ith, THE DIVISION OF HEALTH OF MISSOURI 58_0087 39

elfare F\LEU APR 8 1958 STANDARD CER‘";'CAT! OF DEATH STATE FILE NUMBER
hlic .
ice R:gis:m:ion_ Di'sli_ct No. 15 Primary Ra!isfrot_io:l District No. ____» 5 .Q.OA ,,,,,,,,,,, Registrar's Nn.____é_&______"_______
1. PLAgE OF DEATH 2. USUAL RESIDENCE (Where decnused lnaed If institution: Resédonco b)afou
. NT . STATE N m
ho a. COUNTY Bartﬂn o M . CUTYver nrla uyﬂ
57 b. CgRY (If outside corporate limits, give TOWNSHIP only) Inside Limits <. CIOTRY Zo Inside Limits
3R You [ Mo ] R 10%) | vagd n0)
) / ¢. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET {If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
NsTITUTION T amay» Hnosp, 4 dsyn Yes (] Mo []
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) OF
LETA GLAYYS MAT,ONE DEATH % 3() K8
5. SEX \ 6. COLOR OR RACE| 7. ”AME@NEVER wargieo[]| 8 DATE OF BIRTH 9. AIGEr Ea".f.ﬁﬂ :,, tﬂ:’m [i, :Em |:£:oen % :Rs.
Fethale White wioowen{T] §  oivorcen(]) July 14 1914 am e ! ’
100. USUAL OCCUPATION (Give kind of work done | 10b, KIND OF BUSINESS OR 11. BIRTHPLACE (City and siats or cowntry) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, #ven if retired) INDUSTRY 0
BEnusewi fe Mwn hame TLiberal Mn, Us
13a. FATHER'S NAME 13b. MQTHER'S MAIDEN NAME 14. NAME OF H_U!;BAND OR WIFE
Williaem Perkins Cora Belle Perkins Ceci]l Malere
15. WAS DECEASED EVER IN U, §, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yas, or unknawn}} (If yes, give war or dates of service) R
¥ I Nene Cecil Malene  Shelden Me

18. CAUSE OF DEATH (Enter only one cause per |
PART 1. DEATH WaS CAUSED BY:

IMMEDIATE CAUSE (a)

I%TERVAL BETWEEN

4 NSET DEAT

which gave tise o
above causs (g},

Conditiona, if any, } DUE TO (b)

USE ONLY BLACK INK QR RIBBON TYPEWRITE {F POSSIBLE

tating th dar-
g I.yiungnoeau.nwl'u::. DUE TO (c) 345—)(
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal diseass condition given in PART I (a) 19. WAS AUTOPSY
X PERFORMED? 0
[ yes[T] No[]
2| 20e. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART N of item 18.)
w
© O 0 O
G| 20c. TIMEOF Hour Month, Day, Yeor
a INJURY  om.
z p.m.
20d. INJURY DCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,] 20F. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, street, office bldg., etc.)
WORK

Death occurred ot

AT WORK Py
21. | ottended the deceased from %% E -E % ) =2 'S- and last hw@ulivn on 3 "'3 O _j'

m on the date stated above; ang-ty the best of my knov;l:dgu. from the couses stated.

All diseases in Part | must be causally related.

220, SIGNATUR ¢ title) /@ b, ADDRESS —/ 22¢. DATE SIGNED
M 1K (2 A %gx -3/-5F
Z30. BURIAL, CREMATION,| 23b. DATE ( 23c. MAME OF CEMETERY OR CREMATORY 23d. LOCATION’(Cny. town, or county) {S1a19)
B\ii“i"ﬁ”""" Apr®l 1 58| JTake Cemetery Lamar Mn

25 DATE RECD. BY LOCAL REG. | 24, REGISTRAR'S SIGNATURE

/I/IA_ TAY. AT LK

*!

on Reverss Sid-)




STATEMENT BY LICENSED EMBALMER

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

Loy T T N OO, ., Student Embalmer No. ...................

working under my personal supervision.

Student ..oooeeeeiinii ngned W
Signature of Student Embalmer

Licensed Embalmer No.. a?.0 ar...
P. 0. Address . slAel o 20

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.




