Health,

Walfare

Public

U

Doctor, coroner, otc. must use only standard nomenclature in item 18. No symptems will be listed. All

Service

Wl

1-56

=~
B el
-

t

'

Corener cannot certify to a death due to natural causes.
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FILED MAY 9

1958

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

Registration District No, 37‘# .............. Primary Registration Distriet No. &12'7..“/

o8-017165

STATE FILE NUMBER

- Registrar's No, ‘A&.zﬁ_..—n

1. PLACE OF DEATH

2. USUAL RESIDENCE [Where decaased lived. If inatitution: Residence bafore

admissien)

- . s . o STATE 4., + b COUNTY
COUNTY _ Worth County liissouri Ifissouri " County /
b. CITY (If gutside carporats limits, give TOWNSHIP only} | Inside Limits e. CITY 3 Inside Limits
OoR Midd b & Fo OR .- . l J Cb
Towy Usnton EOYESEJ-D L7 Vet Noly] Tows Worth Missouri Yesl NoUY
€. }I:gls_é.l;l:t\EDF (H NOT inhospital, givelocation)|Length of stay in 1b 4 STREET {If sutside, give lacation) Reside on Farm
|mnwnmé%miles northwest 50-yenrs " aporess 2=ifiiles northwes®’| ve.X neo
3. NAML OF First Middle Laxt 4. DATE Month Day Year
DECEASED . N . oF .
{Type or priat) Celia Alice E9berts ceath April-22-T958
5, sEX 6. COLOR OR RACE 7. mareiep [ never marmiep (]| 8- DATE OF BIRTH 9. AGE (I yeara | IF UNDER | YEAR hF UNDER 2 HRS.
. . . . 1. 7 - le hirthday) [of g aurs in.
female \ "Ih 1'58 w|mwgp g—mcgo [ MaI'Ch-—Ioi-r1876 | gé T I DI2 # I "
-[10a. USUAL OCCUPATION (Give kind of work dore [106. KIND OF BUSINESS OR INDUSTRY [ 11, BIRTHPLACE (Ciry and atintcr or country) 12 CHTIZEN OF WHAT COURTRY?

durin most of wortirm life, eoen if retired) . L. . .. . 0 . i .
ousewife housewife Vorth County TeSoAo-
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
Charley I, Long Fnily Smith
15. WAS DECEASED EVER IN L. 5. ARMED FORCES? 16, SOCIAL SECURITY KO.|17. INFORMANT Address

{¥es. no. or unknown)

no

{If yes, pive war or dater of service)

none

none

Lowell Roberts

Vorth Fissouri

MEDICAL CERTIFICATION

which gare ris,
Be  couse

Conditions, if any,
{o
a),

stating the under-
Iying cause laat.

DUE TO

OUE TO (B)

18. CAUSE OF DIATH [Enler only one cauae per Tine Jor (a-). {8). and (£).]
PART 1. DEATH WAS CAUSED BY:
IMMEDIATE .CAUSE (a)

with

__Arteriosclerotic Cardiovascular Disease | 3mos_

Cardiac Decompensation

INTERVAL BETWEEN
ONSET AND DEATH

v

() Yy

o | 423, |

PART 1I. OTHER SIGNIFICANT.CONDITIONS CONTRIBUTING TO DEATH BUT NOT.RELATED TD THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a) .

Severe Secondary Anemia;

R

18, wWas auTOPST

PERFORMED? 77
ves [J no [°

heumetbig

20q. ACCIDENT SUICIDE HOMICIOE | 20b. DESCRIBE HOW INJURY O X 0, I of item 18
20c. TIME OF Hour  Month, Day, Year
INJURY 9. m. N
P.m.
20d. INJURY OCCURRED e. PLACE OF INJURY (. 9., in or choul Aome, | 207 CITY. TOWN. OR LOCATION COUNTY STATE
WHILE AT NOT WHILE D farm, factory, street, office Didy., elc,)
WORK AT WORK

21. I attended the d

d frem

AprillQ, 1Yo ApD

r 22 L] ma and last saw ;:.’1 alive on Aprla

Death occurred at
2a. G

D

1‘3_ m on the date stated above; and to the best of my knowledge. irom the causes stated.

title) U 22b. ADDRESS 22c. DATE SIGNED
rank B Matteson M D Grant City, Mo 4/24/58
23a. BuRmAL, c?gnn?«,, 3. DATE . NAME OF CEMETERY OR CREMATORY 23d. ATION { {State)
zuovm.. Spdify - _ g 7)

ﬁszd D?/[ Q% (5’3’ “’ 2 Y W2t id Pkt g -
24_FINERAL DIRECTOS / ¥ ADDRESS 3% DATE RECD. BY l@ﬂn. REG. |26. R

v ,f' 4 ' : ’ -

fe- A o 2o e AT IIN: A Lef [ aur ] — /35§

(Licensed Em@fImof’s Statement on Reverse Side)




" ‘té.comply with the above constitutes grounds for revocation of license). -

STATEMENT BY LICENSED EMBALMER

working under my-p}rs ) supervision..

Student ... aaenaaa Signed.... ¥ 67
Signature of Student Embalmer

Licensed Embalmer No 7(&
P, Q. AddressM@#

4
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg
If this body is not embalmed, fact should be so stated above. - ST -




