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Q WRITE PLAINLY—USING TUNFADING BLACK INE—MARE A PERMANENT RECORD

- BERTH NO.

ALED JUN 27 1956

STANDARD CERTIFICATE OF DEATH
REG. DIST. NO, l VPRIHARY REG. DIST. NO.B_D_Q_Q_._ Kegistrar’s No.,.... 115

THE DIVISION OF HEALTH OF MISSOURI . 19452

State File No..ovcvviinvrnircrnamseeines

1. PLACE. OF DEATH

2. USUAL RESIDENCE (Where decossed lived. If lnstitution: residenpe before

{ Type or Prinl) Jake

a. COUNTY dair 8. STATE Mo b. cCOUNTY Adair adirinton).

b. CITY (1 outcide corpurate Limits, writs RURAL and give ¢. LENGTH OF c. CITY | - 4 10 Restdenee within timite ;_
OR townabip}| STAY o this place) OR » gty or Incnrpurl wa?

ToWN  Kirksville Toeeet | Toun Greencastle “B°

d. FULL NAME OF (If not in hoapital or institution, glve strect Adrons or #llon) STREET (If rural, giva loestion} . /‘)
HOSPITAL OR ADDRESS
iNsTITUTIoN Ko O. He R. F. D. # 2 M

3. ISJE%%E :-%:3 2. (First) b. (Middle) e (Last) a. DM-E (Month)  (Dey) (Year)

Livingston oearn June 20, 1956

M

5. SEX ﬂ 6. COLOR OR RACE

7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH

MUV Sl | sepe "7, 1871

9. AGE (In yeann

Iugﬁtbdl!),

IF UNDER 1 YEAR
Monﬂu, Days

IF UKDER 4 HRS.
Houm , Min.

10a. USUAL OCCUPATION (Give kind of work
doge during most of werking life, even il retired)

10b. KIND OF BUSINESS OR IN- [ I1. BIRTHPLACE
DUSTRY

(City and St.r.: cr Foreign Country) 12, CIT]ZE:“,OFWHAT

Chariton Coupty, M U.CQ.EL

Farmer Farm
13a. FATHER'S NAME . 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR "IfE

Hugh Livingston Mary Jane Smith Cora M. Judd
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURII\ITOY 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes, koown} [ (11 yes, xive war or dat f service}

gy e |t re vgger o dwsofomiee) | Nome Cora M. Livingston, Greencastle, Mo.

18. CAUSE OF DEATH

line for {a), (b), and (c)

*This does not mean

ete. It means the dis-
case, injury, or complica-

ANTECEDENT CAUSES.

the mode of dying, such | Morbid conditions, if any, giring DUE TO (b)
as heart failure, asthenia, | rise to the above cause (o) siating
the underlying cause last.

1. DISEASE OR CONDITION :
 Fcer only onecausaper | 1 BIBAPS, D BING TO DEATH® oy

tion which couaed death, | 1. OTHER SIGNIFICANT COMDITIQNS U

Conditions contribuding to the death but 20t
related to the direase or condition causing death.

EDICAL CERTIFICATION INTERVAL BETWEEN

ONSET Zﬁ DEATH

(Yoealaz
sl
'5 Sy 2 b /l":_

DUE TO (¢} : 7 ' P _%e—w .

19a. DATE OF OP_FIR‘ON 156, MAJOR FINDINGS OF OPERATION

20. AUTOPSY?

332K| vul @

SUICIDE
HOMICIDE

21a. ACCIDENT (Speciiz)

21b. PLACEOF INJURY ta.g..inorsbout | 21c. (CITY, TOWN. OR TOWNSHIP) (COUNTY) (STATE)

homae, [arm, factory, street, office bidg.,et0.)

INJURY

21d. TIME (Month) (Day) {Year)

{Hour)

2le. INJURY OCCURRED | 21f, HOW DID [NJURY OCCUR?

WHILEAT NOT WHILE
WORK AT WORK

IGNAFU

. -

Z4n. BURITAL, CREMA- | 24b, DATE

Tig;«'].;lzm VAL (Bpecify) 6 /2 3 /56

2. I hereby periify that I altended the deceased frorrg!.lALlj-_ 19& to 4 IQS:Q that I last 2aw the deceased
alive on, , 19}:’& and that deaf occurred al Jo, - the causes and on the dale staled above.
- M)

(Degzpo or ttler™ 23b. ADDRESS 3. DATE SIGNED
jo) Kirksville, Mo, 257,

a(::. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) (Btate}
Thompson Cemetery

Sullivan Co., Mo,

§=23%5 6™

DATE REC'D BY LOCAL RW[R

SIGN

RE

ECTOR'S SIGNATURE ADDRESS
l@ d~l Rirksville, Mo.

(Licensed Embalmer's Slalemml on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

""“ ~I hereby certify that the body whose€ name is recorded on the reverse side of this certificate was emlf
by me, or by ...

working under my personal supervision, .

Student.. ... ...

Licensed Embalmer No.4{ . .
. L
et £
P. Q. Address / ...............

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

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

I this body is not embalmed, fact should be s0 stated above. '

. - s . ' '




