THE DIVISION OF HEALTH OF KISSOURI

O STANDARD CERTIFICATE OF DEATH : '"“-""55%1?95 RMBER —ea
;I;::::' F“"t[] N OV 3 Igahhuﬂon District No. I ﬁ 7 Primary Floguweﬂm District No. 4:3 ._._...............o_-- Roglcm' s No. “E.mz_.
"N 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decscsed lived. If instirution: Residence
S. 300 a comrvLivingston o STATR/S csouri b. ootmrlem 2 S dasion
- 1-57 b c&y (1 outside comporats limits, give TOWNSHIP only) | Inside Limits . cg; In;id- Limits
, tom_Chillicothe Yos (3] N [ JomChillicothe Yasfd N[
. FULL NAME OF (If NOT in hospitel, give location) | Length of stay in b 5o d; STREET (1f outsida, give location) Reside on Fam
! henTion202 Madison St 59 yrs,. ? <) ADDRESS 202 Madiscen St. Yes [ NoRE
' 3. HAME OF DECEASED First Middle Lost 4. DATE Month Doy Yeor
{Type or print) MARY _ JANE FRENCH o;o,:m Oct, 28 1958
5. SEX 6. COITOR OR RACE{ 7. O 8. DATE OF BIRTH 9. AGE (\a yours JF UNDER ] YEAR] IF UNDER 24 HRS.
Female , | White woowei] - owonceo[)| April 7 1877 | & [Ret[Oes T T W
10e. USUAL OCCUPATION {Givs kind of work dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stete or cowmntry) o 12. CITIZEN OF WHAT COUNTRY?
Holr®& Wiy i 1t rird A Home Chillicothe, Missoudi U.S.A.

" ature in item 18. No symptoms will be listed.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

, corones, eic. must use only &
All diseoses in Port | myust be causally related.

13e. FATHER'S NAME

Albert Felt

13h. MOTHER’S MAIDEN NAME

Maggie McCreary

14. HAME OF HIJS8AND OR MIFE

William Frehch

15. WAS DECEASED

EYER IM U. 3. ARMED FORCES?

- SOCIAL SECURITY NO.

17. INFORMANT

Address

IMMEDIATE CAUSE (o)

H.o ne, or wminwn)| {H yes, glve war or dates of sarvics) N ONE
m&?f DEAEIH E'm;st a ﬁsnno couse per [ (0}, (b}, ond {c).} i : |

Canditions, I any, . DUE TO (8}
e }
Tre® e toee. ] DUE 10 {g) - _ 331X

Mrs. Rachel Baker;Chillicothe, Mo,

INTERVAL BETWE

2 - 0'2 2: DEATEHN |

PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bet st J

d o the

ditien glven in PART | {e)

19. WAS AUTOPSY

Tt

g 4

20a. ACCIDENT SUICIDE HOMICIDE

O

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1l of item 18.)

EOICAL CERTIFICATION

) et

2c. TIME OF .Howr Month, Day, Year
INJURY om.

20d. INJURY OCCURRED

WHILE AT m WHILE
WORK D O

200 PLACE OF INJURY (e.g-, inor cbout home,
lu- foctery, lbld,o‘lgc

e bldg., w1c.)

206 CITY, TOWN, OR LOCATION

COUNTY

STATE

Death occunred ot

21. | attended the deceosed from W /74’__5,

454

ulmm"" ative on
nendlodﬂosbhddqu,ndhhbouallth-lodp.ﬁullumultmd.

VAN L

S¥

. HCNATURE

3. BURIAL, CREMATION,
Vli( fr)

4. FUNERAL DIRECTOR

{Degrae or title) d}@ 1

.

NOURMAN FN'L HOME Chllllcothe Mo,

23e. HAME OF CEMETERY OR CREMATORY
Edgewood Cemetery

-

-

¥

-

T3« QATE HIGNED

/0—;??4}7

LOCATION (Ciy, wowm, o townty)

hillicothe, MlSSourl

15 DATE RECD. BY LOCAL REG.

[d-27-5%
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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 embalmed

by me, or by ) e ' y et , Student Embaimer No. ...................

working under my personal supervision.

Student 7 i o %_.

Signature of Student Embalmer .
Licensed Embalmer No 14-769

. 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.




