No. 300 THE DiVISION OF HEALTH OF MISSOURI 34 i
9. .
“*° | FED JAN 231955  STANDARD CERTIFICATE OF DEATH vt o, SFOT
BIRTH NO. REG. DIST. NO. !);f‘: PRIMARY REG. DIST. ND.MLJ Registrar’s No W
‘k i. PLACE OF DEATH 2. USUAL RESIDENCE (Whbere decossed lived. If lastitution: residence befors
a. COUNTY .STATE . N b. COUNT dinimainny.
Saline . : Missouri Y cooper "
b. CITY (1 cutcide corpurate limits, write RURAL .ndm‘:::.hip) gTAl‘.YE:LG;l;l; ,1?:;) c. ng 4 i'gf;l“"},‘.'w:}:,’}'ﬂ,kmt‘#,‘.’f .
5 TOWN  Marshall 7 monthg T™wPilot Grove : =) 4 Y/
d. FULL NAME OF (If oot in hospital or lnstigtipn, give sfret address or 1 o- STREET (If rural, give location}
5] < Ha oY M b ADDRESS )
D NSHTOTION Modern Rest Home Streets not numbered D> /
8= NAME OF . (First b, (Mlddle) c. (Last) COATE (Mo Den) (Yew
g- (Typeor Py~ Lillle Mowrey Tavenner pEAH Jan. 16, 1956
?1 5, SEX 6. COLOR OR RACE MJARI'\:.‘E"EB gE\ygschélsRRlE K 8, DATE OF BIRTH 9.]:GE tn xt;n hlir un‘:.u 1YEAR | o UNDER M HES,
. (B t day, o Da; Hours | Min,
S Female White Wiows Sept. 16, 1870 B 20178 |
] 10a. USUAL OCCUPATION of wer, 10b. KIND OF BUSINESS OR iN- | 11. BIRTHPLACE - - i .
= ﬂ during moat of, w hn: ll‘f(;ho:.kah::r:dr:dk? - DUSTRY (City aad Stave or Foreign Gm:"” lzag{]Th}'%jEi’:'?FWHAT
i ougsewl Own Home l.ancaster, Pennsylvania
P 13a. FATHER'S NAME 13b, MOTHER"S MAIDEN NAME 14. MAME OF HUSBAND'OR ¥IFE
" » David Mowrmy . Maria Fichelberger e —mm e ———————
5 E{ W:’SO?ES‘EASE}) E\(IIER lNﬂU.S. AR}-LEE'I';?RCES‘.; 16. SOCIAL SECURLTJ 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
. y BOW D, Yo, A Ve WAI OT OB BOTYIOS, . -
2 | No None - Mrs Dorothy Aldredge Marshall, Mo.
-3
:L 18. CAUSE OF DEATH b ot OR CoND . .MEDICAL CERTIFICATION . 'g;gg:;g%iﬂ
: . DIS ITION )
7 E::;f'(’;)’"’(g‘;maﬁﬁi DIRECTLY LEAGING TO DEATH* (g 52 ATeLe sc A‘[Zﬁg (i'! (77 2 é (827774
] *This does mot means ANTECEDENT CAUSES
Q|| the mote of dying, such | Asorbic condisions, if any, gising DUE TO ()
e as heart faflure, asthenia, | Tise 1o the above cavse (a} stating
=) ete. Jt means the dis- the underlying cauase last. . . -
o case, injury, of complica- DUE TO (c)
. tion which cauged death, | 11. OTHER SIGNIFICANT CONDITIONS
E Condilions contribuding to the denth but not ’ .
a related to the disease orycoud:.'ioﬂ cauring death. ‘+ .-;’-ﬂ' 0
Ixy 19a. DATE OF OP'FIFE'.)AN. 19h. MAJOR FINDINGS OF OPERATION : ) 20. AUTOPSY?
E _ ves L) wo [J
o 21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY tea. loorabeut | 216, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
? a%lﬁ{g[EDE boma, farm, laotory, street. office bldg., s}
g 2id. TIME (Moath) (Day} (Year} (Hour) - 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
' WHILE AT HOT WHILE
i INJURY WORK AT WORK
; dt22. I hereby certi yt t I aliended the deceased from _ 2L 2~/ 9) 7 , lo /~/e 19-?_, that I last saw the deceased
= clive on , 192 & qnd that death oecurred at Zo50_p. m., from the causes and on the date stated above,
' ] 23a. SIGNAT (D or til.le) 23b. ADDR 23c. DATE SIGNED
:: 4‘ /guf M %’ [~ 7~
E 'zf‘}l(l)NBgatilg ALCREMA 24b. DATE 24c. NAME QF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) {Stnte)
(Bpeciiy) . . .
£ Remova Jan.17,1956| Pilot Grove Cemetery!| Pilot -Grove,:
ATE REC'D BY LCX:EAGL REGISTRAR" stﬁ 2 Y.S f, FUNERAL DIRECTOR'S S1GKATURE ADDRESS
Sen1-56 | Coylf X ad hmphel)-dews /Yneshall Mo.
s

(fmm.ua Embalther’s Statement fon 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

by me, er-by~ ... et emeeescaasenscececeteassamamatmeseseecienannsmnenauetearnnns ., Student Er;abalmer NO, ereaacauans

working under my personal supervision..

Student......ciiiuiiiiuinaciinrerirr s aiaananan
Signature of Student Embalmer

Licensed Embalmer No.

o P. O. Addreas%w&ﬁer.l

)
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fm
to comply with the above constitutes grounds for revocation of license). |
If embalmed by a STUDENT, he also shall sign in his OWN handwriting. |
17 this body is not embalmed, fact should be so stated above. ]




