THE DIVISION OF HEALTH OF MISSOURI , '
STANDARD CERTIFICATE OF DEATH 7 Siate File Mo

Rec. bisT. no. &b pruaany Rec. DisT. m._‘éﬁL‘é Reai:nar'JNc..A._l ................. -

2. USUAL RESIDENCE (Where decossed lived,
8. .STATE" . " e . b COUNTY
-~ Missgourl

. Mo, 300
. 10.48

19942

ALED JUN 251857

! BIRTH NO.
fin " 1 PLACE OF DEATH ] :
e, COUNTY Atchison
0 s bB. CITY {If outeida corpurate limits, write RURAL nod give c¢. LENGTH OF
OR township) sTéY {in this place)
Town Fairfax wkd,
d. FULL NAME OF (If not in boeapital or inatitution, give streot nddress or location)

AL OR
insTituTion Fairfax Community Hospe.
a. {First} b. (Middle)

If loatitotion: residence,Before

Ho lt nfintmiont.

within limits of

d. Is Resldenca
n ruy qblnnorpmlbd i-m'l

<. ng
TOWN  Mound City

o STREET ¢If rursl, give location)

MQ" % 7 Mi, NW of Mound City

Z. (Last)

the mode of dying, such
az heari fallure, asthenia,
ete. It means the dis-

rise to the above cause (o) stating
the underlying cauze lasl.

.. i éﬂE%héE'SQEIE 4, DS;E (Month)  (Day) (Year)
||__tTepe or Prine) MAUDE MANN cea™H June 10, 1957
. |l S5 SEX ] | 6 COLOR OR RACE | 7. MAR%E_% g!]i\\;‘ERC Esnglig / 8. DATE OF BIRTH 9. Asm:r;)m e | Dr.uu o wotn i s
' - - {8pacily on o ours .
~%ell Female White Harried Mar. 18, 1884 | I
10a. USUAL OCCUPATION of w 10b. KIND OF BUSINESS OR_IN- { 11. BIRTHPLACE - 12, CITIZEN OF WHA
dooqurine mont ot i‘f"l;'?::n; retired DUSTRY (City uad State or Foreign Country)) COUNTRY? T
ousew In the home Fairfax, Missouri USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
Daniel Bower Nancy McK John Mann
i5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' § SIGNATURE OR NAME ADDRESS
(Yee, m.ﬁunkno'n) (If yes. giva war or dates of sorvice) NQ.
o sem———— None John Mann, Mound City, Missouri _
R ION INTERVAL BETWEEN
18. CAUSE OF DEATH - - MEDICAL CERTIFICATIO ) ONSEY AND DEaGH
| Enter only onecausoper | 1. DISEASE OR CONDITION _ W 7
Jine for (8), (b), and () | DIRECTLY LEADING TO DEATH® (5 _ {
*This coes not mean | ANTECEDENT CAUSES
Morbid conditions, if any, giving DUE TO (b}

JPLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT .RECORD

case, injury, or ol DUE TO {¢)
tion which caused death, | 1), OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but nol
| _related to the disease or condition cousing death.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY? U
T 332y 0w
YEs NQ
21a., ACCIDENT {Bpecity) 21b. PLACEOF INJURY te.g..lnerabout | 216, (CITY, TOWN, OR TOWNSHIP} (COUNTY) (STATE)
SUICIDE home, tarm, lastory, strest. offion bidg..sta.)
; HOMICIDE
21d. TIME (Moath) (Dey) (Year) (Houn 21e. INJURY OCCURRED | 21f. HOW DID INJURY CCCUR?
OF WHILEAT[—] NOTWHILE
. INJURY WORK AT WORK
22. I hereby certify that I attended the deceased from _i.i’!l_ 1991 lo _yﬁ_._ E? that I last saw the deceased
; alive on _Qm-_l__ A 5.7 and that death occurred at _5_;_@ m., from the causes and on the dale staled above.
- IGNATUR (Degree or ko) | 23b. ADDRESS 7 23c. DATE SIGNE
5 i/«, x| (DA eep oA, )79 b
- E_ 242 BURIAL-,-CREMA--|-24b. -DATE -~ —_ _|-24c._NAME OF CEMETER_Y_OR CREMATORW | 24d4. LOCATION {City, town, or county) (5tate)
TIQN, REMOVAL (Bpedity} A . _
g B4 6/12/1957 Né&w he Hglt. County, Missouri
7 PHTE REC'D BY LOCAL | REQISTRAR'S SIGNATUR / ‘I!I" AL ACDRESS 7
’ (r(”’ 3 A—J / é
O Meoe )T ]\ Aeryiee.. A aALA N /a‘.- i Lol S/l bt (L

(flamcd Embaimer’s Sanmi on Reverse Si 7



- STATEMENT BY LinNSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal
BY INE, OF DY o iiiintiirieaem e taa e c ot oa s manseaue e et s , Student Embalmer No.---..........

-
&vorking under my personal supervision..

ST A0 123 + | 2 PPN
Signature of Student Embelmer

- V4

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER. in his’ OWN HANDWRITING {Fail
to comply with the above constitutes grounds for revocation of license), Wt L

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

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

- . . . e A “ \ R N

- .- . R e L TSR, PR R HEE S < U@\T?\..}Mn .
£Y - +

Licensed Emib R 20l
.  »o AddreW. ;



