No. 300
10.48

FILED JutL 22 1959

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

" Ll
REG. DIST. RO. é 2"' PRIMARY REG. DIST. NO..ZQZ,Z HRegistrar's No 86

State File Nozgggﬂ.

:BIRTH ND. .
1. PLACE OF DEATH 2 USUAL RESIDENCE (Where deconsed lived. 1f institution: residengs before
2. COUNY  Oooper 2 STATE  M4egourt b COUNTY Cooper \/ﬁumn

line for (a), (b), and (c}

*This does ol mean
the mode of dying, such
o# heart fetlure, asthenia,

DIRECTLY LEADING TO DEATH® 5y

ANTECEDENT CAUSES

Morbid conditions, if any, gising DUE TO (b}

b. CITY «af ide corpurste limits, write RURAL and giv . LENGTH OF . CITY d. Tn Rexidence
R ouse de corpumate " ot m‘::.hip) g‘I‘AY tin tbis place) € OR d'l-'c':zy or am‘rgemr’fmnmm‘::;
Town  Boonville Years TOWN Yo Ne) 4
d. FULL NAME OF (f oot in hoapital or institution, give streot addross or location) STREET (1f rural, give locatlon) ] o D
HOSPITAL ADDRESS /] e
netiioron Haes Convalescent Home 801 Third St,
S'gEAc:NE’ESOEFD a. (First) b. (Middle) e, {Last) 4. Dé}'E J {Month) (ll)afj (Year
(Tvweor ity Allce J. Edwards MeLorn, peary_JULY 195
5. SEX / 6. COLOR OR RACE | 7. MARORIED NE‘YEECIEISREIE?! |.8. DATE OF BIRTH s'lf.GE,Ei'.’,.",‘“ o moea | YR | weben .
(Hpec t ¥ oo Days | H Mia.
Femgle White owed ~ Se " i [ ™ ™
10s. USUAL OCCUPATION (G ofwark | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE . .
done during mot of morkiz ife evea f retired) DUSTRY (City and State ez Foreign Covacer)  {f 12 GINZENOF WHAT
Housgewife homne Boonville, Missouri, | USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME {4. NAME OF HUSBAND OR W|FE
Alfred Edwards, Virginia St;%&,___'— Robert McLorn, ‘
I?{. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURHC‘,( 17 INFORMANT’S SIGNATURE OR NAME ADDRESS
(Yes.no. nawn) | {II yes, xive war or dates of gervice) . N
i1 mIIIL et Mrs, Chas, Warnhoff, Boonville, Mo,
18. CAUSE OF DEATH M £/ INTERVAL BETWEEN
Enter only onecaussper | |, DISEASE OR CONDITION ONSET AND DEATH

rize o the above cause (a) stating

the underiping cause last.

ete. It means the diz- -
eade, infury, or compliea- DUE TO (c)
tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS :
: Condilions contributing to the death but not
related Lo the direase or condition eauring deglh, -
19a. DATE OF OP'IESDAIG 155, MAJOR FINDINGS OF QPERATION 20, AUTOPSY? , *7
0-0 2.;){ YES D NO,

21a. ACCIDENT {Bpecily) 21b. PLACEGF INJURY (a.g..in orabout | 21c. (CITY, TOWN, OR TOWNSHIP) {(COUNTY) (STA

SUICIDE p—e———s boms, farcs, lactory, street, offios bldy., exe.)

HOMICIDE . —_—
21d. TIME (Month) {(Day) (Year) (Hour) 2ie. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

OF WHILE AT

INJURY ————— m. oRK

L

F =

- 7 N
Lfﬁf to .197?
the cafsesdand he

that I last sow the deceased

WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

e

<

S

and that de occufred at date staled above.
{Degree or fitle ?5 73&3 ﬂw TESI ED
.24a..BURIAL .. CREMA- | 24pb.-DATE - 24c. M\“E of CEMETERY -OR-CREMATORY— |-24d: LOCATION- (Olty; town; or co = {Gtate} " "~
TION REMOVAL {Spedfy) . -
Burial July 20 J_Q K7 . Walnut Grove Boonville, Missour_i.
DATE REC'D BY LOCAL | REGISTRAR'S TURE’ 25. FUNERAL DIRECTOR'S SIGNATURE ADDRESS
J— REG.
s/ Goodman & Boller, Boonville, Mo,
— r'd

(Licensed Embalmer's Statement on Reverse Side)




- . T . .
.

N . -

. . * - L

P TR R "5-_).}3\_:' T3y T Y At L\
* STATEMENT BY LICENSED EMBALMER

[y

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

BY INE, OF BY oo ittt e vaaae oo et raa ettt s S , Student Embalmer No............

working under my persocnal supervision..

Student .. ..ot e Signed.. m W .....................

e . = ‘:_-‘ . Licensed Embalmer No"|'539
AN N T DAL |
'\ ‘-; : e "E’; o “_, P, O *Address Bm‘rille’ }
. ! .

Lt - th;: The above MUST'BE SIGNED BY THE LICENSED EMBALMER in h1s LOWN. HANDWRITING (Fa
" to comply with the above constitutes® grounds for revocation of 11cense)

-1f embalmed by a-STUDENT, he also shall sign in his OWN handwriting.

1€ this body i's not embalmed, fact should ‘be so stated above.




