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All diseases in Part | must be causelly ralated.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MIS30URI

STANDARD CERTIFICATE OF DEATH

FLED OCT 9 1957

Registration Dislric:_No.

Primary Reg|s1ra1lon District No. éz é_j ________

-

D e

STATE FILE NUMBER

Registrar’s No..__.gé’

o

1. PLACE OF DEATH

o COUNChristian

7

2. USUAL RESIDENCE (Where deceased lived.

uMSTAT

If institution:-Residenc

EHAY'Et 1 an

efore

Yoo

b. ClTRY (tf outside corporate limits, give TOWNSHIP only)
tome Rural, McCracken Twsp

tnside Limits

Yeos [ ] No a

<. CITY

tom Rural, McCracken Twspred MR

Inside Limits

< FgL;.l NAMEOOF {1f NOT in hespital, give location) | Length of stay in 1b d. ST%EEES , (If outside, give location) Reside en Farm
HOSPITAL OR RE
msTifuTion At Home toral, MeCracken Twsp. | YeF t0
3. NAME OF DECEASED First Middle Last 4, DATE Month Doy Yaor
(Type or print)
Lenza Shipman oEATH Sept,3,1957
5. SEX 6. COLOR QR RACE} 7. 8. DATE OF BIRTH 9. AGE (In ys FUNDER 1 YEAR| IF UNDER 24 HRS.
M_Annlenmn ER MARRIED[ ] , 3 ii"'_‘:d:;; ootiee ] Dore | Fiowrs I e
Male O] white winoweo("] oworceo[ 1] Dec 31,1879 77'
10a. USUAL OCCUPATION {Give kind of work dons | 10b. XIND OF B{JSINIESS OR 11. BIRTHPLACE (Ciry ond stote or country) 12. CITIZEN OF WHAT COUNTRY?
during most of werking lite, aven if retired) INDUSTRY
Retires” Farmer Missouri O USA.

13a. FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

Runun Shipman Rachae)l Hedgepeth Mrs, Belle Shlipman
13. WAS DECEASED EVER IN U. §. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANTY Address
{Ye , or unkngwn)| {(If yes, give wer or dates of service)
W e ® - Mrs. Belle Shipmsn, Sparta,Bt#1,Mo.

PART 1. DEATH WAS CAUSED BY:

13. CAUSE OF DEATHdEnm only one couse per line fer (o), (b), and (c}.)

IMMEDIATE CAUSE (o} _Wm%mmjﬁ*%m.ﬂ_

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if ony, DUE TO (b)
which gova rise to
above :ﬂo‘ugo {a}, } —
tati wnders
z Iying covee lasr. 3 DUE TO (c) I3 X
= . PART Il. OTHER SIGNIFICANT CONDITIONS CbNTRIBUTIHG TO DEATH but nat related to the terminal diseoss condition given in PART | {a) * 19. WAS AUTOPSY
[ ; N . - PERFORMED?
i ) ¢ yEs[] NO [
& 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURF'OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
v O O O _
5[ 20c. TIMEOF Hour Month, Day, Yeor
2 INJURY  om.
e p.m. N
20d. INJURY OCCURRED - | 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY . . STATE
WHILE AT CJ NDT WHILE 0 farm, factory, street, office bidg., etc)) ' :
WORK AT WORK . .
2. 3 M/ 57 and last Saw 'h'" alive on 2, ”M‘ ~ 7

:l'u_t_iaﬂdod the deceased from 0 _5- , to
- Py
Death occurred ot g ; = i , .

T

m on i

he !lc'a stated above; and to the best of my knowiodge, from the COU!II stated.

* | 220. YIGNATURE , - - Az {Dagres or title) 0 22b. ADDRESS I2c. PATE SIGMED
- N L4
s SaE“\M WA - o ., VVNoar— 7;/0’/74 7
Za. BURIAL, CREAATION, | 236 DATE | 23c. NAME OF CEMETERY OR CREMATORY U/ 234, LOCATION {City, tawn, or.covary) __ {Stare)

[Li:mnd EE

‘s Stotement on Reverss Sids

BT H ™™ | Sept.5,1957 Linden Cemetery Christien Co, Missouri
24. FU AL DIRECTO -— ADDRESS TE RECD. 8Y LOCAL REG. RAR'S SIGNATURE
L Lol



.

‘_ .- - . 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 ............ eeeveeerrrraaeaaaes SR Ceteeerireeesnnnnas e ., Student Embalmer No. ...........c.......

working under my personal supervision.

Student .e.oeveeieeiiiiiiiiiiier e R ' Signed ..., /.. [ SN
Signature of Student Embalmer

R "~ P. O. Address.... Aarf e

.............................

~

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-emhalmed, fact should be so stated above.,

W « - ' . Y



