THE DIVISSION OF HEALTH OF MISSOURI

. Mo.300 }
e l FILED SEP 121957  STANDARD CERTIFICATE OF DEATH vt i o I LDL...
! aiRTH 8O REG. DIST. NO. _&ﬂ PRIMARY REG. DIST. NO. ﬂé__. Registrar's N, SJT
1. PLLACE OF DEATH . 2. USUAL RESIDENCE (Where d d lived. .M lostf resbdence” bafore
a. COUNTY a. STATE . itlnbmlon).
/ Marion Missouri Werion - /
b. CITY (¢ eutride corporate limits, write RURAL and give c. LENGTH -OF ¢. CITY (If outelds corparste limits, write RURAL and give township)
OR . township) | STAY (in this piace) OR .
TOWN Taylor 9 month TOWN _Taylor o1 0
. hoapital or institoti e Ad ot losation) . v (7
d méSLPr'F‘AT_EO%F {If not in 3, glve streot d ASJ[?RFEETS (5t runal, give bocation)
INSTITUTION.
3 NAME OF a. (Fist} . b. (Middle) :ﬁ(hml ‘4 DATE (ngm,,m‘m.,) (Year)
(Tveor Pty TlOROLHY . Mae Quiney— oEAng e pLEMIET 2 ,1957
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE/QOF BIRTH - - 9. AGE (Io years|  UNDER | YEAR | OF UMOER 4 nks.
WIDOWED, DIVORCED (8pacif: o . iast birthday) uouu, Days | Hours } Min
emle te - | Julry.171918 39 |
10a. USUAL OCCUPATION (Giwexind of werk | 10b. KIND OF BUSINES OR IN- | 13. BIRTHPLACE (8tate o foreign oountry) . 12, CITIZEN OF WHAT
danduhimmor'-m.m..mu retired) DUSTRY - / COUNTRY?
Waltress Restaurant Clinton, Yllinois. U.8.,
"IS:. FATHER'S NAME 13b. MOTHER'5 MAIDEN NAME T4. NAME OF HUSBAND OR WIFE
~_Willia Samson Crum | JIya—'Miex
I5. WAS DECEASED EVER IN U.S5. ARMED FORCES? | 16. SOCIAL SECURITY
(Yus, Bo. oy unknown} | (I yes, xive war or dates of service) NO,
No 5=}
18. CAUSE OF DEATH MEDICAL CERTIFR,

I. DISEASE OR CONDITION
- Enter anly onecausoper nml—:c-rl.vLEADmGTo%EATH'(a) Shot gun proord T Joce and e,
(] L

line for {8}, (b), and {(¢)

*This does not mean | ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, giving DUE TO (b)
a2 heart faflure, asthenia, | - rise to the abooe cause (o) stating

WRITE PLAINLY—USING UNFADING BLACK INK-—MAKE ‘A PERMANENT RECORD

de. It meana the dis- | he underlying couse laxt
care, injury, or complica- . DUE TQ (&) _- -
tion whieh caused death, | 1I. OTHER SIGNIFICANT CONDITIONS
Oonditions contributing to the death but not -
related to the disease or condition causing death. .
192. DATE OF OPERA- 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSYT 4
95/
) . YES D NO El
21a. AGGIDRNT 21b. PLACEOF INJURY (es..Inorabont | Zic. (CITY, TOWN, OR TOWNSHIP) {COUNTY) . (STATE)
SHHGIBE bome, farm. . street, offios bidy., et0) -
\ HOMICIDE Ichn;u-atc 'fm’ Taglov Maorion m,
21d. TCI)EE (MoRth) (Day) (Year} (nmm /2le. INJURY OCCURRED | 21f, HOW DID ﬁIJ’URY OCCUR? )
INJURY_ ? 2 57 JP . WHILEAT ng_r‘\m:l’.(s SQ q 0 @{? W} /6 7,‘7«4 ;,owh
2] hereby cer!dy that I attended the deceased from , Jt_& , bo , 18 , that I last saw the deceased
v alive on and that death oecurred al 2 % m., from the causes and on the date staled above.
2. s NATU f (Degros or uua)‘EPm. ADDRESS l 23c. DATE SIGNED
W 91’ mB  Weremer / s 7/ Z/ w7
24a. BURIA([ GREMA=| 24b, DATE . . 24;, NAME OF CEMETERY OR CREMATORY. 24d. LOCATION (City, town, or county) - (5tate)
TION, REMUYAL (Bpedity) ,
ept. 5,1957% greenmou Oulney, T1linois.-

DATE REC'D BY LOCAL ISI'ERR%EGN 25. FUNERAL DIRECTQR 3 51 6MA ADDRESS "
137.0 _‘7-3--‘“?&} -l\i\MJ.)\ M Monroe City, ﬁ.{o

(Licensed Enblﬁu(r_‘ug&_numl on Reverse Side) . .
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STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this_ certificate was embalmed byme, or by . .

, Student Eabalmer Mo,
working under my personal supervision, -

N/

S 7 0
Student Embaimer - Licenzed Embalmer No

Signed

- P. 0. Addressd LW CQ—D.
Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in hu OWN HANDWRITING (F t compiy with
the above constitutes prounds for revocation of license.)

If this body is not embalmed, fact should be so stated above..: | ; oo

ot f LT




