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Y.
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WRITE PLAINLY—USING UNFADING BLACK INE—MARKE A PERMANENT RECORD

ALED MAR 25 1657

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. 3 Z:Z PRIMARY REG. DIST. NO.M“;J;"‘”.;N,_”"_ /é-,,s

State Fiic No...

! BIRTH NO.
1. PLACE OF DEATH ¥ 2. USUAL RESIDENCE (Where daconsed lived. If inatitusion: residence befors
a. COUNTY a. STATE . e b, COUNTY adivimion?.
Pettis Mi ssouri Pettis
b. CITY (1t outetd tmits, write RURAL and giv . LENGTH OF || e CITY . In Residence wi :
et come il e TORAL w2l | e ol O O s
TOWN Sedalia 10 _days TOWN Sedalia /J - ° D
d. FHL|§ NAME OF (1f oot ia hospital or Instirution. fi!-a streot address or locatlon) STREEE'STS (If rara!, give location)
AL SR Bothwell. Hospital *'AoDR 603 East 13th
3. NAME OF a. (First) b. (Miadis) . (Last) 4. DATE (Maonth (D (Year)
DECEASED " COF 3
DECEASED " LU MOBLEY WESTFALL JOF march 19, 1857
5. SEX ’ 6. COLOR OR RACE | 7. MARF%E% gF\ygSChESRR]ED'Q SADATE iF Bé%TH 1876 9.:.(55”(‘? n)-n .bli' ‘JNL:'EII IDvi'.ln g UNDER M HRS,
2 . (Bpacily. Il t o9 e ours | Min.
Female | White R owed p s gb [ |
10a. USUAL OCCUP::‘I"L(E&(:&::;?::‘;P:I; 10b. KIND OF BUSINESS OR IN‘; 1L BIRTHPLACE (0.0 o4 Seate or Foreign c""""() 12, CLTI%EI‘;(TJFWHAT
‘Houseite Own Home Worth County, Missouri eSeh.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN

, Charles Mobley

Matilda lohpaseh

4. NAME OF HUSBAND'OR WIFE

Cyril N, Westfall .

NAME

15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECUR!TC;(

17. INFORMANT' 5 SIGNA'gBKj % €Mi3th ADDRESS

{Yee.po.or unknown) | (I yes, wive war of dates of sorvice)
Ko EHGEORGSHR None

18. CAUSE OF DEATH MEDICAL C

. Enter only onecouse per
line for (s}, (b), and (¢}

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH* ()

*This does not mean ANTECEDENT CAUSES

the mode of dyinp, such
as hearl fallure, arthenia,
ele. It means the dis-

rise to the above cause (a) slating
the underlying cauae last.

Morbid conditions, if any, giring DUE TO (b) m I "'-:' dﬁmﬂ_
DUE TO (0)  Eamemenrle— .

Forrest Westfall, s .
ERTIFICATION kel ] Hos INTERVAL BETWEEN

- ONSET AND DEATH
( éz ,-’_f .

case, injury, or complice-

tion whick eauaed death, | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the decth but not
related to the dizease or condition causing death.

196, MAJOR FINDINGS OF OPERATION

20. AUTOPSY? oo, .

19a. DATE OF OPERA- .
TION 20 :
H w0 w
21a. ACCIDENT {Bpacity} 21b. PLACE OF INJURY (ex..Inorabout | 2c. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE) t
SUICIDE homs, [arm, lactory, street, ofios bidg..eta.)
HOMICIDE
2id. TIME [Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED { 214, HOW DID INJURY OCCUR?
OF WHILEAT[ ] NOT WHILE
INJURY =. | WORK AT WORK

22. I hereby certify that I allended the deceased from .-
alive on M 19 7 and that death occurred al

19_2 la _L?ﬁﬁ(ﬁaﬁ_ 195_7thaf I last saw the deceased

m., from the causes and on the dale stated above,

{Licensed Embalpgh’s

everse Side)

tatemetit on

23s. SIGNATURE Degree or tll@ 23b. ADDRESS 23c. DATE SIGNED
if o A 97 D, el Ao 204l
24s, BURIAL, CREMA- | 24b. DATE 24s. NAME OF CEMETERY OR CREMATQRY 24d. LOCATION (Clty, town, or connty) (5tate}
TION. g a1 | 3/21/57 Grandview Cemete Albany, Missouri
REC'D BY_LEE%L RE! RAR'S SIGNATURE ’ . F DIRECTOR S ATURE .ADD.ESﬁ
/57 et s) ALL oy 18, “o-
/



EPIEVVRL Ry 7 | DUV N L

-

STATEMENT BY LICENSED EMBALMER

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

BY INE, OF DY ottt iiaiie i rerrr e saeaiiar e aaarartrr o aeaaas s trtaa s Student Embalmer No......iccc.aaal.

Lok .

Licensed Embalmer No.'.?..y[ 7

P. O. AddressM')

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER. in his OWN HANDWRITING. (Failur
to comply with the above constitutes grounds for revocation of license).

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

1° this body is-‘not embalmed, fact should be so stated above.

working under my personal supervision..

Student...cocvvmeaniiriri ittt e iaaaaaeaaaa
Signature of Student Exbalmer

. . L . Ty

- - . Y.




