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> WRITE PLAINLY—USING UINFADING BLACK INE—MAKE A PERMANENT RECORD

Hlfﬂ JUN h)

! BIRTH MDY

1987
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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG, DIST. NO. _éé__PRIMAR_Y REG. DIST. lgoda-

" 46096

5118 File M. reesssssissasiee revessrsens

Kegisirar's No, ./.. .é.... ..........-,./

“BoOKK

of working Life, sven f retired}

Keeper

Autonotive

Audrain County,Missouri

I ' 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decoased lived, If loatitgtion: remidencs Mefore
8. COUNTY ‘8"STATE b. COUNTY ?(if:nn;.
Audrain Missourd Audrain
b, CITY af . v . LENGTH OF CITY .
3 i:&uld. e;.rmtc Ilesits, wrdte RURAL Mm'i:-hip) §T3Y (B‘-bi!ghﬂi . c. d. {;{!::;um ﬂ:unwumlwt;:;
owan Mexico TOWN Mexico * 0 5
d. FH%P{‘AAT. EOOF {If Bot in bospital or inetltution, give strect sddrems or loeation) . 'AngREFE_'Is (If rursl, mhve location) 95 [
strurion  Audrain County Hospital 810 South Olive Street
3.318%%5 &_%IE 8. (First) b. (Middle) ¢, (Last) A "3}‘ (Menth)  (Dag) (Yean)
(Typeor Pint) — Annabelle Worley DEATH May 25, 1957
5. SEX / 6 COLOR OR RACE | 7. VhV!IJ})ROF:RIIEB EWEECPQSRRIED E 8, DATE OF BIRTH 9. I:?Eh:.ﬁ:.)‘" i u&n lnrtn ; UNDER 1 gy,
(Bnd!:) ¥, on nys egrs | Min.
Female White never par _Aug,28,1899 ’ |
10a. USUAL OCCUPATION (GilveMadof work | 10b, KIND OF BUSINESS oa IN- | 1L BIRTHPLACE (¢, i seate or Foreige Conntry) C) 12_CITIZEN OF WHAT

138, FATHER'S NAME
arion B,

Worley

13b. MOTHER'S MAIDEN
BRogsa TDean

NAME

{Yes. 0o, or unkbown) | (I
(0]

i5. WAS DECEASED EVER IN U.S. ARMED FORCF_‘ST

ros, wlve war or dates of service)

16. SOCIAL SECURITY

91-05-6708

14. WAME OF HUSBAND OR ¥IFE

Ray Worlev,

17. INFORMANT"'S S5I1GNATURE OR NAME
Columbia,

ADDRESS
Missouri

18. CAUSE OF DEATH
. Enter only one muse per
line for (a), (b), and (c)

*Thir does nol mean
The mode of dying, such
as beart follure, axthenia,
ete. It means the dig-
care, injury, or complica-
tion which caured death.

MEDICAL CERTIFICATION

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

ANTECEDENT CAUSES

INTERVAL BETWEEN

. . - ouszun DEATH

Morbid conditions, if any, giring DUE TO (b}
rize to the cboer coner () stating
the underlying couse laxt.

DUE TO (¢}

M. OTHER SIGNIFICANT CONDITIONS

Cenditions contribading (o the death bt aot
reloted to the disense or condition couring death.

13a. DATE OF OPERA-
TION

15b. MAJOR FINDINGS OF OPERATION

2. AUTOPSY? 2

\'HD NOE-

H20./

21a. ACCIDENT (Bpacify) 210, PLACE OF INJURY (e.x..Inorabout [ 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, laetory, street, ofSey bidy .. 10} .
HOMICIDE
21d, TIME {Moath) (Day} (Year) (Boun 21e. INJURY OCCURRED | 2It. HOW DID INJURY OCCUR?
WHILE AT KROT WHILE
INJURY = | “worK AT WORK

2. ] hereby certify that | attended the deceared from ‘5_3..L__ 1943_2 lo _.J_-’.L Ial_z that 1 last saw the deceased
aliveon L7 2 319377 and thot death occurred at £8L£F m., from the causes and on the date stated above.

'zr’:o'u namovﬂfﬂﬂl v 27 195
. R

4 Memm" igl

P

Colnmhia

23. SIGNATURE {Degree or titk) LFZ“" ADDRESS 2. DATE SIGNED
and D LAY _Mn L-2'9 - I7
a. BURFAL, CREMA- | 24b, DATE 24c. RAME OF CEMETERY OR CREMAVORY | 249, LOCATION (Oity, town, or county) (State)

Missonri

‘s Sutm on Reverae Sldd

EWEHAL DIRECTOR'S 51 GNATURE

Abb't L1

PHecicd. g




-,

STATEMENT BY LICENSED EMBALMER

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

BY MeE, OF BY 1 otiiiieie e aeeceaeaacsinnsaes et e eeeaeeetrreneaeearantaaanens , Student Embalmer No....ccccoovveen

working under my personal supervision.. ' - |

" s Tt T Pocerd

Licensed Embalmer No:?/]?

Student ................................................
Signeture of Student Embelmer

"Q.\. s B L AQAEESS LT LT

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
T this body is not embalmed, fact should be so stated above. -

\

- : » S



