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PLAINLY—USING TUNFADING
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FILED FEB

THE DIVISION OF HEALTH OF MIS0OURI

151957

STANDARD CERTIFICATE OF DEATH

Stote File No

. Enter only onacause per

line for {8}, {(b), and (¢)

*Thir does not mean
the mode of dying, such
a3 heart failure, gsthenia,
ete. It means the dis-
tase, injury, or complica-

@MM

BIRTH NO. REG. DIST. NO. d 1 PFRIMARY REG. DIST. m&&. Kepistrer's No / 0
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere decoased lived. If Institutjon: rewidanee before
a. COUNTY - e - ~a.-STATE, . . b, COUNTY admimion}.
0nSS Missouri Cass
b. CITY (1t outeid te limits, srlts RURAL and gi ¢, LENGTH OF || c. CiTY
oR outelds corpurte Smite. ¥ tamsabip)| STAY tin this place) 0 . 4 '.‘{?&”:&.“m'r:-:;?ﬁﬂfoﬂz'
TOWN Garden City 12 yrs. TOWN Garden City ° O
d. FHJO-%PI#\AME OF (It not in hupdul or fostitation, give streot Address or Imtlon) A%nggs (U rural, give location) a / q UD
INSI'ITUT!ON at the home )
3. DECEESOEFD a. (First) b. (Middle) ¢. (Last} 4. DSTE (Month) (Day) (Year)
(Typeor Print) Minnie Apgnes Marsh DEATH 1 18 1957
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (o yeans| ir vnotn 1 YEAR | o waDER 1 wms.
WIDOWED, DIVORCED (Bpecil Laat birthday) Monﬂu' Days | Bours | Min.
female wvhite q‘?‘ngle Sept 8_1 1880 76 b I
102. USUAL OCCUPATION tGilve kind of work | 10b. KIND OF BUSINESS QR IN- | 11. BIRTHPLACE : . - 12.
douduri.n;mutn!worklaguh.n:lnni! :atr:d) h DUSTRY {Ciey and State or Poreign Country! / CgL.HTZ%NYTOF WHAT
bouiealreaner Gibson,Michigan SLA.
13a. FATHER'S NAHC— 13b. MOTHER™S MAIDEN NAME 14. NAME OF KUSBAND OR ¥iFE
Andrew J, Marsh {Mary A, Franki er
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes. no.or unknown) ] (1f yea, rive war or dates of service) NO. .
no o none Mrs, €, W, Amos-Garden City, Mo.
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
I. DISEASE OR CONDITION : Lo ONSET AND DEATH .

A

DIRECTLY LEADING TO DEATH* (5

ANTECEDENT CAUSES

Morbi¢ conditions, if any, giring PUE TO (b} Mﬂ’-"""’e"‘_‘-’.—'

rise to the above cause (a) stating
the underlying cause lasl.

DUE TO (¢)

/1774—1

tion which caused death,

1. OTHER SIGNIFICANT CONDITIONS

Conditione contributing fo the death butl 20l
related to the diseose or condition cousing death,

19a. DATE OF OPERA-
TION

| 190, MAJOR FINDINGS OF QPERATION

P |
20. AUTOPSY? wed,_

4 2¢ I _YES D Nox
218, ACCIDENT . (Bpeckiy) 2ib. PLACE OF INJURY (es..inorabort | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE) -
SUICIDE home, farm, factory, strest, offica bldy..ete}
HOMICIDE .
2id. TIME  ° (Menw) (Dsy) ({Year) (Hour} 21e. INJURY OCCURRED | 21f. HOW DID INJURY QCCUR?
WHILEAT NOT WHILE
INJURY WORK AT WORK

22. ] hereby

that I alliended the deceased from

i certs
alive on AKL./ , 19-_r,2,

and that death occurred al

_4@1#

/
_/AL 4,7 that I lost saw the deceased

from the causes and on the date stated above.

23a. SIGNATURE

Lby oyt B st 0o | 1567

24n. BURIAL, CREMA- | Z4b. DATE 242, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oit{town. or uolmty) (Smte)
TION, REMOVAL (Spedlty) .
urial 1-?1-10_‘17 Greenuond Cemetery Greenunad, Missoupi
DATE REC'D BY LOCAL | REGISTRAR'S/AIGNATURE 25. FUNERAL DIRECTOR'S 31 GHATURE™ ADDRESS
—_— |
-22-4 - ; ¥ - D%

(Licerised Embalmer’s Statemeat on Reverse Side)




SfATEMEN‘T BY LICENSED EMBALMER

[~

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

by me, oeliy ....... eeetetneeeeesteneeeeeenasseesieeesmnnsreaieeeesreeennnrrnneeannnn eereeas , Student Embalmer No............

working under my personal supervision..

Signature of Student Exbalwer

-Licensed Embalmer No, 7/{;

, P. O. Address «%—i‘—é

- +~>'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 license).

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

T4 this body is not emnbalmed, fact should be so stated above, '




