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o sympfoms w
USE ONLY. BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

(.a\)' Doctor, coroner, ete. must use only standard nemaenciature in ilem
OUT diseases in Part | must be casually related. Coroner cannot certify to a death due to natural causes.

)

FILED MAR 11 1957

Registration District No. o i

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE QF DEATH

Primary Registration District No. ...%,Q.ﬂ..j....

- Registrar's Mo. 72_’

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

I institution: Rasidance before

i . STATE &, COUNTY ednistion}
a. COUNTY Adair ° Mo Adair
b. Cg:;f {If outside corporate limits, give TOWNSHIP only) | Inside Limits c. CCI)LY o0/ inside Limits
town Novinger Yesgg Mol town Novinger D Yedl Nom
c. sgls.':l’.'_:_l:'ﬁdﬁ OF (tf NOT in hospital, give location)|Length of stay in 1b 4. STREET {1f outsido, give locotion) Reside on Farm
INshTUTIOAt Home Yrs ADORESs Novinger YesO N
3. :23':‘; :!r Firat Middle Lest 4. DATE Month Dy Year
D oF .
(Tt pe or print) Mollie Lea Wyatt cEATH Mar, b, 1957
5. sEx 6. COLOR DR RACE 7. marriep ) wever MARRIED [} 8- DATE OF BIRTH 9. AGE (In yenra | IF UNDER | YEAR IF UNDER 24 HRS.
| ‘ igst birthdey) [afonthe | Da H M
F W Aug. 12, 1890 66 o B el
/ WIDOWED @ 2 piwvorcen [} Ee »
’ 12, CITIZEN OF WHAT COUNTRY?

102. USUAL CCCUPATION (Gipe kind of work done
during most of working life, even if retired)

100. KIND OF BUSINESS OR INDUSTRY

11. BIRTHPLACE (City and atate or country}

(Fep, no. or unknawn) I (1f yea. pive war or dales of service)

12, FATHER'S NAME 14, MOTHER'S MAIDEN NAME
George Dennie Maggie Upchurch
15, WAS DECEASED EVER IN U. S, ARMED FORCES? 16. SOCIAL SECURITY NQ.[17. INFORMANT Address

Joie Wyatt, Novinger, Mo.

PART |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH [Enter only one cause per line for (a), (b). end (¢).}

Carcinoma of Liver-

INTERVAL BETWEEN

o

AI:E) DEATH

Death occurred at

Conditions, if any, DUE TO (b)
which gate rise to
abore cause (6} "
Hating the under- .,
= lying  cause loal. BUE TO (c) - _ -
Q PART 1i. OTHER SIGKIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART [{n) 37WAS AUTOPSY
1-.‘- PERFORMED?
hy] /& é/ ves [ vo ) 2
‘E 20a. ACCIDENT SUICIDE HOMICIDE | 206. DESCRIBE HOW INJURY OCCURRED. (Enfer nalure of injury in Part I or Part 1 of item 18.) ’
i g 8 O
=]
< [0 TIME OF  IHour  Month, Day, Year
1S INJURY | a@.m. | ' T
E p.m.
X | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e. 9., in or about home, 20f. CITY, TOWN. OR LOCATION COUNTY STATE
WHILE AT NOT WHILE O farm, factory, sireet, office bldg., etc.}
WORK AT WORK
21. I attended the d d from Dec. 1956 . to Mar. 69 L9571 and last aawﬁ alive on Mar. 6! 1957

m on the date stated above; and to the best of my knowledde, from the causes atated.

22b. ADDRESS

Kirksvill

e, Mo.

B/6;

/;%SIGNED

23a. BURIAL, CREMATION, |235. DATE

Buiii‘i«&tt“*’"‘fﬂ‘ 3/9/5(

. 3:20 AM.
- gf]%me 0. »

23¢c. NAME OF CEMETERY OR CREMATORY
Novinger Cemetery

23d. LOCATION {City, lown, or county)
" Novinger, Mo.

{State)

ADDRESS

Kirksville, Mo.

25. DATE RECD. BY LOCAL REG.

3-7-1957

{Licensed Embalmar’s Statement an Reverse Side)

26 GISTRAR'S SIGNATURE
srce UW%—
Fd
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e , STATEMENT BY LICENSED EMBALMER
1 hereby certify that the body whose name is recorded on the reverse silde of this certificate was e
Aby_me, or by .............. RJ‘Chard R'Ellls. ..................................... , Student Embalmer Nocél—éz

working under my personal supervision..

Student L
Signature of

udent Ewbllwer

. ; / |
Licensed Embalmer No.. 7|

et o P S v «730 .. P, O. Address/....
BN . : L. el
.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): . N
If embalmed by a STUDENT, he also shall sign in hiss OWN’ handwntlng
If this b.ody is not.embalmed, fact should be so stated above, N “:\\S_ ‘ 4




