' Hoalth, THE DIVISION OF HEALTH OF MISSOURI 44008

, & Walfore F]lED DEC 2 4 1%7 STANDARD CERT'HCAT! OF DEATH STATE FILE NUMBER
. Public 3 g &L
th Service Registration District No. ,,..,_u// 8,“,._..__....__anury Rnglih’u!lﬂn Dmm:r Neo. _5_% _______________ Regmrur 's No. No.... .. 5% /,, _________
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Rasldencg before
' . COUNTY o. STATE b. COUNTY admi 5'9"
$. 300 ° Gasconade Missouri Gascona
. 1-57 5. CE)TRY (If outside corporate limits, give TOWNSHIP enly) Inside Limity . C|OTRY o Inside L|m|1s
/ Tom  Brush Cresk Twp. Yes [J No 5] TOM_Cyha, Mo. Rt. 077 Yol Nedr]
c¢. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give location} Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION Farm Home 2 yrs. ) Yes [} No[J
3. {lTAME OF DE;:EASED First Middle Last 4. DATE Manth Day Ywar
ype or print OF
_ Kaetherine Sears peath Dec . 17, 1957
5. SEX /| 6. COLOR OR RACE T‘MARRIEDD NEVER MARRIER( ] 8. DATE OF BIRTH 9. AGE (.i,:.:;:,; ;eu:ﬁmrl’;fm l:olirl’DER 2;:}25.
. female white woplko X ovorceo (]| March 4, 1879 PgGheer |
-:’-' 100. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {(City and stote or country) / 12. CITIZEN OF WHAT COUNTRY?
= duyi st of ki ife, aven if retired INDUS
F Heusework " i McHenry, Kentucky USA
§ 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
2 Robert Brown Harriett Stringer William T. Sears
w -
‘§ E:' 15. WAS DECEASED EVER [N U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
> a (Yohnb or Uﬂ!v-mwn)ltll yas, qlv":.vg‘g or dotes of service) none ThOma s B . S aegrs - cuba ’ MO . R t . l
[=]
2 o 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, and (c).) INTERVAL BETWEEN
o w PART I. DEATH WAS CAUSED BY: . . ONSET AND DEATH
= 3
. g IMMEDIATE CAUSE {o} (_', A re. [~2- 12 Z y rs .
= g . - .
- Conditions, If any, + DUE TO (b) L@ﬁéﬂdﬂms S yrs..
5 >~ which gove rise 1o V.
z ; above ::uu jn).
i - ’
¢ 8k bying cavae last. ) DUE TO {c} M&m/ Syrs
E . @ s PART Il. QTHER SIGNIFICANT CONDITIONS GJTRIBUTI’NG TO DEATH but net related to the terminal diasase condition glven in PART | {a} * 19. WAS AUTOPSY
e: =z 32 PERFORMED? -
s Of= - . LA 3N YES[] NO
£ 5 x & | 0. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in'PART 1 or PART Il of ifem 18.) ~. **
2= ZRuw ;
- b O O O
&8 j § 20c. TIME OF Hour Month, Day, Year
=8 o a INJURY a.m.
: E : k] p.m.
2E 3 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY ., STATE
T ow WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.) : . -
2 3 WORK AT WORK ] ' o ]
E 21. | ottended the deceosed from . 7 -l S? to /z "/'7"5 i and last icwmoli"on /2 '/6‘57
-1 Desth occunad af #_m on the date stoted above; and to the best of my knowledge, from the couses stated.
. E - 220, -SIGNATY / M {Degree or title} <o 2 DRESS Zic. PATE SIGNED
-
: . M , B . . |/2-17-S7
23c. BURIAL, CREMATION, | 23b. DATE 2/ NAME OF CEMETERY OR CREMATORY 234, CATION (c.'y, town, or county}  (Stata)
REMOVAL (Specify} _
remoyal] 112-171-1957lVirden, T721inois Cem, 111,
4. FUNER’L DIRECTOR ADDRESS .| 25- DATE RECD. BY LOCAL REG. 26. ‘REGISTRAR'S SIGNATURE +

X ‘ Qur e Nsvordl it fug, 12,1977 | P4 . y

{Licensed Embalmer's Statement on Reverse Sids)

QG




STATEMENT BY LICENSED EMBALMER

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

i)g me‘,g ............................................................................... Ceiieeevennas .» Student Embalmer No. ........ccovvuvreee

Signature of Student Embalmer

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.




