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Coroner cannot certify to o deaoth due to natural causes.

dard nomenclature in item |B. No symptoms will be listed. Al|
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
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PDoctor, coroner, etc. must use .o

diseasas in Part | must be casuvally ralated,

FILED JUN 7 1957

THE DIVISION OF HEALTH OF MISSQURI
STANDARD CERTIFICATE OF DEATH

Registration District No. .. 50 00 Primary Registration Distriet Not.

18825
1003 STATE F-'ILE NUMBER5063

.. Registrar's No. ..

1. PLACE OF DEATH

2. USUAL RESIDEMNCE (Where deceased lived.

If institution; Residence before
admiszion}

{Liconsed Embalmer's Statement on Raverse Side)

a. COUNTY a. STATE b. COUNTY
MISSOURT Scott
b. CITY (If outside corporate limits, give TOWNSHIP only} | Inside Limits e. CITY Inside Limits
OR OR
TN ST, Yes{ Nom TOWN sikeston Yest No0
< Fg';;—];_‘:t‘%o’: (1f NOT 'ﬁi‘gp"&'ﬂ"‘ [‘i’{csgﬁ #T'h of stay in 1b 4. STREET ,003 {!{f outside, give location) Reside on Farm
INSTITUTIONST - b / ADDRESS fa) YesO NeO
3 :::l or First Middle Last 4. DA'I'E onth Day Yeor
TASED
(Type or pring) MARCELLA HOLIFIELD L. HAI 27, 1957 .
5. SEX 6. COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE {/n pears | IF UNDER | YEAR iF UNDER 24 HRS.
MARRIED K NEVER MARm?bD e e B i By
Female White " winoweo (] oworeeo [ Nove17,1928 28
-] W0a. USUAL OCCUPATION (Give kind of work done |105. KIND OF BUSINESS OR INDUSTRY [ 15. BIRTHPLACE (City and stato or country) 12. CITIZEK OF WHAT COUNTRY?
during mos! of working life, even if retired) O
Housewlfe at homs S IS A
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
Ancel Gross Jeng Chaney
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO.|I7. INFORMANT Address
(Yex, no. or unknawn} | {If pee. cive war or dates of service)
no none Folalil -
18, CAUSE OF DEATH [Enfer only one couse p INTERVAL BETWEEN
PART I, DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (a)
Cenditions, if any,
which gave rise fo OUE TO () | W4
above c:uu ;‘).
2tating the under- . .
> lying couse last. DUE TO (¢
[=] PART Il. OTHER SIGRIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TQ THE TERM INAL DISEASE CONDITION GIVEN I PART 1(a) . :\S‘SFA\;JIEPD?Y
= ?
3 / 7 /A vest8 o [
:—: 206, ACCIDENT SUICIDE HOMICIDE | 200, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Pert 1 of ttern 18.)
@ O O a
= 20c. TIME OF | Hour' Month, Day, Year |
S5 INJURY ~ a.m. - :
ua.l Pom.
X | 204 INJURY OCCURRED 20¢. PLACE OF INJURY (¢, ¢., in or about Aome, 20/. CITY. TOWN, OR LOCATION COUNTY STATE
WHHE AT (] NOT WHILE farm, factory, street, office bidg., etc.) ‘
WORK AT WORK - e N .
21, [ ateended the d dfrom h/17/57 . Lo 5/27/57 and laxt saw :" alive on 5]27157
Death occurred at H A m on the date satated above; and to the bost of my knowlede, from the causea stated.
2a. 816 nE { Degree o title) O 225. ADDRESS 22¢, DATE SIGNED
_me 1515 LAFAYETTE AVE. 5/21/57
23g. "BuS} SiATDN‘. 23h. DATE 23%¢. NAME OF CEMETERY OR CREMATORY Z3d. LOCATION (City, lorrn. or counly) (State)
Specy -3 - - o = - - PR st _—— . = - -
2f'-15-27-1957 Stkeston,Mssouri
24. FuNEmAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG, |26. MEGISTRAR'S SIGNATURE /) v
HLIN'S, 2301 Lafayette Avel na " 6" p.. -
McLAUGHLIN'S, 23 y M A - IV, O . | .

/ 1 F4 ‘
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Eoee T * . STATEMENT BY LICENSED EMBALMER

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

by me, 0r by fiuoiiii T e e iereeeeernenanas et eeteaeeniararaas ..., Student Er?lnba.lme_r.I;.Io ........ .

—-—

working under my personal supervision..

Student.. ... e iiiiiiiiaaiaas

CiaT ot ) \-'c: Rt
& o '
= S Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {:

S to comply with the above constitutes grounds for revocation of license).. N .

* 1f embalmed by a STUDEN’T he also shall .sugngm his OWN handwrltmg : - -

If thls bcdy 15 not. embalmed fact should be so, ‘stated above.,  ° . _ . .
v \‘ " " ;: 4 |':-, * !'_ -, ° M . . [ ‘. P
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