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Doctor, coroner, etc. must use only standard nomenclature in item 18. No symptoms will be listed.

All diseasses in Part | must be cousally related.

-

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

(1A

gistration District Na,

STANDARD CERTIFICATE OF DEATH

THE DIYISION OF HEALTH OF MISSOURI

360

...58-031531

STATE FILE NUMBER
Primary Reﬁgirllrulinn District No.___3_0_7_6_ __________

Reqistrur's No_l5.3 ____________

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence ore
a. COUNTY o STATE . b. COUNRTY odm-nyw
Vernon M ggauri Yer
b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limirs e. CITY ’ g 2 -3_ inside Limits
OR Yos No [_] OR N Yes ] No [
TOoWN Nevada TOWN evada Fa)
c. EgLJL-I'?Ar%F?F (If NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, give location) Raside on Farm
SPITA ADDRESS
insTITUTION 41T South Ash 25 vears 711 Eost lee Yos [1 Nofr)
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Y ear
{Type or print} .
Cora Agnes McCaslin, DEATH August 1 1958
5. SEX 6. COLOR OR RACE T'MARRIEDD NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AI(;E (in :;,,; l::n::engvsml I:ﬂUNDER 2:"'HR5.
Fm | Wh wiooweo®] ) owvorcen[Y Apral 29, 1871 - vaieidd Rl Radh I i I '

100. USUAL OCCUPATION (Give kind of work dons
durk

10b. KIND OF BUSINESS OR

11. BIRTHPLACE {City and state or country)

12. CITIZEN OF WHAT COUNTRY?

% of working lifs, even if retired) IKDUSIRY . ?
Susewife T Twn home Grain Valley, Missouri © UsA
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H,UéBAHQ OR WIFE
John Koger Elizabeth 7 Sherman McCaslin
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY Ro.| 17. INFORMANT Address Nevada,, Mlssouri
Yas, no, o wn}| (IF yas, give wor or dates of service
¢ T ¢ e @ tos of service) None Mrs. Hazel Bastow. 711 East Lee |
18. CAUSE OF DEATH {Entor only one cause per line for (a), (b), and (2).) INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: . NSET ANDyDEAT

IMMEDIATE CAUSE (o)

"

-—'—

rvrossarre  (Bssnnsn

Death occurred at 4]

T e

Conditions, if any, OUE TO- (b} | Ll
which gave riae 1o
above couvse (a}, }
tating th d
z tying covss tasr. }  DUE TO (c} w 2708
I PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseass conditian given in PART | {0) 19. WAS AUTOPSY
z . PERFORMED
T ’ . YES1 NO X
1 20a. ACCIDENT SUICIDE HQMICIDE 2b. DESCRIBE HOW INJURY OCCURRED. - (Enter nature of injury in PART } or PART Il of item 18.) - &
] I Bt e g .
=
| 20¢. TIME OF .Eour Monlhi Dux‘ Year
] a.m.
"X p.m.
20d. INJURY OCCURRED 200. PLACE OF INJURY (e.g., inor abouthoms,| 20f. CITY, TOWN, OR L TION COUNTY . s STATE
W farm, factory, straet, office blda. etc. : %
WORK w'n .
21. | attended the daceased from and last Saw '¥7 alive on A Y.

to g! A : ! l- h'g har .
date stated obove; and to the best of my knowledge, the couses stgted.

22q. SIGNATURE

itle)

Wi

22b. ADDRESS i m

72c. PATE SIGNED

f-5- )¢,

%
135. DATE

August 4,1958

23a. BURIAL , CREMATION,
VAL (Sepeify)
urig

23e. NME OF CEMETERY OR CREMATORY

Moore Cemetery Nevadsa

23d. LOCATION (City, town, or county)

{Stete)

Migsouri

24. FUNERAL DIRECTOR ADORESS

Ferry Funeral Home Nevada, Missouri

25. DATE RECD. BY LOCAL REG.

L-I¢-193%

{Licensed Embolmer’s Stbtement orRaverse Side)

e 9’%




STATEMENT BY LICENSED EMBALMER

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

by me, or by .............. PRSP PPN ., Student Embalmer No. ...........c.c..ces

working under my personal supervision.

SEUABAE +everrervenvresereereemeeeeesesoresenssesaeonsessesens Signed 5?7%4«!;%

Signature of Student Embalmer
Licensed Embalmer Noj?"lﬁ

P. O, Address M 7

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.




