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

N
\
——

‘ THE DIVISION OF HEALTH OF MISSOURI 199 4 4
FLED JUL 2 1956  STANDARD CERTIFICATE OF DEATH Sttt File Nowoormesreren s
!BIRTH NO. REG. DIST. NOG. 7/ PRIMARY REG. DIST. No.m Regisirar's No J//f
1. PLACE OF DEATH * > 2. USUAL RESIDENCE (Where decoased lived, If !natitution: residsnce before
a.” COUNTY Cla Y a. STATE Mi s SOU.I‘i - b, COUNTY c la Y adsuission).

b. CITY (It outeide eorpurate limits, write RURAL and give

¢, EENGTH OF Mag €. CITY . d. Ia Residence within limlts of

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

*This does not mean
the mode of dyirg, such
as heart fatlure, asthenia,
ete. It means the dis-

sase, injury, or complica-
tion which caused death.

OR townahip) Y (ip thia place)|] » ' . - & ity or_incarporated town?
TownRural-<Fishing River 59 T3 rown Rural ' e Y %’MV
d. FE&%P?‘FA.A“{EO%F (If not in hoapizal or institution, give streot address or location) ! A%r§l§EEgS L. rural, give location) w
NTEST 4, Miles S, Excelsior Spgp. 4 Miles S. Excelsior Spgs Mo.
3. NAME OF a., (First) b. (Mliddle) c. (Last) 4. DATE (Month)  (Day)  (Year)
DECEASED - ] OF
(Typeor priny  SARAH UNGER peartn May 31 1956
5. SEX / 6. COLOR OR RACE | 7. gfu%ﬂf’.% gwggcnggnmm 8, DATE OF BIRTH 9. 12?5 t{:j:.;n I ur:::n | YEAR | F UNoER m was.
; . . (Specifyy | X i irthday. on Days | Hours | Min.
Female [| White 1yYdow M bec 19 1896 R |
10a. USUAL OCCUPATION (Givekindof work | 10b, KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE i )
:nnuduri.nl mulof!llclr'hg!n(.‘:::r‘lifm'ﬁr:d]; foe DUSTRY (City and State o Foreign Countrv) a 12C8L1H%ER§?OFWHAT
House Work Home Clay County Missouri | Ul.8.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
|_aApavide Snow Sarah Moore | ####  #HE R
5. WAS DECEASED EVER 1N U.S.ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT" 5 51GNATURE OR NAME ADDRESS
{Yea r zoknown)} (If yea, kivg war or dstes of service)
NS | No© £99=10 -9600_ Mr Eugene Unger- Excelsior Spgs Mo
18 CAUSE OF DEATH MEDICAL CERT[FICATION 'ONSEY AP DEAT
only onet r 1 1. DISEASE OR CGNDITION -
- Enter only anecuuseper | Ty pECTL Y LEADING TO DEM‘H‘(Q) a re bial MHersrria ! '] ?}

ANTECEDENT CAUSE_.

Morbid conditions, if any, giring DUE TO (b)
. rige to the abope cause (a) stating
the u_nderl;vina caute last.

. " °  DUETO (g -t B T
I1. OTHER SIGNIFICANT CONDITIONS

Conditione contributing to the death but not
related to the disease or condilion causing death.

Hyp.u..‘f"ﬂ-\h“'\

19a. DATE OF OP_'E_IFEIN 15b. MAJOR FINDINGS OF OPERATION ) 2 3 . 20. AUTCPSY?
- - (X | i
21a, ACCIDENT {Bpecity) 21b. PLACEOF INJURY (e.g..inorebout | 2lc. (CITY, TOWN. OR TOWNSHIP) (COUNTY) (STATE)
b UICIDE . . home, farm, fastory, atrent, ofice bids., 636.)
. -HOMICIDE . 1. - -
21d. TIME {Month) (Day) {(Year) {Hour) 21e. INJURY OCCURRED 2. HOW DID INJURY OCCUR? :
WHILE AT NOT WHILE
INJURY WORK AT WORK

2. I hereby CT that 1 attende‘rze deceased from ! ma 19&, to 3] b “'} , 19 5‘, that I last saw the deceased
alive on _,h); P& and that death occurred al m., from the causes and on the date stated above.

23, S{GNATURE eor B Sandenmegre o titlk) ¢¥3b. ADDRESS 23c. DATE SIGNED
, g j M.D.] Excelsior Springs Missouui 6// /56
T, NBE R 3\'&1.% ,E.ﬁ;ﬁ, 24b. DATE 24z, NAME OF. CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, or county) (State)
Burial 6/2/1956 Masonic Cemetsry Excelsior Springs Mo
DATE. REC'D BY LOCAL | REGJSTRAR'S SIGNATU}EE 125 ru‘yznu DILRECTOR'S SIGNATURE ADDRESS
b/5 /5% "™ . Ex- Springs,Mo.

ivensed Embalmet’s Statemment Reverse Side} ¥




- £ - r _

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was e

working under my personal supervision. .

Student. ... i
Signature of Student Embalmer

e P. O. Address. BX=Spring

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 so stated above. |

[N




