. Heslth,
& Welfare
. Public

h Service

- Doctor, coroner, atc. must vse only standard nomanclature in item 18. No symptoms will be listed. All
s disoases in Part | must be cosually related. Coroqor cannot certify to o death due to natural couses.
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THE DIVISION OF HEALTH OF MISSOURI

ALED JUN 101957

Registration District No. ..-_42......_...

STANDARD CERTIFICATE OF DEATH

~—ee— Primary Registvation District Mo, ..lﬁﬁﬁ........_.m....

TUSTATE Fu_glumat-:n

Ragistrar's No. ..5..9_9_.._......

1. PLACE OF DEATH 2, USUAL RESIDENCE (Whare deceased lived. If institution: Residence belore,s
 COUNTY a. STATE b. COUNTY cdmias]
. Buchanan Kansas Doniphm
b. CITY (If sutside corporate limits, give TOWNSHIP only) | Inside Limita c. CITY s inside Limirs
OR OR
town St. Joseph Yes (X NoD tom  Highland ¢/ 4 Yes¥ NoD
c. sgls_il;l_f::#%é)f: (If NOT inhospital, givelocotion)}L ength of stay in 1b d. STREET {If outside, give locatian) R!}idd on Farm
insTiTuTIon Mo JMeth. Hosp. 1 day ADDRESS YesU  No#
3 :::a :I'D Firat Middle Lant 4. DATE Month Day Year
QF
(Type or print) RACHEL LORINDA POINTER oearn May 28, 1957
5, SEX f | 6. coLOR OR RACE 7. manriep £ never marrizo [J] 8¢ DATE OF BIRTH | 9. ’AG; (in ﬂeru;a iF UNDER | YEAR |IF UNDER 24 HAS.
. g ay Montks | Dan Heours { AMin.
female white o] owonceoJAUZUSE 20, 1882 Y4 [ in

1Da. USUAL OCCUPATION (Gioe kind of work done
during most of working life, even if retired)

housewife

106, KIND OF BUSINESS OR INDUSTRY
ovn home

12, CITIZEN OF WHAT COUNIRY?

UsA

11. BIRTHPLACE (City and atate or country)

Mound City, Mo.

d

13. FATHER'S NAME

Sim Holder

14, MOTHER'S MAIDEN NAME

Martha Dill

15, WAS DECEASED EVER IN U, S, ARMED FORCEST
(Fer, mo. or unknoon) | (If yes, give war or datex of service)

no

16. SOCIAL SECURITY NO,

17. INFORMANT

none

Lee Pointer, Highland,

Addreas
Kansas

PART |. DEATH WAS CAUSED BY:

19. CAUSE OF DEATH [Enter only one cause per line for {a), (). and (¢).]

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any,
which gave risg fo
above cause (@)
stating the under-
lying cause last.

mmeote cavse (o) Cerebral vascular thrombosis of left middle ceee~-

10-12 hours

bral artery.

years.

oue to ¢») Cerebral arteriosclerosis

DUE TO (¢}

352X

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

=
9 PART (. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO [REATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{n} |'§ ;V;Riod'l‘];!"g;‘sl'l -
=
oy T
g . ves [J wo
" 20a. ACCIDENT SUICIDE HOMICIDE | 200. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of infury in Part Ior Part 11 of itern 18.)
g 0 0 a
= [20c. TIME OF  Hour Month, Day, Year
] INJURY  a. m.
hal P,
ZE | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (¢, ., in or chort! home, 20/, CITY. TOWN. OR LOCATION COUNTY STATE
WHILE AT NOT WHILE farm, factory, street, office bldg., eie.)
WORK AT WORK
Cra. ] attended the deceased from 5/28/57 , to 5/28/57 and last saw h" alive on 5/28/57

Deafh occutrtd at

m m““ atated ppove; lrldAo lb?_ﬂ,tpgwy H:owmgerlrom the causes starad.

26, AbDRESSS ©

Physicians & Surgeons Bidg.
oh o,

22, DATE SIGNED

5/31/57

. NAME OF CEMETERY OR CREMATORY

Highland,

. LOCATION (Lity, town. or county)

{State)

Kansas

2. runsml.'h&ﬂ:‘ron

ADDRESS

Heaton-Bowman, St.Joseph, Mo.

25, DATE RECD. BY LOCAL REG,

31,7957

26. HEISTRAR‘S SISNATURE

{Licensed Embalmer's Statemenfon Reverse $ide)




- ‘s

STATEMENT BY.LICENSED EMBALMER
‘'l hereby certify that the body whosé name is recorded on the reverse side of this certificate was emb

by me, or by ...... et e e e eenaean sieerTesceesenses T Student Embalmer No..o.......

working under my personal supervision..

Student oo et et aaaas Signed.M ...... @ -Dj

Signature of Student Embalmer .
' - o . ‘ Licensed Embalm No.z./..ﬁ
‘ o . P.O. Addresj )

o

Note: The above MUST BE SIGNED BY THE,LJCENSED EMBALMER in hlS OWN HANDWRITING. (F
to comply with the above constitutes grounds for Pewn¢ation of lrcense) < . .

- If embalmed by a STUDENT, he also shatl sign in his OWN handwriting.

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




