Heslth,
. Welfare
Public

Scrvoiugogk
. 300
- 1-56

Coroner connot certify te a death due to natural couses.

Doctor, coroner, etc. must use only standord nomencloture in item 18. No symptoms wil b; lis'ed.- All
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

\~, dissases in Port | must be cosually related.

THE DIVISION OF HEALTH OF MISSOURI
CERTIFICATE OF DEATH

STANDAR

e 3=014766

STATE FILE NUMBER

FI LED APR l 7 ]gsgegi stration District No.;/ ...fQ........Primury Registration Districr Na. Jﬁf?\{f_ Registrar’'s No, __Ii__

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residarce before
o COUNTY  Jaffergon > STATE Mo b COfPferaon L
b. CIT"zY (i1 outside corporate limits, give TOWNSHIP only} :—uide Li:; c. Cé‘:;‘( ] 05@? Inside Limits
TOWN Joachim st Towme  DeSoto, Mo, | YR MeD
c. Egls_é.'_"ﬂ:ln\-ﬂggF {If NOT inhospital, give location)|Langth of stay in 1b d. STREET So f uﬁidseivc Jocation) Reside on Farm 1
insTITUTIoON Mt, View Nursing Home 2 Mos, ADDRESS . Mot YosO NoD |
3. NAME OF First Middie Laxt Monith Day Year ‘
DECEASED
{Type or print) Lulu G ‘
5. SEX 6. COLOR OR RACE 7. 8. OATE oF BIRTH 9. AGE {In teara | IF UNDER | YEAR hi¥ UNDER 24 HRS.
\ MaRRIED 3] NEVER MARRIED [] Tart birthay ”’"“‘I FYoE vt v
Female White wipoweo [J | owvonrcen 1 Dec, 31, 1886 T1=3=0

i0a. USUAL OCCUPATION (Give kind of work done
during mosi of working Iife, ecen if retired)

106, KIND OF BUSINESS DR iNDUSTRY | 11. BIRTHPLACE (City and ntata or counmy) 0

12. CITIZEN OF WHAT COUNTRY!

13, FATHER'S NAME

4 6rry Berryman

Waynae County, Mo, |

14. MOTHER'S MAIDEM MAME

Unknown

15. WAS DECEASED EYER IN U. S. ARMED FORCES? 16, SOCIAL SECURITY NO.
{Fes. no. or unknown) | I/ peo. pive war or dates of servics}

Ko None None

I7. INFORMANT

Address

W. R. Spangler, So., Main St., De Scto, M

18. CAUSE OF DEATH [Enfer only one cause per line for (a), (). and (¢).]
PART ). DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

Aplshre Anemia

INTERVAL BETWEEN-

Adou?F y

7/ PMoerds
Conditions, if any, BUE TO (&)
which gave risg to
above cause (0}
sating ihe under- .
- lving  cause lant. DUE TO (c) g‘q 3-",
Q FART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT MOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN [N PART I{a) 7. :::;S'I‘J;g;g\' P
(= !
3 ) ves [0 vo (B
1';" 20a. ACCIDENT SUICIDE HOMICIDE | 20, DESCRIBE HOW INJURY OCCURRED. (Enter naftre of injurg in Part 1 or Part H of item 18.)
& W} a (W]
< | e TIME OF  Hour  Month, Day, Year
h INJURY @, m.
E p.m, ,
Z | 20d. INJURY OCCURRED 202. PLACE OF INJURY (e. ¢., in or ahout home, | 2f, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE [ farm, factery, streel, office bidg., ete.}
WORK AT WORK
g -3/-5 ? and last saw Ih'" alive on J' 3/ S_&

21. I attended the deceased from l' 2 7T-A & . to
Death occurrod at ;[0 3 S + __mpn the datas

tated above; and to ths best of my knowledgs, front the causes stated,

Za. "%;9/% - .‘D‘"“";'{y‘ ’}‘/”2 - J

22b. ADDRESS - 22¢, DATE SIGHNED
@‘i:;_ , o

23a. BURIAL, CREMATION, |23b. DATE
REMOVAL (Sperify}

r

8 Woodlawn,

23¢c. NAME OF CEMETERY OR CREMATORY

23d. LOCATION (City, toicn’, or county) {State)

DeS

24. FUNERAL DIRECTQR ADDRESS 25. DAT

Donnell B, Dietrich, DeSoto, Mo,

ECD. BY LOCAL BEG. 26

-/- 4

- {Licensed Embalmer’s Statament on Roverse Side)

olo AI:IFSDS.IG"“ 5 —




JEFFERSON COUNTY -HEALTH DEPT. po
HILLSBORO, MISSOUR!

-
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SoepNE RECEMED

g'f ] s . b i M s
YA R N X st N
~ PRA B | o L N
VI N L e e o ~ |
- STATEMENT BY LICENSED EMBALMER .

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

by me, or by

working under my personal supervision..

Student coooviire i ar i ieiaeeaas
Signature of Student Embalmer

. ] . . P. O, Address /52507 F
- Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN-HANDWRITING. (E
to comply with the above constitutes grounds for revocation of license), .
If embalmed by a STUDENT, he also shall sign in hiss OWN handwriting.
If this body is not .?ml?:almed, fact should be so stated above.
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