THE DIVISION OF HEALTH OF MISSOURI

Heolt, a8-028233
pral-h" f STANDARD CERTI Fl(AT! OF DEATH = — CSTATE FILE NUMBER
ublic
Service I_I‘fl'l Q F p ;) 1'qmis1rutioq I?Esrr_icl Mo, 3“8' Primary Reglslrutlon Dls'rlcf No. . 1{ o-s- ’ et Reglstmt s No-,_..§_7__.£ ........
rirt =1 oot
1. PLACE OF, DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Reﬂde;szefcre
- a =i
<300 g g e @OUNTH> "Boone o. STATE M:l.ssourl B. COUNTY  Boandimiplion)
1-57 b. CgRY (If wutside corpoerate limits, give TOWNSHIP only} Inside Limits c. CiOTY AlDO Inside Limits
TOWN Hallsville Yes ] No[] towny Hallsville P YedE] No[]
¢. FULL NAME OF (If NOT in haspital, give location) | Length of stay in 1b d. STREET {It outside, give location} Reside on Farm
HOSPITAL OR . . ADDRESS Y E‘ N
INSTITUTION __ ==—=——m Lifetime —— esL] Nofog
3. ?TAME OF DE,CEASED First Middle Last 4. DATE Month Doy Yeor
ype or print’ OF
NETTIE JANE CARLIS ooari August 26, 1958
5. SEX 4. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (1 FUNDER 1 YEAR| IF UNDER 24 HRS.
MARRIED[ ] NEVER MARRIED[ | . [In yeors L
3 irth Month. D H. -
Female [ m]_lte WlDOWED .KDlVDRCEDD June 11, 1869 églh rihday} nths l ays ours | Min
10a. USUAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) ) 12. CITIZEN OF WHAT COUNTRY?
during mast of worki Ilh .v-n if retired) DU . . .
£t AE " Home Hallsville, Missouri UuS A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H_UEBAND OR WIFE
R.G. McMinn Susan Rouse Martin Lariis
15. WAS DECEASED EVER iN U, 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address

USE ONLY BLACK INK OR RIBBON TYPEWRITE 1F POSSIBLE

All diseases in Part | must be cousclly related.

6.-"

(Yes, no, knawn)f (I yes, give w dates of servi .
pid [+ el I Yoh Oive el teies of servica) None Mrs, Frank Rodman, Hot Springs, Montana
18. CAUSE OF DEATH (Enter only one couse per line for {g), (b), and {c}.} INTERVAL BETWEEN
PART I, DEATH WAS CAUSED B ’ ) ONSET AND DEATH
IMMEDIATE CAUSE (e) __ (X4 1 _afq_un e’ CMMesua /.,/1’ HCYXe 2 ¢ 9 / ]
7 ~ E e B 9?”!‘
Conditions, if any, DUE TO (b)
which gave rise to
above cquse (a), }
tati h dwr
. Iying “coves Tosn)_DUE TO te) 57X
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related 16 the terminal disecse condition given in PART | {a} 19. WAS AUTOPSY
s PERFORMED? .
o ves[] NoBR 2.
2| 20s. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of item 18.)
w
v (] O O
O 20c. TIMEOF Houwr Month, Day, Yeor
a INJURY a.m.
X p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT W'HILE 0 farm, factory, street, office bldg., etc.)
WORK A~
21. | attended the deceased from nd last sawL.u[lve on
Death occurred ot ° the date atea ahove; and to the best of my knowlédge, from fhe cnu;{; stated.
22s. SIGNATU {Degree or title) ADDRESS { 22¢c. DATE SIGNED
Cl Zttaozzze¢44_ 0 Cgézuqééga Yoo - 2748
230. BURKAL/CREMATION, Y Ab. DATE 23c. NAME bF CEMETERY OR cREMﬁonv 234, LOCATION (City, town, or county) {Srare}
ENONAL (Soacify) C ; .
Bpial Aug. 28, 1958 | Mt, Zion Cemetery Boone County, Missouri
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE

Parker Funeral Service, Columbia, Mo.

2 P

{Licetsed Embalmer's State:

t on Reverse Side)

| Ttk E?ti'FﬂxJanann,.




STATEMENT BY LICENSED EMBALMER

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

DY M@, OF BY orvvivrrersimiutenaiieneeererseesstiaisaneseaearrnr s asasent i raan i bn s st n s ., Student Embalmer No. ........cccceuenens

working under my personal supervision.

ol aTTs (=) 1| ST PSP
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 siga in his OWN handwriting,.

If this body is not embalmed, fact should be so stated abo‘_re.

[y




