THE DIVISION OF HEALTH OF MISSOUR!

. M0.300 || . : - :
s | FIEDMAR 121956  STANDARD CERTIFICATE OF DEATH State il Now "
BIRTH KO, REG. DIST. m.é? 4 PRIMARY REG. DIST. NO. \sj“mmmanm ..,/:;2;? ..... _—
1. PLACE OF DEATH ' 77 2. USUAL RESIDENCE (Whers decensed lived. If § e befoe
’ 0 a. COUNTY PETTIS 2 STATE MTSSOURI b, coum'v PET‘I’ IS “wiicimion,
b. CITY (If outeide corpurats Umits, write RURAL and give ¢ LENGTH OF c. CITY d. Is Residence within lizuts s of :
OR -
| TOWN SEDALIA tameatite)| STRY ‘a'“'""'" Tg'lﬁN SEDALIA i HETE R
d. FULL NAME OF (I not in bospital or i 1o, give strect add or 1 ) raral, give location) a 7'
HOSPITA DoAY
| INSTITOTION BOTHWELL HOSPITAL " ABBRSs 1220'S. Mass. X
i 3. NAME OF a. (First) b. (Middle) c. (Laxt) 4. DATE (M,m, (Your)
. DECEASED
| (Typeor Prine)  EVE May Warren DEaH 2 T¥s6
5. SEX / 6. COLOR OR RACE | 7. MARRIED, NE\yERCPégR(EIED. #} 8. DATE OF BIRTH 5. AGE (Iz:;;n r oo’y D_n: o toeR o .
——— , oD H Miz,
Female '| White Aug 31, 1875 | "B« [Me] P | Hemy
10a. i:itﬂ; SEE’?:‘I“?’E (G kiod of work | 10b. KIND OF BUSINESS OR | IN: | 11 BIRTHPLACE (0,01 0y giure o Foraiga Country) Is 2, G@C%WFWH”
Housewife Home Pettis County, .
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME t4. NAME OF HUSBAND/OR WIFE
John May . Sallie Sharp Henry L. Warren
IS, WAS DECEASED EVER IN U.S. ARMLD FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
v iy, - .
TN “None ™" None Eee May, Sedalia, Mo.
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL EETWEEN

1. DISEASE OR CONDITION- ONSET AND DEATH
PIRECTLY LEADING TO °”“'“'<a> -ﬂcu-te_anhﬁ.niaLmy_ona_ndj_aJ_Ln_tam_tj on_ 24hrs

ANTECEDENT CAUSES

Mortdd conditions, if any, giring DUE TO (b) 24 hrs

rise Lo the abowe cause (a) stating
the underlying cause lagt,

-Enter only onecaus per
line for (a), (b}, and (c)

*This does tiof megn
the mode of dying, such
as# heart faflure, asthenta,
ele. It meens the 2i-

Acute pulmonary edema

WRITE PLAINLY—USING UNFADING BLACK INE—MAXE A PERMANENT RECORD

cade, injury, or complica-

pueto (3 Left sided heart failure

24 hrs

alive on

, 195& , and that death occurred ot £©.

tion which eqused death, | 3. OTHER SIGP::FICANL (;i)NDlIlONS Hype rt ans 1 ve C ard i o~V ascu lar Di g, 5 yrs
| _relied o the Gscn o onditon amerasean. Arteriosclerotic Heart Diseasd 3 yrs
192, DATE OF OPERA- | 195. MAJOR FINDINGS OF OPERATION . 2. AUTOPSY?
° TION 64 . J_l 2.0 (
, ves [ ] wo ]
218, ACCIDENT {Bpacify) 2ib. PLACEOF [INJURY (sg..in0rabout | 21c, {CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE, Bosue, farm, fastory, sireet, offes bldy., sta.)
HOMICIDE _
21d. TIME (Montk) (Day) (Year) (Houn 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
WHILEAT KOT WHILE
INJURY = | “work AT WORK
2, I hereby certify that I ptiended the deceased from M 19859 1o M. 1855, thot I lost saw the deceased

m., from the causez and on the date stated above.

231, SIGNATVRE

/"'_' {Degree or title

23b, ADDRESS

Z3¢. DATE SIGNED

& Duneliase

5004 So. Ohio,Sedalis,Mo,

%fiua |I:.{IER m[ 6‘\}' ﬂf_cm-:m- . DATE I 24, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, of county) (Slate)
+ (Bpacity)
Burial 2/7/56 Crown Hill Cemptery Sedalia, Mo,
DATE REC'D BY LOCAL RAR’S SIGNATURE 2z 5} |=. RAL DIRECTOR' IGHATVRE ADDRE SS N
/7 EG, ~ - - i
WAL 2.l N alia, Mo,

cended

Embdmn'l Staternetit on Reverse Side)
kR o -




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, or by ..... e eeensitiesemannanan s ...................... Cemeeeen , Student Embalmer NO...cccouene.--

working under my personal supervision..

Student.....ooiooiiiiiireaieiiae e Signed ﬁ {j %f@%% .......... ceecereeennann

Signaturs of Student Embalmer
Licensed Embalmer No'?l'l.(f

~ ) P. O. Address-¥

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

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

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



