USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Doctar, coroner, etc. must use only standar . b
. diseases in Part | must be casually reloted. Coroner cannot certify to ¢ death due to notural couses.
'
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InE ViU UF NEAL 117 VF MI2UURI

FILED FEB 18 1957

STANDARD CERTIFICATE OF DEATH

Registration District No. oo

3740

42 1000

Primary Registration District No. ...

STATE FILE NUMBER

137

.« Ragistrar's No. .ol

1. PLACE OF DEATH 2. USUAL RESIDEMCE {Where dececsed lived. If institution: Rnid-n;u 'blf_uvu)
. = N admission
a. COUNTY Buchanan o STATE Missouri b. COUNTY  Byghanan
b, CITY (f cutside'corporate limits, ‘give-TOWNSHIP only)} | Inside Limits }f- . CITY-* e a‘.’/'} " tnside'Limits ~
OR OR
TOWN St. Joseph Yesty Nem tows __ St. Joseph e Yesfil NeD
c. 58'5;'#:353': (If NOT in hospitol, givelocation)|Longth of stay in 1b 4 STREET (If eutside, give location) Reside on Farm
insTiTuTion 512 Shady Ave. 30 yrs appress 512 Shady Ave, YesO N
3. NAME OF First Middle Last 4. DATE Month Day Year
DECEASKED OF
- (Twpe or print) MAMIE D. COLHOUR pears  Feb, 5 1957
5, SEX 6. COLOR OR RACE 1. B. DATE OF BIRTH 9. AGE (In pearp | IF UNDER 1| YEAR [iF uNpER 24 WS,
uarrieo [ wever maneico () l Tost hirthdat) [Aomtha | Dawe | Howrs | Min.
Female White / wicowen {]  / oworcen [ October 20, 1876 80

10a. USUAL OCCUPATION (Gire kind of work done
during most of working life, even if retired)

10h. KIND OF BUSINESS OR INDUSTRY

11. BIRTHPLACE (City nd atate or country)

T2. CITIZEN OF WHAT COUNTRY?

At Home Home Nodaway M:Lssouri Z USA
13. FATHER'S NAME 4. MOTHER'S MAIDEN NAME
Michael Chrunister Clara Kimball
15. WAS DECEASED EVER IN U. S. ARMED FORCEST 16. SOCIAL SECURITY NO.{17. INFORMANT Address
{¥ra. no. or unknown) {1f yex. give war or dater of wervics) )
No None Mrs, M. A. Schaeffer Hyattsville Md.

18. CAUSE OF DEATH [Enter only one catise per line for (8), {
PART |. DEATH WAS CAUSED BY:

Conditions, if any,
which gave rise to
above cauze (0)

i .
stating the under DUE TO (¢)

ove To ) _QRTCRIO SALKIPIC  APART Dy E

8), and ().}

INTERVAL BETWEEN
ONSET AND DEATH

2 wbees

IMMEDIATE CAUSE (a) __Q&&D_\&_Q_DMW{QN

YA A/

fving cause lasdl.

Death occurred at

z -
=] PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) bi: 2 ’:\E‘;‘SFS:L%P?
=
™
3 ‘-i 260 | ves[d wo &
E Wa. ACCIDENT SUICIDE HOMICIDE | 200. DESCRIBE HOW INJURY OCCURRED, (Enter nature of infury in Part Tor Part 11 of item 18} f=
ﬁ O O 0
= |2« TIME OF  Hour  Month, Day, Year
e INJURY  a.m.
E pP.-m. i
X | 204. INJURY OCCURRED 20¢. PLACE OF INJURY {e. ¢., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT D NOT WHILE farm, faclory, atreet, office bldg., elc.)
WORK AT WORK ;
y =
21, ] attended the deceased from o ~ ; [ L to _E&M_M_Land last sawxfﬁ alive on

D

2. aoRess (3 DL PAALIAL, =57
)

|
m on the date stated above; and to the best of my knowled{e, from the causecs stated. J
|
|

22¢, DATE SIGNED

2-7~7

2. DATE 23:. HAME ©

2-8-57

23a. BURIAL, CREMATION,
RiNM‘AL (szttlv\

—11:15P
Y /NG

Memorial Park Cemetery

F CEMETERY OR CREMATORY 23. LOCATION (City, town, or county)

St. Jdoseph

{State)

Missourd

NEHAL DtRE ADDRESS

25. DATE RECD. BY LOCAL REG.

_st, Jogeph, Mo, | Jed . //, /?5Z

gGlSTRAR 5 SIGNATURE ;

consed Embalmar's Statemen? on Reverss Side
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T . . i : -
- \,_‘,._ : . . - -
it . 53 STATEMENT BY LICENSED EMBALMER
ot IR PSR TR - * e Lo L . - .

I hereby certify that the body whose name is recorded on the reverse side'of this certificate was e
by me, or by (.o e eesieeaseaaans , Student Embalmer No.........
working under my personal supervision.. \
Student......oovuiiiriiiir i ri i

Signature of Student Embalmer
e . o C e et Troa c--m.‘_ P. O. Addre < 7

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN. HANDWRITING. - (]
to. comply with the above constltutes grounds for revocation of 11cense) .

If embalmed by a STUDENT, he also shall sign in'his OWN handwntmg

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

i - _ £ -



