pt. Health,
« b Waelfare
$. Public
Ith Servies

.S, 300
av. 1-56

949.

Doctor, coroner, elc. must use only standard nomenclature in item 18. No symptoms will be listed. All
diseases in Part | must be cosually related. Coroner cannot certify 1o o death due to natural causes.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

/

s

FILED DEC 24 1957

Registratien District No,

THE DIVISION OF HEAL TH OF MISS0URI
STANDARD CERTIFICATE OF DEATH

...... /al Primary Ragistration Distries No, 6.:4/5..

43937

STATE FILE NUMBER

@6

Ragistrar's No, . ML

(Yes, no, or unknown)

No

(If yre. give war or dates of srvice}

£97=24-10273

B

Maorence

Me,

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased lived. If institution: Rasidence befare
a. COUNTY Douglas o STATE Miggouri & COUNTY Dougla agrission}
b. CITY {If outside corparate limits, give TOWNSHIP only) | Inside Limits c. CITY Insida Limits
OR OR
3 Yes1 Mok 1
TOWN #E  Squires, Walls es Mo town Squires 2.3 40 YesO Nog
<. EgIS-FI’-ITNAAII_MI(E)gF {If NOT in haspital, give location)|Length of stay in Ib 4. STREET (1f outside, give |occ!ioﬁ Reside on Farm
INSTITUTION ADDRESS YesO NoO
3. NAME OF Firat Middle Last 4. DATE Month Dap Year
“C“Slﬁf A.r ' OF
i (Type or print) . thur Lamb - nerr: Dep. 1 {H 1957
. SEX 6. COLOR OR RACE T M J . DATE QF BIRTH 9. AGE {In years | IF UNDER 1 YEAR ]if OUNDER 24 HRS,
. MARH&D B NEVER MARRIEDD | lTost birthday) |afonths | Dows Hours | Min.
Male White wivowep [ ] oivorceo ) Feb, 2,1900 57
‘110a. USUAL OCCUPATION gaipe kind of work done | 105. KIND OF BUSINESS OR INDUSTRY [15. BIRTHPLACE (Ciry and atate or country } O 2. CITIZEN OF WHAT COUNTRY?T
during moat of workinp life, coen if retired) A A
.Farming .. .. . . Own farm Squires,Missouri USA-- L
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
Sherman Lamb Mary Ann Plurh
15, WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.|17. INFORMANT Address

18, CAUSE OF DEATH [Enter only one cause
PART |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

DUE TO (b) ( i h‘ ’:2 ﬂ_‘i ‘I Es N

Ane for (8), (&), and ()]

Tamh Souires
Ed -

i “TINTERVAL BETWEEN
ONSET,AND DEATH

Conditions, if any, _r A
which gave ris, lo
e catie- .
Hating the undcr-
- lying  cause last, DUE TO (¢)
=] PART 11, OTHER SIGHIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TG THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a} L2 xﬁ_&:ﬁ%ﬁv
3 A4
g 3 3 Q\X ves[] o[ 2
E 20a. ACCIDENT SYICIDE HOMICIDE | 205. DESCRIBE HOW INJURY OCCURRED, {Enter nature of injury in Part Ior Part 11 of item 18.)
- 0 0 O
v
20c. TIME OF = Hour MontA, Day, Year
JusY  a.m, .o e .
a p.m. : ST
il
X 204, INJURV OCCIJRRED - 2e. PLACE OF INJURY (e, ¢,, in or aboul home, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT G NOT WHILE farm, factory, street, office Didy., eic.)
woRK AT WORK

21. I attended the deceased from. /—\

. to

m onth

and Jast saw him alive on

her

ate stated above; and to the best of my knowledge . from the causes atated.

Syl e

2Z¢, DATE SIGNED

2657

ny hmcﬂ:n!‘mmu 235, DATE 2%. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Ciy, lotrn. of county) (State)
REMOVAL { Specify) ]
Burlal 12"'20—57 I‘&‘L]I'ray S T‘Q
24. FUNERAL DIRECTOR ADDRESS Z5. DATE RECD. BY LOCAL REG. . REGISTRAR' 5
Clinkinebeard Fuperal Homa, Avs Ma, [2—-20- 5 7 f Mu—d—-«-’

{Licensed Embalmer’s Stctement on Reverse Side)




R .

o .

Z T .
o oM _

. . ] % . .
- Lo %\

D . > i
% ..  STATEMENT'BY LICENSED EMBALMER '

-4

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

- by me, or by ..... B S N » Student Embalmer-No.:-........
v&orking under my personal- supervision.., = e s o oo
AT 1 PO i a .. - Lyt LA AR
Studen Signature of Student Embalmer St _ K .. / ]
; R A S e " Licensed Einbéhj'rfler‘ No...’% £
T . . o _ P. O. Address_._g.éf:ﬂj...
Note: The above MUST BE SIGNED BY ‘THE LICENSED EMBALMER in his OWN HANDWRITING (F
to comply with the above constitutes grounds for revocation of license), .
*r © 1f embalmed by a STUDENT, he also shall‘sigh in"his OWN handwriting. ST .
If this body is not embalmed, fact should be so stated above. i ' . t . _
L -+ ’ - I- - -



