. No, 300
10.48

UNFADING BLACK INK—MAKE A PERMANENT RECORD

7

PLAINLY—USING

WRITE

THE DIVISION OF HEALTH OF MIX0OURI

FILED AUG 131956  STANDARD CERTIFICATE OF DEATH St e o IS
BIRTH KO, REG. DIST. NO. __4?__ PRIMARY REG. DIST. NO. 1000 Kegistrar's Nu....837...
1, FLAC'E OF DEATH 2. USUAL RESIDENGCE (Whaere deconsed lived. 1t lnstitution: residence befors
- a. COUNTY . -a. STATE . . b. COUNTY, sdinimton?,
Buchanan Missouri =
b. CITY (M outeid limits, writa RURAL and g ¢. LENGTH OF c. CITY . .
198 eateics sorpurmte Hmits. = N ownabipt| STAY iz this place TOR * I-'gl';i “rm%uffwmwtﬂ
OWN__ St. Jo | 1ife __ TOWN  St..doseph _ "o
d. FULL NAME OF (If not in boapital or inatitution, give sireot address or location) o STREET (i rural, give loeation) ]7
HOSPITA ' ADDRESS ol
NSTITUTION St. Josephs Hospital 2321 Sa. _4th St
. NAME QF . {Fi . (M A
3 AME &% s (First) b. (Middle) e. (Last) 1 4. DATE (Month)  (Dey) (Year)
{ Type or Print) ALMA E. 1OFTS CANNON DEATH July 24, 1956
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In years| If UNDIR 1 YEAR | & UMDER 4 WEs.
WIDOWED, DIVORCED (Sp-cih/ Last birthday) Monunl Days | Hours | Min.
10a. USUAL OCCUPATION (Gwekindof work | 10b. KIND OF BUSINESS OR IN- [ H. BIRTHPLACE . . = 3
dooae during mm:otworkin;li!a.l:-nl! raL;.::rd) B DUSTRY (City and State or Foraign Country} C |2CgllJTl‘!%Er‘:'?OFWHAT
hounsewife own home 5t. Jo seph, Missouri.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
Ba : Myrtle Woodard = . _____ | i
15. WAS DECEASED EVER IN U. 5 ARMED FORCB? i6. SOCIAL SECURITY | 7. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yea, bo, 6r unkbown) | {If yes, glve war or dates of nervice} NO. o
na ——— wRlnowiy— M. Willi C 24 S J Se h MO.
18. CAUSE OF DEATH B MEDICAL CERTIFICATION . INTERYAL BETWEEN
| Enter only opeesusoper | 1. DISEASE OR CONDITION : - ONSET AND DEATH

line for {8}, (b), and (c}

DIRECTLY LEADING TO DEATH'(a) GAS‘I‘RO STESTI0W AL BEmoRp it AG £ 2 bAy.l

ANTECEDENT CAUSES

*Thizr doer mot mean . .
the mode of dying, such | Aforbid conditiona, if any, giving PUE TO (b) Ciergosis 0 E LLQ K. M-

as hear? fotfure, asthenia, | rise fo the above cause (a) stating

de. It means the dig. | 'he underlying cause laat.

case, injury, or complica- DUE TO (c)

tion which eaused death. | 11, OTHE'R SIGNIFICANT CONDITIONS -

Oand:tlom contributing to the death but nol
related to the disease or condilion causing dealh.

19a. DATE OF OP'FI%AIG IBD. MAJOR FINDINGS OF OPERATION . g 2. A!.ITOPSY? )
58/0 | vuld w0

21a. ACCIDENT {Bpacity) 21b. PLACE OF INJURY to.x.. lncrabout | 21¢, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE L bome, farcs, lsctory, street, office blds.,et0.)

HOMICIDE
21d. TIME (Month) (Day) (Year} (Hour) 21e. INJURY OCCURRED | 2¥t. HOW DID INJURY OCCUR?

OF WHILEAT[—] NOTWHILE

INJURY WORK AT WORK

22. I hereby certify that I atiended the deceased from Ly @ od% 0 M. IQ_Q that I last saw the deceased
alive on GAMAS ¥Y¥ 19&(‘ and that death occurred at 11230p an., from the causes and on the dale sleted above.

Zin. SIGNATURE v (Degros or une)éanb ADDRESS |3 i PO ASANAL .S'f Z3c. DATE SIGNED
e 7-2 647,

JUAS-

243, BURIAL, CREMA- ¥ NAME OF CEMETERY OR CREMATOR) ZOCATION (Oity, tawn, or county) (State)

TION, REMOVAL (Bpecity)

burial Cemetery St, Joseph, Mo,
DATE REC'D BY LOCAL ISTRAR'S SIGNATURE lzs FUMERAL DIRECTOR'S S| GNATURE ADDRESS
Aug 10, 1956 =

(Licensed Embalmer’s Staternent on Reverse Side)



STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision..

Student...oooininiiiete e rnnaeaiaaes Signe ANl M .-

Signature of Student Embalmer
Licensed Embalmer No.%.5.. S,ﬁ.

: P. O. fAddresS../.z%./.fﬁﬁ‘.%f

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

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

1€ this body is not embalmed, fact should be sc stated above.




