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}Q WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD

L

THE
ALED 0CT 10 1956

BIRTH HO.

DIVISION OF FMEALIFR U MLIUURIE

STANDARD CERTIFICATE OF DEATH

+
REG. DIST. NO.b__PRtHMY REG. DIST. HO-_-}—QQ_:'Zlaufmr:Nn %q@

975

State File Na ............

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If lnstitution: residence belors
. COUNTY . STATE * CaaaE b, COUNTY dizineion).
2 Butler : Missouri UYL Butler®
b. CITY {1f oytcide corpurate limits, write RURAL and rive ¢. LENGTH OF c. CITY d. 1o Residence within Dralts of
OR towrship} Y, lin this place) CR " & elty op incorporated town?
Town  Ppplar Bluff S-T ay TOWN Rombamer R ) £).
d. F#é%P?'FAT.EOORF (If pot in hoepits! or instivution, give strect sddrem or location) . ASDTI?REESS {1 rurat, give location) /} v f
wsrtution  Luey Lee Hospital 3,
3615%%55%73 a. {First} b. (Middle) c. (Last} 4. DATE (Month} (Day)
(Tpe or Print) Ada Llee Hamm oearn Sept. 28, 195
5. SEX { 6. COLOR OR RACE | 7. MARRIED, NE\}’ER hésRRIED./ 8. DATE QF BIRTH 9. l:\“GE n .n;n .bl!' u:c.n | YEAR | P UNDER 1 HR.
. {Bpaclt, L 0Bl D B .
female '|white EARAEYE =1 | Aug. 1, 1870 6 | P e e
102. USUAL QCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE o Y e,
:ﬁ.d“ most o i king life, "unull u;r:) DUSTRY S Gty aad State o Forsige Counl.ry) IZCSL.H%NY?FWHAT
ol f'e housewife t. Louis, Mo. U.S. A,
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND’OR WIFE
, unknown ) | unknown Elijah Hama\
IS. WAS DEGEASED EVER IN U.5. ARMED FORCES? | 18, SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yos, 0o, ar unkoown) | (If yes, sive war or dates of service) NO. ..
no Eli jah Hemm, Rombsuer, Mo,
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

1. DISEASE OR CONDITION

- Enter only oneauseper | 1) ooy Ve BING TO DEATH" ()

Infirmaties of old age.

ONSET AND DEATH

line for (s}, (b}, and (c)

*This does nol mean ANTECEDENT CAUSEZ

the mode of dying, nuch

Morbid conditions, if any, giring OUE TO (b)
rise to the above cause (a} sating

ar heart faflure, asthend 1
cart foilure, asthenia, the underlying cause last.

ete. It means the dis-
DUE TO (¢c)

ease, infury, or complica-
tion which caused death, | 1). OTHER SIGNIFICANT CONDITIONS

Conditions eontribtting to the death but nof
related 10 the diseare or condition causing

Fract
death. Sever

Right HlP, Pantroch

anteric,
omminute

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION en Reduct ion Int ernal 20. AUTOPSY?
TION ol - LI ) o
9-14-56 Fixation with hip na £°8 Femoral Plate. ves [ wo
2la. ACCIDENT (Bpweity) 21b., PLACE OF INJURY te.s..lnorabout | 2lc. (CITY, TOWN. OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . bome, farm, fastory, street, ofice bldg..e10.) - /
HOMICIDE E)/
21d. TIME (Moath) {Dey) {(Year) (Hous | 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
SSy - | "f;f::.::f - ,
2, I hereby certify that “md;d&deceased from to M, Iﬂhat I last saw the deceased
/alive on M‘ , 1 and thalgeath occurrcd al m., from the causzes and on the dalg stated above.
% (D o . DATE SIGNED
-
( 7S¢
%BU ER h{&:. CREMA- | 24b. DATE / /f 24c. NAME OF CEMETERY OR CHEMATORY | 24d. LOCATION (®lty, town, or county) (State)
(Spedty)
WETPET 9-30-56 Rombauer cemetery ombauer, Mo,
DA ‘D BY L | REG !G TURE L25, FUNERAL DIRECTOR™ S 51 ENATURE ADDRESS
: G. . .
/5;1/2fig Watkins & Sons Dexter, Mo,
LA — ———

(l.icensed Embalmer's Suatemient on “Reverse Side)




-

RECEIVED

0CT 8
BUTLER CO. HEALTH cE'r7q

FILE No._

\

STATEMENT BY LICENSED EMBALMER

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

by me, or by «.covieiaiall e eeme e icmbaeaiaasns G et eeneeasneeocsasrsnsa e rar s , Student Embalmer No...........

- . ) o P. 0. Addrev

- *Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER n his OWN HANDWRITING. (Faily
to ‘comply with the above constitutes grounds for revocation of ht‘hnse)
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
¢ this body.is not embalmed, fact should be so stated above.

.



