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O WRITE PLAINLY—USING UNFADING BLACK INE—--MAEKE A PERMANENT RECORD

| FED JAN 3 1957

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
REG. DIST, NO. __/ 0 PRIMARY REG. DIS3T. mS_ug Regisirar's No,ue .. Qf,..é..‘_?..

State File N

40489

2.

urm: moat of

ouns ewinrfne. Lifs, evan if retired)

10b. KIND OF BUSINESS OR IN-
DUSTRY
Qwn Home

(City wad Sutt or Foreign Country)

Prairie Hill,

Missouri

! BIRTH NO.
1. PLACE OF DEATH 2. USUAL, RESIDENCE (Where daceased fived. If 1 Kence before
. COUN . STA adimbi
* ™ Audrain ©STATE Miggouri b. COUNTY Audrain o
b. CITY (! cutelde oorpurate limita, write RURAL and give ¢. LENGTH OF c. CITY In Besidence within Nmits of
OR bip}| STAY (s this place) OR . - iacorporal
owN Saltriver township ' *l  1own  Mexico BT m“‘&"’“‘:ﬁ
d. FrLl’f6l§ ?l_'a.\gf_Eo%F (M not in hospital or Institution, glve sizest address or location) ADDRESS * (If rurl, ghvs loeation} @0 (]L‘;
INSTITUTION Neill Rest Haven Neill FPest Havew
3 NAME OF a. (Firs) b. (Middle) e, (Last) 4 DATE  (Month) (Dey) (Vear
(Typeor Pimy B TBNCES E. McCubbin oEATH  Dec. 24 1956
5, SEX / 6. COLOR OR RACE | 7. MARRIED, NIE\\;’gR EBH@IE | 8. DATE,QF BIR,TH, ’?b 9. tﬁ?m::;;n l~I;" Ur | TEAR ; UNDER 24 WXS.
\ - on Min.
Female White Yeldowe > Dcc. 1‘1LL2 SRR ‘ oml "
lOa USUAL OCCUPATION (Give kind of work 11, BIRTHPLACE e

12, CITIZEN OF WHAT
q COUNTRY?

13a. FATHER'S NAME

Ferris

)

13b, MOTHER, S MAIDEN
Ltindan 3%
£ i s

NAME
arwn' X

A

T4. NAME OF HUSBAND OR wIFE

Deceased

18. CAUSE QOF DEATH
. Enter only onecauseper
line for {a), (b}, and (¢}

*This does not mean
the mode of dying, such
s heart foilure, asthenia,

ee. It meons the dis- | .

I. DISEASE OR CONDITION
DIRECTLY. LEADING TO DEATH® (5)
it Lo

ANTECEDENT CAUSES

Morbid conditions, if eny, giving DUE TO (b)

-

M

IMA._cﬁ-‘-

15=WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY 17. iNFORMANT' ‘n SIGNATURE OR NAME ADDRESS
(Yea, o, 01 unknown) | (I yes, lve war or dates of sarvice) NO.
none none Mrs., J.B., MecCubbin Fulton, Mo.
MEDICAL CERTIFICATION INTERVAL BETWEEN

ONSET AND DEATH -

rise to the above cawie {a) m:tﬁw

the underlyinw catae last.

TR
DUE TO (c}

ease, infury, of complica-
tion which caused denth.

11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but 20f
releted to the disease or condition cauting death.

19a. DATE OF OPERA-
TION

15b. MAJOR FINDINGS OF OPERATION

W;Z:m 3
\J

4 72x

Ao v
ay\umpsw
YES [j ND W

alive on

“&&L
7 )

18 56 , and that death ofcurred at

éﬂ

2ta. ACCIDENT {Bpacity) 21b. PLACEOF INJURY tog., inorsbout | 2lc. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE béroe, farm, actory, srest. offfcs bldg. . et0) -
HOMICIDE . .
21d. TIME {Month) (Day) (Year) (Hoar} 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
oF . WHILE AT{—] NOT WHILE :
INJURY m. WORK AT WORK .
22, I hereby that I aitended the deceased from M_ IBJ:G_ that I last saw the deceased

m. from the causes and on the dale staled above. .

22, SIGNATURE

(D.;m or mle) 4 23b. ADDRESS

Bc. DATE SIGNED

ent on Reverse Side)

5= & Jio Siciranl
Yo BURIAL, cnem; 2b. DATE 24c. NAME oF CEM‘ETERY OR CREMATdRY 24, LOCATION (Oity, town, or county) (5tats) -
BEPLE™ |1 2=27-1956 Laddonia Cemetery g
DATE REC'D BY LOCAL ns SIGNAT RE 2, FUMERAL DIRECTOR'S SI1GNATURE , ADDRESS
IL{%‘Q@ YNCL1A Zg Arnold Funeral Home Mexico, Mo.
J Emb l"l | [




STATEMENT BY LICENSED EMBALMER

| I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal
by e, OF DY it ittt e i rteecarisenesonnsosnsssnriossnmncnancmans carreenrs , Student Embalmer No.............

working under my personal supervision..

Student . ...l
Signature of Student Embalmer

Licensed Embalmer No. Q‘g JT

P. O. Address %ﬁz«)lm

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.

T¢ this body is not embalmed, fact should he so stated above. ' ’

: -



