alth,
elfare
blic

rvice

THE DIVISION OF HEALTH OF MISSOURI

FILED AUG 19 1957

STANDARD CERTIFICATE OF DEATH

3002

STATE FILE NUMBER

Registration District No.

224

Primary Registration District No. ...

.. Registrar’s Nol_s-a..n

. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceosed lived.

if ingtitution: Residence before”

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Fart | must be causally related.

7

a. COUNTY Saline o STATER[i ssouri b. COUNTY ‘S5 ] 1 nemission)
b. Cl!)TRY (If outside corporote limits, give TOWNSHIP only) Inside Limits <. CBTRY Inside Limits
Town Marshall Yos el No [ Towi Ma.rshall a7 Yo N D)
¢. FULL NAME OF (If NOT in hospital, give location) | Langth of stay in 1b d. STREET {If outside, give location) |~ Reside on Farm
r:‘l%%":;!fTUATLIOONR 605 E . ThOIna.S 35yI‘S - ADDRESS 605 E . ThO'mB.S Yes D NOE
3. NAME OF DECEASED Firsy Middle Last 4. DATE Manth Day Y sor
{Type or print) . OF
Clayburn Green DEATH Aug,10 1957
5. SEX ﬁL 6. COLOR OR RACE T'MARRIEDDNEVER marmEeo 8. DATE OF BIRTH 9. AGE ({In years JIF UNDER 1 YEAR| IF UNDER 24 HRS.
}Ia‘le Negro WIDqﬁD[i oIVORCEDD J'une 1,7 . 1905 last bls'hﬁy) Months | Days Howrs ] Min.

i0e, USUAL CCCUPATION (Give kind of work done

during most of working life, avan if retired)

Cement Finjisher

10b. KIND OF BUSINESS OR
INDUSTRY

Plastering

Misgouri

8. BIRTHPLACE (City and state or cauniry)

12. CITIZEN OF WHAT COUNTRY? "

U.S.A,

13a. FATHER'S NAME , | 13b. MOTHER'S MAIDEN NAME

Fount Green Sarsh #Hliz

bath Johnson

14. NAME OREMESSIWDNOR W1F E

Missouri -I..Green

15. WAS DECEASED EVER IN V. 5. ARMED FORCES?
(Y.Npe or unkngwn)| (If yes, give war or dates of service) °

Os none

16. SOCIAL SECURITY NO.

'I?

INFORMANT

Address

¥rs ,Bertha G. Grimes Marshall,Mo.

ADDRESS | =
. 555&!—14_11,72«;

25. %‘EE RECD, BY LOCAL REG,

-1%-31

18. CAUSE OF DEATH (Enter enly one cause per line far (a), (b}, and ().} INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
wuEDIATE cause (CoTonary thrombosis
Conditions, if any, DUE TO' (b)
which gava rlse to
above caouse ([a}, }
stating the undar-
é lying couse last. DUE TO (<)
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nét ralated to the terminal disease condition given in PART | {q) 19. WAS AUTOF’SYJ
] . . . . 4 s 4 W PERFORMED?
z Chronic interstitial nepritis / Yes[ ] NOX
% | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART [l of item 18.)
w
8 -e0 O O
‘:‘ 2¢. TIME OF Hour Month, Day, Year
a INJURY  a.m.
X p.m. -
20d. INJURY GCCURRED - | 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION . COUNTY STATE
WHILE ATD NOT WHILE D farm, foctary, street, office bldg., etc.} e .
WORK AT WORK '
21, | ottended the deceased from \% z 115' 7, to and last sawl;“olwe on /J [&5 7
Decth occurrad at 9 ; Oi ;v ; m on the dote stoted gbove; and to the best of my 'lmowledge, from the causes naled
220, SIGNATURE ﬁ‘ « 4 (Degree or title) ] 22b. ADDRESS 22¢. DATE SIGNE
-. ./Mn 7). 0. rshall, Missouxri &S S
Z3a. BURIAL, CREMATION, | 23b. DATE  © 23c. NAME-OF CEMETERY OR CREMATORY 234. LOCATION {City, tawn, or caunty) L (Store)
REMOY AL (Spetify) '
ia Aug, |t /57 Fairvieuw Cemetery Harshall,Mlssouri
u ERAL DIRECT]

Efclsr.am s t‘}:iutu@

{Licenssd Embalmesr's Stolemen? on Reverss Side) |
é



- + T

STATEMENT BY LICENSED EMBALMER

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

by me, or by .. T T T T “vs Student Embalmer NG, .................

working under my personal supervision.

©owa . . PR

- ‘Licensefi Emb
P. O. AddressyYr /. (.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).
"If embalmed.by a STUDENT, he also shall sign in his OWN handwriting. .
If this body is not embalmed, fact should be so stated above.




