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STANDARD CERTIFICATE OF DEATH

i.... Primary Registration Distrier No. ...

"*W

"STATE FILE NUMBER

3127

S/

Registrar's No. ... =L, L ...

1. PLACE OF DEATH

2. USUAL RESIDENCE (Whaere deceased lived.

If institution: Residance before

odmission)

a. COUNTY Jasper « STATEMi ssourl b. COUNTY Jagper
b. Cg:l' (If outsida corporate limits, giva TOWNSHIP only) | Inside Limits c. CITY ; Inside Limits
Town Webb City, Mo YorXi NoD oRWebb City, Mo &Tﬁ StesF noo
¢. FULL MAME OF {If NOT inhespital, give location)|Length of stay in 1b I id | s
HOSPITAL OR d. STREET oyksi |ve oc } Reside on Farm
HOSPITALOR Tane Ghinn Hosp| 1 days sTREeT 1021 WO CNEYZEA WL [T %
3 ::::nll‘r‘r First Middle Last 4. DATE Month Day Year
AL () Rosalia Mae Leonard o April 10, 1957
5. SEX 1 6. COLOR OR RACE 1. MAR!YED E NEVERMARHIEDD B. DATE OF BIRTH ]9. AGE}(,Tn yeary | IF UNDER | YEAR IF UNDER 24 HRS.
Lirthday) [Bronthe | Daws | Houra | Min.
Female ' | White 00 ovnco] Feb 19, 1892 | 65 | |
1702, USUAL OCCUPATION (Giee kind of work done | 105, KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (City tesdf niiato or country) D 12. CITIZEN OF WHAT COUNTRY?
during moat of working tife, even if retired)
Housewi fe Housewife Ti-ton Ford Mo, U.S.4A,
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME
Stephen H. Johnsoén Malvina King
17. INFORMANT Address

15, WAS DECEASED EVER IN U. 5. ARMED FORCES?

(If yra. give war or dotex of service}

16. SOCIAL SECURITY NO,

487-28-91449

Pred Leonard

Webb City, Mo

.MEDICAL CERTIFICATION

(Yea. no, or uninown}
none
T8 CAUSE OF DEATH |Enter only one cause per fine for (a), tb). and ()] . TRTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: iy . jss AND DE”“
IMMEDIATE CAUSE (a) erminal pn-/mnhgr’y edemng
Conditions, ifany. | put To () Fer 1 tonitis 8 daus
which gare rise to <
atbove eause ; ' . . .
fasing the under- | oue o 0 __Paralytio Tleus & ks ¥
PART 11, OTHER SIGHIFICANT CONDLTIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IK PART I(a} 3. WAS AUTOPSY ]
- PERFORMED? V
Qeneralized arterinsclerpsis S 70( | vsO ol B
20a. ACCIDENT SUICIDE HOMICIDE | 206. DESCRIBE HOW INJURY OCCURRED. (Enter nafure of injury in Part I or Part 11 of itermn 18.)
a a a '
20¢, TIME OF Hour  Monlh, Day, Year
IKJURY a.m, .
p.m. -
204. INJURY OCCURRED 20¢. PLACE OF INJURY (e, ¢., in or ahout home, 20f. CITY, TOWN. OR LOCATION COUNTY S5TATE
WHILE AT NOT WHILE [T farta, factory, street, office bidg.. etc.}
WORK AT WORK
2. Ilrtendud the dec d tro g/l 3‘/67 , to 4—/70/67 and last saw ":’" alive on 4/70/57
Death occurred at ; ? m on the dats atated above; and to the best of my knowledge, from the causes atated,
226. SIGMAT gree ondirle) ,pmb. ADDRESS 22e, DATE $IGNED :
¥ .
L Al M : M webb City,Mo 4/11/57
(State)

23a. BURIAL, CREMATION,

SRR

230 DATE

4/12/1957

Mt . Hope

23c. NAME OF CEMETER'I’ OR CREMATORY

Cenetery .

Webb City,

23d. LOCATION (City, forwn. of counly)

Mo

24. FUNERAL DIRECTOR

Johnston-Arnce-Simpson Mortuary

ADDRESS

25. DATE RECD. BY LOCAL REG.

o-12-87 A

{Licensed Embalmes’s Statement on Reverse Sida)

26. REGISTRAR'S SIGNATURE

=
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STATEMENT BY LICENSED EMBALMER -

I hereby certify that the'body whose name is recorded on the reverse side ‘of ‘this certificate ‘was.emb

" - 1 S ey Lo .
working under my personal supervision..

|
| Student

Signature of Student Embalmer

/ icens ' /1'127 A Lo 4

P. O. Addi-ess....#.éé .......
o Note: The above MUST BE SIGNED BY .THE LICENSED EMBALMER in his OWN HANDWRITING. (F:
to comply with the above constitutes grounds for revocatmn of license). :

1f embalmed by a STUDENT, he also shall sign in his OWN handwntlng. ’ i
If this body fls not embalmed iact should be so stated above,




