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1

(If yea, glve war or dates of service)

wo ¢ THED MAT 0 1356 THE DIVISION OF HEALTH OF MISSOURI 1282
e , STANDARD CERTIFICATE OF DEATH 51600 File Nooommommimsiserssemsnre
BIRTH KRO. REG. DIST. NO. _L‘L___ PRIHARY';!EG. DIST. NO-_é_'_aﬂRegmmr': No..._nz..i.
1. PLACE OF DEATH 2-USUAL RESIDENCE (Where decossed lived. 1f lsstitotion: residence befors
[ l_*%"" DOUGLAS T I ST MISSOURI ™ “°UNTY DOUGLAS™="
b. CITY (it outalde corpuryte limits, wrlta RURAL snd give c. LENGTH OF || ‘e CITY: & Is Residence within limits of
OR i , e ‘
ToRy BLANCHE i t wn.n!nn)- STAY (in this place) -, Tg\nsN . WW . ‘ u\e’l}“y ofjmwrpﬁ?mﬁzj
d. FULL NAME OF (If not ia boapital or institution, give strect addzess or location) o STREET = '(ll; .l"a"nl, x‘lva location) P ¥
HOSPITAL OR ADDRESS '
INSTITUTION . C'j 7 <
BIZIIQEI(\:%ES%';J B, (F:rst.) b. (Middle) ¢. {Last) 4, DS'II:'E (Month) {Day) {Year)
{ Type or Print) KELSA HUBBARD DEATH APR. 22 1056
5. SEX é.ﬁ. COLOR OR RACE | 7 #iADROI?I'!'ED gE‘\'{ER MBRRIED. 8. DATE OF BIRTH 9. AGE&‘;LZ:;)-" ¥ UNDER 1 YEAR | o UNDER ui MRS,
{S8peci; 13 Montha | D h: ] )
MALE WHITE MARKIED | 4 10 1887 o e
108. USUAL OCCUPATION (Givekindafwork | 105. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . N 7Y
done durj, f ull:lou:cni! rotired) ) N DUSTRY (City aad State or Foraige Couatry) c}‘ZCSLT&%EU{?FWAT
HELAEFARIER . | O%N FARM MODENA MO
13a. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. MAME OF HUSBAND’OR WIFE
» WM. J. HUBBARD JANE BANE MATTIE HUBBARD
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 'S S5IGNATURE OR NAME ADDRESS

NONE "®| MATTIE HUBBARD BLANCHE MO.

18. CAUSE OF DEATH
. Enter only onecause per

*This does not meen

ce. It means the dis-

ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, giting DUE TO (b} =
s heart folltre, asthenda, | Tide (o the above cause (o) stating
the underlying couse last.

- plzmc CERTIFICATION . INTERVAL GEWEEN
. DISEASE OR CONDITION Q0 ﬁ Cpr (D ‘ [ a @ . \sz?:[m
Line for (8), (by. and (¢ | DIRECTLY LEADING TO DEATH® ) U MW (! C
.

(

cade, infury, o eotplica-

tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS

DUE TO (c) v/{AA/ng‘-:;/ &W Jﬂ"{(% <

\'2

Conditions contributing o the death but 1ot ~ M /i
related to the disease or condition causing dealh. /c At &] A RAN e art .
I9a. DATE OF OPERA- | 190. MAJOR FINDINGS OF OPERATION ~— v v v v

20. AUTOPSY?

dae| | wlw

21b. PLACE OF INJURY (e.g..inorabout | 21c. (CITY, TOWN. OR TOWNSHIP (COUNTY) (STATE)

21a. ACCIDENT (Bpecity)
SUICIDE boms, farm, fagtory, sireat, office bldg., er0.)
HOMICIDE
21d. TIME (Moows)  {Day)  (Yesr) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID [RJURY OCCUR? - -
oF WHILE AT[—] NOT WHILE
INJURY m. | “woRk AT WORK
2. I hereby certify that I ailended the deceased from , 19 , to , 18 , that I last saw the deceased
alive on , 19 and that death occurred at _ai_J_QPm., from ihe causes and on the dale staled above.
2. SIGNATURE (Degroo or title) (] 230. ADDRESS 2. DATE SIGNED
. BN s
C. ) (vag_ Yo Crmg) =SC

WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD

Ty,
i

/

%dlz).NBURIAL. CREMA- | 24b, DATE ' 24c. NAKME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) 4 (State)
+2]

BURLAE“" | 4 27 1056 AVA AVA  MISSOURI

DATE REC'D BY LO%?;L REGISIRAR'S SIGNATURE A?s FUNERAL DIRECTOR'S S|GNATURE ADDRESS

afh) 56 uQT TN ) 3

(Licensed Embalmer's Statement on Reverse Side)



STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was em
by me, OF DY .o iiieinniii v iiiieeeiiiiiiieereee e aeeeearaeesna e aaaaiaaeonne

working under my personal supervision..

Student....ocoiiiiiieiinianainaacramsaranaannaenan .
Signature of Student Ezbalmer

. P. O. Address,.%e—@/,.z

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 handwriting.

¥4 this body is not embalmed, fact should be so stated above.




