THE DIVISION OF HEALTH OF MISSOURI

0. 300 . )
- ' AiED JUN 4 (g5  STANDARD CERTIFICATE OF DEATH stae Fite No.. L QDAD.
n/- ! B4RTH O, res. pist. wo. _2Ak  rriwaay vec. oist. wo. 0T wegistears No { “"'
1. PLACE OF DEATH ‘ 7. USUAL RESIDENCE (Where decensed lived. If Institutlon: resldence bafors
a. COUNTY a. STATE b. COUNTY adenission).
Saline JMissonri Saline
b. CITY (1f outside corpurate Himita, write RURAL and give ¢. LENGTH OF c. CITY {Uf outelde corporate Limity, write RURAL and give township)
towpahip){ STAY iin this place) 0
TOWN rshall TOWN Malta Bend 6q 79,
. FULL NAME OF lan, giv 1 tocath b =
HOSPITAL OR - "R 1 T, TR aers WX o (R 0 rocal, give location)
INSTITUTION Ryy io rd Rest Ho N Agnes Street
3 NAME OF a. (Firs) b. (Middie) e, (Last) a, DATE (Month) (Day) (Year)
5 (Typeor Pty Phobe Jane Anderson DEATH May 22 56
| 5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, ) | 8. DATE OF BIRTH 9. AGE (In years| 7 UNDIN | YoAR | * WoER @ mxt,
: WlDOgED DIVQRCED (8 last birthdsy) Manﬂn, Daye | Hours | Mia,
I Female Negro Widowe Feb 17,1872 84 l
10a. USUAL OCCUPATION (G kind ot werk | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (tata or forelen sounicy) D 12, CITIZEN OF WHAT
| mmni-wkiu UUfs, wwan if rytired) DUSTRY COUNTRY?
Teac Missouri U.S.A
13a. FATHER S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR W &fm
William Buckner { Iucy Buckner j - :
i5. WAS DECEASED EVER IN U_S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT 5 5[GNATURE OR NAME ADDRESS
(Yoo no. or unknowa) | (Il yea, xive war or dates of asrvice) NO. .
no none Mrs,Evia Jane Belt,Omaha,Nebreska
19. CAUSE OF DEATH 1 L CERTIFICATION -~ INTERVAL BETWEEN .
I. DISEASE OR CONDITION ’ ) NSET AND
 Enter onlyoneeausaper | Ly b@ oS FEABING TO DEATH*(q) ? ? D j/L ’Zﬁ ~— M '

line for (a), (b), and {c)
ThE 2ocs ot meam | ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any, giving BUE TO (8)

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

as beartfallure, asthenia, | rize to the abose cauae (o) dating . . e e - . ) N .
cte. It means the dis- | the underlping couse last: - - -
ease, infury, or complica- _ _DUETO () _ ]
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS . DU Cf
Conditions contributing to the death but not
related to the disease or condition cousing death.
192 DATE OF OPERA- /| 190.-MAJOR FINDINGS OF OPERATION & % * f%. .~ . . .- . i - 7| 2. AUTOPSY?
TION g é it
. . N ves (] no
21z, ACCIDENT {Specify) 21b. PLACE OF INJURY (e.s..inorabout | 2Tc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (SI'ATE)/
SUICIDE . home, Iarm, fagtory, strest. ofics bldg..ete) . S . T Chs - ¢
HOMICIDE \
2td. TIME (Momth) (Day) (Year): (Hour) 2le, INJURY OCCURRED | 211. HOW DID [NJURY QCCUR?
' WHILEAT KOT WHILE - .
INJURY A Am. B | work AT WORK s e .- v +
21 hereby certify that I attaM%cerrM AN 9’( 5{ 19 , that I last saw the deceased
alive on , 18 and that death occurred a L. m, frmn the causes and on the daie staled above.
. ; - (Degreo of tit %DRBS Ag/ % 2%. DATE SIGNED
:ZZﬁ MJ‘/ ’ g 4 L ? ‘L"Jz
20 BURIAL"CREMA- 24b. DATI 24c. NAME OF CEMETERY OR CREMATORY | | 24d. LOCATION (City, town, or county) (Btate) .
urtal o 15/26/56 Fairview C '
DATE REC'D BY LOCAL | REGISTRAR i[c] URE -
27 & REG- | @&
7 e-21-50 : .
/ {Licennsed Emnbaimer's Stat




[

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by.._

Student Embalmer No.

e

working under my persona! supervision,

Student ..ecuueensa Gt erkentssarecasrrrannas Signed. -
Student Embalmar .

censed Embalmer No.qéé.ZZ.Q .....................

ure te comply wi

P, O. Address MY s

Nm:_ The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fail
the sbove constitutes grounds for revocation of license,)

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




