PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

WRITE

HLEB F E B THE DIVISION OF HEALTH OF MISSOURI 35 4 7
151956 STANDARD CERTIFICATE OF DEATH SHate File Nowomamnrnee
BIRTH NO. REG. DIST. NO. PRIMARY REG. DIST. NO. Registrar’s No....QZ/....
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If institution; residence befors
a. COUNTY a. STATE b. COUNTY lf-aﬂn‘onl-
Steoddarad A4 scunrd Stoddar
b. CITY (i o i mita, w nd gv: . LENGTH OF . CITY
R (11 oytoide cur:zurausl jta, write RURAL & d‘::;hip) CSI'AY Fio this placs) < o8 d. l:gf;m wr&‘}?wuﬁ‘:r:f
™OWN Bernje 4% yrs,_ T Bernie <R D -
d. FULL NAME OF (If not in hoepital or Iastitution, Kive streot address or Ioudnn) e STREET (I rural, give location)
HOSPITAL OR ADDRESS _ Z ) 1
INSTITUTION Home . €1ty City
3. NAME OF . (Fitst b. (Middl . {Last
o lsid JolN a. (First) . ( ) ) .c (Last) 4. DSEE (Month)  (Day} {(Year)
(Typeor Priney  ARTIE LEE SkILEY DEATH FEB, 1 1956
5. S5EX 6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED, / | 8. DATE OF BIRTH 9. AGE (In years| IF UNDER 1 YEAR | ¥ UNDER M MRS,
v . WIDOWED, DIVORCED (Epeci, Isat birtbday) |Montha| Days | Hours | Min.
Male White Married _ 61, 10 ! 19 |

10a. USUAL OCCUPATION (Give kind of work
dops during moat of working life, aven if retired)

10b, KIND OF BUSINESS OR IN-
DUSTRY

. L. .
11. BIRTHPLACE (City and Scne_ or Fc;‘!'uiln Country) / IZCngJ'ﬁ%EP;TOF WHAT

Re tired farming -, I11linois U.S.A.
134, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND’OR WIFE
__Vim., H, Smiley Harriet Ra J ) ile
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? 17. INFORMANT'S SIGNATURE OR NAME ADDRESS

{Yes, no, or unknown}

No

(5t yes, give war or dates of service)

16. SOCIAL SECURITY
NO.,

none

Elizabeth Spiley, Rernie M ssouri

18. CAUSE OF DEATH.
line for (8), (b), and (c)

*This doer not meen

etc. It means the dis-
ease, injury, or complica-

z t. DISEASE OR CONDITION
- Jonter only onecaussper | G, P 1T Y LEADING TO DEATH® )

ANTECEDENT CAUSES

the mode of dying, ruch | Morbid conditions, if eny, giring DUE TO (
a8 heard faflure, asthende, | rite to the abore cause (o) stating
the underlying couse last.

MEDICAL CERTIFICATION INTERVAL BETWEEN

ONSET AND DEATH

gaunl. Deganertlisy |[{wkxery,

DUE TC (&) AS/’?MQ_ V Ltf‘xuw

tion which caused decth. | 11. OTHER SIGNIFICANT CONDITIONS :
Co Conditions contributing fo the death but not c f e ’ ” A, .
related Lo the disease or condition causing death. }l rem lC, N&ﬂ& riits N/THOwx
19a. DATE OF OPEIFgE 19b. MAJOR FINDINGS OF OPERATION 20, AUT_OPSY?
“/ 2 Q‘ 0 YES D NO D
21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (e.g..in orabout | 21¢, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
UICIDE P bome, ferm, fastory, nrnl- office bldg.,et0.)

el HDM!C]DE S . n‘-“ - .. . . -
21d. TIME (Month)  (Day)  {(Year) (Hour) 2le. INJURY OCCURRED | 211, HOW DID INJURY QCCUR?

- . . WHILE AT NOT WHILE

~INJURY : WORK AT WORK

2.1 hereby cem:y tgat é attended
alive on

deceased from _’LHQ___, IQH, to _&QI_ZJ_, 1956_, that I last saw the deceased

, and that death oceurred af

23a, SIGNATURE%O/

mm or title

'm., from the causes and on the date stated above.
23b. ADDRESS | 23c. DATE SIGNED

LE s> Yan 4

24a. BURIAL, CREMA- | 24b. DATE

1G58

24c. NAME OF CEMETERY OR CREMATORY

Bérgié Ceﬁete

Tlﬁ, BEMOﬁ (Specity) Feb

DATE REC'D BY LOCAL Rz ls smm‘ru%ﬂg
/37 /&ﬂ_ 3

24d. LOCATION (City, l.own, or county) (State)

- -

liis

25,' FUMERAL DIRECTOR' 8 SI RE ADDRESS ~

Landess Funeral Hope,Camsbell, Mg

([ifensed Embalmer's “Statement 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 emba

By mMe, OF BY ...t erriceeiiieieie i raaraanenerecaens ceevebaeresan , Student Embalmer No............

Licensed Embalmer No. .2 2

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 license).

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

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




