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THE DIVISION OF BEALTH OF MISSCURI

ALED JUL 26 1956

'BIRTH NO.

STANDARD CERTIFICATE OF DEATH.

REG. DISY. NO, g é . PRIMARY REG. DIST. lﬂm;é_. Registror's Na ? y

23232

State File No i

1. PLACE OF DEATH ¢

__a. STATE

Mo

2. USUAL RESIDENCE (Where decensed lived.

M institgtion:

b. COUNTYD L) KB.lb

rexidence before
adiniminn).

b, CITY (1t outetde eorpurate limits, writea RURAL nnd give ¢. LENGTH OF

oM Woatherby e

f@LYf;a this place)

c. CITY

o Weatherby

d Is Rlcsidenl:t within limil of
& city gL lncorporated town?
Yes qb Neo [

d. FULL NAME OF (If not in boepiwal or institution, give streot adilrem or Igcation) o- STREET (I rarsl, givs location) . afou
HOSPITAL OR ADDRESS ;
INSTITUTION 1 Mi,S.E.of town 28 74
3 gE"é“&Es%Fn 8. (First) _ b. (Middle) o (Last) . Dgrg (Montb) . (Day) (Year)
(Twpeor Piney Mattle B Noll pDEATH f - 1-5
5. SEX / 6. COLOR OR RACE | 7. MARRIED, rélzvgscsgsamt—:o. 8. DATE OF BIRTH 9. AGE (ln yesrs| IF ENOIR 1 YEM9 | & Umotn 0 wes.
) ED (Bpe: o y¥) |Monthe| Davs | H Min.
Female / | Vhite widowed June;13.1869 | & | " |
t02. USUAL OCCUPATION tCiswe xind of work | 10b. KIND OF BUSINESS OR IN- | 11 BIRTHPLACE o, LT
done during moatof working m..““‘:! :.';:) DUSTRY e (City and State or Foreign Country) D 12, ngI%EP;?FWHAT
Hougewife Home Mo, .

13a.
Isgsac Beerg

FATHER' 5 NAME

13b. MOTHER™S MAIDEN

Amanda Je

NAME

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

{Yea.'n0,0r unknowa) I (If yea, xive war or dates of service)

16. SOCIAL SECURITY
- NO
None

14, NAME OF HUSBAND'OR ¥IFE

None

Mrg

17. INFORMANT'S SIGNATURE OR NAME

ADDRESS

"arold MeClure Weatherby Mo

18. CAUSE OF DEATH

MEDICAL CERTIFICATION

INTERVAL BETWEEN

. Enter only onecause per 1. DISEASE OR, CONDITION . . OPéSHVAN g TH
Jine for (a), (b}, and (o) | DIRECTLY LEADING TODEATH*(yy _ Chronic  wyoecsrditi ?:eg %, :1
*This does net mean ANTECEDENT CAUSES Art . Scl .
the mode of dying, such | Aorbid conditions, if any, gieing DUE TO (b} rierio clernals
s hear! fatture, asthenia, | rise to the above cause (o) stating
de. I means the dis- the underlying couse last.
eaze, injury, or complica- DUE TO (&) ™~
tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but not ' .
| _related to the disease argcondi!ioﬂ causing death. Senile Dementis
19a. DATE OF QPERA- | 190, MAJOR FINDINGS QF OPERATION 20, AUTOPSY?
TION ‘7‘ 22 \
YES D NO E]

21a. ACCIDENT (Bpacily) 215, PLACEOF INJURY (s.g..lnorabout | 2lc. (CITY, TOWN. OR TOWNSHIF) (COLUNTY) (STATE}

SUICIDE bome, farm, factory, acrest. offics bldg..eta.)

HOMICIDE
2ld. TIME tMoath) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCURY’

IN.?UFRY WHILEAT[™] NOT WHILE
. WORK AT WORK June 29 1 neA
it

22. T hereby certify that I altended the deceased from Dec. 5, 1955, to _MA[,__ 1956 , that I last saw the deceased .

alive on M_ 19& and that death occurred at _t_pm Jfrom the causes and on the dale stated above.

23a. SIGNATURE

{Degrea or mle)q 23b, A’bDR!:'SS

Z3c. DATE SIGNED

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

Q"A.B&. \\!.LL)LQ.LM Winston, Missouri 7-14-56
%_4&.NBI12.|ERMIOAV|ILC§’E.:!1A Z24Ab. DATE 24\, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or connty) {Etate)
N { y) B .
urial \Hopewell Weatherby Mo
CTOR® s SIGHNATURE ADD_.E!’

DATE REC'D BY LOCAL
REG.

/-23-%5

Ma.ysville Mo.




STATEMENT BY LICENSED EMBALMER

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

by me, or by ....... e e aeeaaeeeeaaameeetestasecmeeaseciecesetasannmeecacaieitreassaranens

working under my personal supervision..

1200 13 1 P P Signed......
+ Signeture of Student Embalmer

Lic'eqﬂed Embalmer No.3.9.3.3 .....

\: T . P. O. Address_Maysville M

L]
Note: The above MUST-BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fai
to comply with the above constitutes grounds for revocation of l1cense)
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
1< this body is not embalmed, fact should be so stated above. -

* ’



