THE DIVISION OF HEALTH OF MISSOURI | 58“011-002

No. 300 ‘
e | HLWAPR 3 198 STANDARD CERTIFICATE OF DEATH St o Mo
. BIRTH NO. nés. DIST. NO. _éZZPRIHARY REG. DIST. NO. _i.__.j Registrar's No.._..... é ‘.........A
2‘ g) 1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere decossed lived. 1f lnstitation: reside; befare
a. COUNTY . STATE ., . b, COUNTY adini
\*f Phelps =" "Missofiri Madisod 620
B, CITY (If outcide corpursto limits, wiite RURAL and give ¢. LENGTH OF c. CITY d. Is Residence witbln Lmits of
OR townal in place a or Tai wn?
W Rolla, Mo. P Years | 1ows Marquand RS
d. FH%LP?.I{\MEOOF (If not in hospital or institution. give street address or location) As'DrDRREEET (1{ rursl, give location)
nsTiuTion McFarland Rest Home Vone
3. NAME OF a. {First) b. (Middle} ¢. {Last)

4. DSTE (Month}  (Dayy  (Year)
DEATH  March 21, 1958

DECEASED . .
{ Type or Print} Lillie Bell M_Vers

5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| IF UNDER 1| YEAR | IF LiDER 11 WAL,
P \ WIDOWED, DIVORCED (#pecit) last émam) Manths ’ Duays | Hours l Mia.
10a. USUAL OCCUPATION (Givekind of ®ork | 10b, KIND OF BUSINESS QR IN- | 11. BIRTHPLACE . o 12,
oo duving meen of wrun‘lg_‘.:_:u :;;;:;) DUSTRY (City and State cr Foreign Coustrv) | c&ﬁ%ﬁ’\'{?F WHAT
Hocsewite Housewife Buckhorn, Mo. Jd .
13a. FATHER'S NAME ! 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
May Huffm Will Myers
i5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes. no, orunkaown) | (If yes, give wnr or dates of sorvice) NO.
No None Vernon Myers, Marquand, Mo,
18. CAUSE OF DEATH MEDICAL CERTIFICATION Ig‘l’gkvkl. BETWEEN
| Enteronly onecauseper | 1. DISEASE OR CONDITION - . N %}"D DEATH
Jine for (), (b), and ¢y | DIRECTLY LEADING TO DEATH® () gw At § roe

“This docs mot mean | ANTECEDENT CAUSES 0 . )

the mode of dping, such | Afortid conditons, if any, gicing DUE TO (b) _MM LY. =) C'QDM LAl
at heart failure, asthenia, | rise to the abore cause (a) stoling U

de. It means the dig- the underlying cause last.

cae, injury, or complica- DUE TO (¢)
tion which caused death, | H. OTHER SIGNIFICANT CONDITIONS

Curiditions eonlributing to the death but 4ol
related to the dizease or condition cansing death.

15a. DATE OF OP'IE':;RO'?\; 195, MAJOR FINDINGS OF OPERATION

2. AUTOPSY? 2__

\'---H A/X vssD ND

PLAINLY—TUSING UNFADING BLACK INE—MAKE A PERMANENT RECORD

2ia. ACCIDENT {Bpocity} 210, PLACEOF INJURY (e.g..inorabout | 2lc. (CITY, TOWN. OR TOWNSHIF) {COUNTY) {STATE)

SUICIDE homa, farm, fastory, strest. office bldg.. et}
. HOMICIDE

21d. TIME (Month) (Day) (Year) (Hour) 2le. INJURY OCCURRED 21f. HOW DID INJURY OCCUR?

OF WHILEAT{ ] HOTWHILE
INJURY m- WORK AT WORK

2. I hereby certify that I attended the deceased from &3 , 1955 1o __ 3= 21 19.91', that I last saw the deceased

a ive on 4 , 1 , and that death occurred at _/f_ A m., from the causes and on the date slated above
SIGNATYRE {Degroe or mle)o 23b. ADDRESS |

%‘iON REJE-ALC DE::’A) 24b, DATE 24.. " NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Glty. town, or county) 7/ ISmto)
{ ¥,
Ruri 3-23.598 iarcus IIemorlal Cemetgry Fredepicktown, Mo,

, ISTRAR'S SIGNATURE AL DIREELTOR" S S16MATUNDS ADDRESS j‘/(,
N Br2r,195% | o dne X L T5ee 2N //

(Licensed Embalmer's Staterndnt on Heverse Side)

WRITE
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Date Fne;:,.ﬁ ,‘/ Ty
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba
by Me, OF By Lt et aee e eiesaeaaa ey , Student Embalmer No...........-.

working under my personal supervision..

AT T= V=] ¢ A Y Signed............... Q“ﬁlg ﬂ? .........

Signature of Student Embalmer

Licensed Embalmer No.. 45‘?

P. O. Address., . . V. &% o /.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai
to comply with the above constitutes grounds for revocation of license),

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

J¢ this body is not embalmed, fact should be so stated above.




