceuss 1. DISEASE OR CONDITION ; Lty CNSET, AND DEATH
line for (a), (b}, mdl(?)' DIRECTLY LEADING TO DEATH’(a Er s .7 42{’“—
«Tis does not mean | ANTECEDENT CAUSES 7 5 ! ! 0 /(’7& (ﬂ B
the mode of dying, such | Morbid conditions, if any, gising DUE TO (b Pusd. , "’,—
o# beart follure, asthenia, | riae fo the above coust () stating /W\‘X Mﬂ(, n./ﬂ-v-u'f( & yeyg
de. It means the dig. | ohe undelying couse laet. B ‘f
case, infurg, or complica- DUE TO (cﬁ}'[,p
tion which caused death. | 1. OTHER SiGNIFICANT CONDITIONS
Conditions contributing to the death dut not
related to the disease or condition couring death. -
9a. DATE OF OP'I!Z:I%}M. 185, MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
175X | w0 w
Z1a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (s, lnorabout | 21c. (CITY, TOWN, OR TOWNSHIF) (COUNT\;) (STATE)
SUICIDE botse, furm, fastory, stret, ofios hidg. 450}
HOMICIDE . _
21d. TIME {Month) (Day) (Year) (Houn 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
OF WHILE AT[—] NOT WHILE
INJURY - - WORK AT WORK
2. I hereby certify thai I atlended the deceased from M_ 19 5‘\ o Tah, 3 | 1B6_, that I last saw the deceased

]_&,:@ from the causes and on the date staled above.

IGNATURE (Degmo or tltlcb 23b. ADDRESS 23c. DATE SIGNED
% , lb/ Drexel, Missouri. 2/3/56
Zﬂa BU RIAL CREMA 245, DATE Z4c NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Qity, town, or county) T (Btate)

N, REMOVAL, (Bpedltr) . X . N
Homova 2/6/66 1 Roc ki ]19 Cemetars Lenge:
DA ‘D BY LOCAL | Rl SI'RAR S SIG 75, FUMER
T e Tt g L

(1:!

nsed Embalmer’s Statem
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was
BY 108, BEBELK oo eeeeeeeeeeeeeeeeeeeeeeeee e s eeeatmeraeassaneen e neeeeenans oee e XX SIS R BB AN 6 NG
work.in ﬁ"‘i‘l{"""}i".E”-a‘n:*—‘i.g-:mﬂx

o~ o
I PNND.0.0.0.0.0.0.0.0.0.0.0.0.6.0.0.9.0.0.0.0.0.0. 0 Signel ekt X DA [+ B..Hays...

Signeture of Student Esbalmer
Licensed Embalmer No..l¢

P. O. Address Drexel,.

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

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

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

T -




