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PERMANENT RECORD

WRITE

ALED FE

B : THE DIVISION OF HEALTH OF MISSOURI _
231956 STANDARD CERTIFICATE OF DEATH s e

REG. DIST. NO. Lkg PRIMARY REG. DIST., NO. 500 k. Rtﬂf:lrdr'JNﬂ . [ lﬂ Q

HOSPITAL

BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (“’h‘? detossed Lived. M. Luuludoa rasidence before
a. COUNTY a. STATE .- A% b COUNTY sdunimfont.
Butler kissouri Lt Ripley

b. CITY (It cutslde corpurate limits, writs RURAL and give ¢. LENGTH OF c. CiTY et wﬂl.in Hiznlty of

township) | STAY (in this place) OR n :ily u-n:crpur-l%:nwn’

TOWN Popler Bluff Town  Pine RCA- ,

d. FULL NAME OF (1f not in boepltal or institution, give atroot address or loestion) . STREET (If rursl, give location) & ‘f 7/ U

TAODRES) My, est of Doniphan, “issari/

INSTITUTION  Doctors Hoapitsal
3. E')qECEES%FD 8. {First) b, (Middle) o, {Lnst) 3, DATE (Moxnth) (Day) (Year)
{ Type or Print) JOHN RDSS MILLER OEATH Feb, 4, 1956
5. SEX (_ 6. COLOR COR RACE | 7. MARRIED. NEVER MARRIED, 8. BATE OF BIRTH 9. AGE (Io yeatrs| IF UNDER 1 YEAR | F UADER 24 His.
WIDOWED, DIVORCED (Bpecif; Iaat birthday} |Mooths] Days | Bours | Min.
Male Wnite arrie Nov. 9, 1861 ’ I

Hlackemith

10s. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR |N-
dons during moat of working life, aven if retired) | ~ DUSTRY

lacksmith trade

11. BIRTHPLACE {Civy and S.l-n or Foraign Cont.ry?»/ ’z":g{;ﬁ%ﬁp,‘r?FWHAT
Elizabethtown, “entucky

13a. FATHER™S NAME
x

13b, MOTHER'S MA1DEN

(Yes. no, or unkoown)

I5. WAS DECEASED EVER IN U.S. ARMED FORCES?

{If you, give war or dates of service)

i6. SOCIAL SECURITY
NO.

1 Frances Shawle

NAME 14. NAME OF HUSBAND’/OR W¥IFE

Nellie Miller

< o— -
17. INFORMANT'S SIGNATURE OR NAME ADDRESS

SUICIDE
HOMICIDE

(Boweify) ' 21b. PLACE OF INJURY (e.s., Inorabogt
home, farm, faotory, sireet. office bldg..exa.)

R None wWesaley m]}g;, Plne, Hiasouri
18. CAUSE OF DEATH TION INTERVAL BETWEEN
Enteronly onecouseper | 1. DISEASE OR CONDITION . ONSET AND DEATH
lne for (s), (b}, and (c} DIRECTLY LEADING TO DEATH (a)
*This does not mean ANTECEDENT CAUSES
the mode of dying, such | Aforbid conditions, if any, gicing DUE TO (B) ~————
as hear! faliure, asthenia, | rise to the above cause (o) stating
ede. H means the dig. | the undeslying couse last, .
case, injury, or complica- DUE TO (e} e ,
tion which caused death, | 1. OTHER SIGNIFICANT CONDITIONS 7
Conditions coniributing to the death tut nof .
related Lo the disease or condition causing death.
1%a. DATE OF OP_FIFESE 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
4 A / ves [ wo X
21a, ACCIDENT 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

21d. TIME (Monthy (Day) (Year} (Hour}

2le. INJURY OCCURRED
WHILEAT [ NOT WHILE
INJURY . | WORK AT WORK

21f, HOW DID INJURY OCCUR?

PLAINLY—USING UNFADING BLACK INK—MAKE A

22, I hereby

tlended,!,ie deceased from [~ T~ ) ;9':76 lo ﬂ' 7[‘_ — Iﬁé, that I last saw the deceased
m. I

m the causes angaon Lhe dale stated above,

E e o G L

Tl BUR IALALCREMA‘ 24b, DATE 24c. NAME OF CEMETERY OR CREMATOH/
(Bpecily)
%.lrgf‘ai Feb. 5, 1656 Pine Cemetery

24d. LOCATION (Ci , o1 connty) / /(Elate)
Ripley bGotintv, 8

S U el )

UNERAL DIRECTOR'S SIGNATURE ADDRESS
hieana Funeral Home, Doniphan, Missouri

L4 T

(Licensed Embalmer’s Statement on Reverse Side)




RECEIVED

FEB 20 1356
BUTLER CO. HEALTH CENTER

"FILE No.

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, OF By .ot ii ittt titiistea i aaas P , Student Embalmer No...........
working under my personal supervision.. THIS ﬁop)/ WARAS NoT EMBALMED,

................................................ i fé mf A RAMAS .. ...............
Student Signature of Student Embalmer Signed

Licensed Embalmer No...o3.7 4

P. O. Addreu.dé]a—ru'.,a.zm

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

If embalmed by a STUDENT, he also shall sign in his OWN handwnt:ng.

¥ this body-is not embalmed, fact should be so stated above. )




