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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

ALED JAN 2 L1957
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1000
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e Rugistrar's No. e

PLACE OF DEATH
. COUNTY Buchanan

2. USUAL RESIDENCE (Where deceased tived. |f institution: Residence before
o STATE Missouri

county G 1in tdﬂiuion)

b. CITY (if outside corporate limits, give TOWNSHIP only)] Inside Limits

c. CITY

ffﬁ 'Insijf Limits

or "USt Toseph " mu| ox Plattsburg 02> 0 vk weo
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) ??ff:‘} 5{5.-..0 Ma.r;m Dixon Hawman " Tin s 18ar
5. SIE;E 1e l 3 cotv?;:; ;A;E 7. ::\:::zo ] NEVER::::;E:EJ B. ‘;;;Fi"itms 1893 |9' g?; gi?tih%f:,;’)' e s hr;.:,:TTuT.S.'

10a. USUAL OCCUPATION (Gire kind of work done ) 10b. KIND

during most of working life, ecen if retired)
Home ke eper

QF BUSINESS OR INDUSTRY

11. BIRTHPLACE (City and starc or country)

Plat tsburg,Missouri

12. CITIZEN OF WHAT COUNTRY?

13. FATHER'S NAME

Tolivar Dixon

14. MOTHER'S MAIDEN NAME

Mattie Lainhart -

es in Part | must be casually reloted. Corener cannot certify 1o a death due fo natural ceuses.

woLiur, coronerl,

OQ- diseas
U:?
Ql

IS}: WAS DECEASED EVER IN U. S. ARMED FORCES? 16, SOCIAL SECURITY NO.| 7. INFORMANT Address
(¥es, no, or unknown) {If yea, oive war or dotes of service)
No 491-10-946p8 M¥rs Ruth Shank Plattsburg Mo
18. CAUSE OF DEATH {Enler onip one cauae per line for (a), (), and (c).] R INTERVAL BETWEEN
PART I, DEATH WAS CAUSED BY: /’Wﬂ MZ@M ONSET AND DEATH
IMMEDIATE CAUSE (a) ; .S'JEOAA)O
7 d
s — —
Conditions, if any, DUE TO (b) b -Y.% -
which gace rise o M A ]
above :guae ;,)' m e | - L-Z % \ e |i|
stating the under- . M
> lying couse lasl. DUE TO (¢) Sy 1 Y- . 1 <5 2’
=] PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART |(n) - 3. ;VE;&;_ S:;?ZES'Y
[
= .
o /75X ves [ wo [&—
E 20a. ACCIDENT SUICIDE HOMICIDE | 204, DESCRIBE HOW iNJURY OCCURRED. (Enler nalure of injury in Part Ior Fart 1f of item 18)
@
5 0 a) 0 e
E' 20c. TIME OF . Hour Month, Doy, Yeer
o INJURY a.m, - —
E P m. .
E [ 20d. INJURY OCCURRED 20¢. PLACE OF INJURY {¢. ¢., iand' ahout ?ame. 20f. CITY. TOWN. OR LOCATION COUNTY STATE
WHILE AT NOT W Jarm, factory, streel, office bidp., cic.
WORK ..D——*n WORK = —— 1"
2t 1 attended the deceased from -s q'b—L;to k"'\ LAS ' \C\Srﬁ'-d last saw 'h." alive on M
Death occurred at | A =0 "g: m on the dar‘e_xltned' above; and to the best of my knowledge, fror the causes stared.
222, SIGNATURE {Degree or title} . - Al 22h appRress ; 22¢, DATE SIGNED
22 770 Grr /6 257
23a. BURIAL.CﬂgmtpN‘. 23). DATE 23¢. HAME OF CEMETERY, 23d. Loc.sgon (City, Wb n. or county) (State}
R VAL {.3pec; - orn
24 FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE

D, D. Lyon Plattsburg, Mo,

Jan 17, 1957
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I hereby certlfy that the body whose name is recorded on the reverse side of this certificate was er

. L ro- .
- ¢ . - -

by me, o:"By e e eeeaaeaenemeeseaeaeeaaaanaaen et e emee e seaseieaeanraan PR , Student Embalmer No........

working under my personal supervisieon.. -

Student ..o e
Signature of Student Embalmer
o . Kl - g ) Sl T SR P O Addres

- . \ . 7y D, /
l

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN H.ANDWRITING

. to comply with the-above constitutes grounds for, revocation of license), L
o If embalmed .by"a STUDENT; hé also shall7sigh”in"hi$ OWN handwriting.” ~ Tt
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