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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

diseases in.Part |.must be. casually ralated. Coroner caonnot certify 1o a death dua to natural couses.

™~ Docter, carn;lﬁr, etc: must use only stendard nomencioture in item ,18. No symptoms will be listed. All

)
o

FRE DIVISION OF HEALTH DF MISS0UR1
STANDARD CERTIFICATE OF DEATH

TETATE F|LE‘3UMBER

FILED S EP 1 7 19-gurrunon District No, 23& ........ Primary Registration District No. ﬁ 352 .. Ragistrar's No.gs[__

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare dececsed lived. I institution: Residence belore
s COUNTY  Tnon aom o STATEMAnhounA b COUNTY m—(}"bq&m"'“)
b. CITY (If outsida corporate limits, give TOWNSHIP only) | Inside Limits c. CITY (! Inside Limits
OR . OR A /
n Uenscitles Yes@, Noo om  Uowoillen /Y] vl weo
c. Sglgll:.‘.l_?_l:ad%g!: {1 NOT mhsspnol givelocation) L.ng:h .of stay ir: b 4 STREET (4 oulslde, ve location) Reside on Form
INsTiTUTION B0 &, Yiachen] aopress D00 o, q?’ln?/'b Yeso No

3. NAMEZ OF First Middle Lagt

(Type or rind) Sanah Eugenia  Spunlock

4. DATE Month

S Sehit. |

Day Year

0, 1556

5. SEX

Jemode

9. AGE {In ycars | IF UNDER | YEAR |iF uNDER 24 RS,

I 6. COLOR OR RACE  |7. maRRIED [] NEVER MARRIED [J] & PATE OF am'ru

thite mnovgb'm oivorcen [ 19-60. IS‘?JLI “ ﬁ“m M“ﬂ - arcmlm...

[ 10a. USUAL OCCUPATION (@ise kind of work done | 106. XIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (c,,, mdnuu or couniry) '12. CITIZEN OF WHAT COUNTRY?
during most of working life, eoen if retired) q ~ Q
TEALHER ~ Tiorgan Yo., o, U.5.0G,
13. FATHER'S NAME - . 14. MOTHER'S MAIDEN NAME

Lohn Sanons Haote Chiom

15. wAS DECEASED €VER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY KO.|17. INFORMANT Address
(Fep, mo, or unknown} | (IS per, 0ive war or doles of servies)

Ty | ... | Nome }lomngboc/ﬁ ehn/unqrﬁxuebd o,

18,

CAUSE OF DEATH [Enur only one cause per line for (a), (b). and (¢) ]
PART ). DEATH WAS CAUSED BY:

INTERVAL BETWEEN

IMMEDIATE CAUSE (o)

Conditions, if lml‘. DUE To (b)

ONSET AND TH
T2 &na - |

v whick gare rig e . T ) s e T - E—— N T
. i‘ catiac c e L3 LIl PN oo L s . (@)
dating the r.mder #
= tying  cotse last, ] DUE TO (¢} ‘Ma
=] PARY 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINMAL DISEASE CONDITION GIVEN IN PART I{a) - R :’E;SF &l‘l:‘gg\'
-
g s . .. yes[d wo [
= 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Part 1 of item 18.) .
g O O o
2 | ®ec. TIME OF  Hour - Month, Day, Yeor |. j - .
Jy - INURY a. m. - Lo . . . - [ B
E p.m. . : S e .
‘! 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e. ., in or about home, | 201 CITY. TOWN, OR LOCATION COUNTY STATE
WHILE AT [] WNOT WHILE Jarm, faclory, street, office bidg., etc.)
WORK AT WORK

4l

- lattended the deceased from , S 4 . to d last saw Irient " alive on W
Death occurrad at —E-_p.ﬁ— m on the da!a stfjpd above; and to the best of my knowhdﬂe. from f¥e causes stared

- Z20. SIGNATURE - ( Degree of tite) * .- 22b ADDRE
Roce Fllnd T T00s0illen: Mo,

2Z2¢_ DATE SIGNED

Sop? 1,95

23a. BURIAL, cazum}m‘ % 3c] NAME OF CEMETERY OR CREMATORY 2. Locnaou (C‘w. town. or counm
REMOVAL [§pectfy o 5[0 .U
| Buaso Seht, enoillen Cemeterny

(State)

2. FUNERAL DIRECTOR " ADDRESS 25. DATE RECD. BY LOCAL REG. ISTR R’ SIGNA URE
- -~
. Vernaillen, e,  G-/4-34

{Licensed Embolmet’s Statoment on Raverse Side) '~




STATEMENT BY LICENSED EMBALMER

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

LS LT B » Student Embalmer No..........

working under my personal supervision..

Student.....cooiioiiiiririiiiieiiacerrieraanaesiaaaaaan i vevagh oo LA LT =% /‘ﬁ”é

Signature of Student Embalmer

Licensed Embalmer No..‘i.. ."

P. O. Address ..

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

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

If this body is not embalmed, fact should be so stated above, |




