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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

157

Primary Registration District NO-.J..du.ga._“_m

58-037056__

STATE FILE NUMBER

P Regisrror's_Ni._..___...._a.._.i&A

1. PLACE OF DEATH

o COUNTY {vingston

2. USUAL RESIDENCE {Where deceased lived.

a. STATE

Missouri

b. COUNTY.

If institution: Residence before

TLivin

b. CITY (If outside corporate limits, give TOWNSHIP only)

1o Chillicothe

Inside Limits

YesE Mo ]

c. CITY

0572 tow Chilli cothe

admission)

Ingide Limits

quE] No [}

c. FULL NAME OF (If NOT in hospital, glve location) | Length of stay in 1b d. STREET (If outside, give lecation) Reside on Farm
nernurioeusans Nursing Hqme Smonthg  *™°1120 Miller Ave | veD weig _
3. ?TAME OF ?E)CEASED First Middle Lost 4. DS;E Menth Day Year
ype or print
ANNA JANE KERR DEATH Qct. 22, 1958
. »
5. SEX 6. COLOR OR RACE| 7. wARRIED[ JHEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE (In ysars | UNDER 1 YEAR| IF UNDER 24 HRS.
1 irthday) [ Months | Doys Hours Min.
Female / White wioowen[X 2 oivorceo[]) Jan. 1l , 1878 g'd Y ) ’ ]
10a. USUAL OCCUPATION (Give kind of work done [ 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote or country} 12. CITIZEN OF WHAT COUNTRY?
i rigmg life, even if ratired) INDLU Y
HEUSEWT'rs own Home Dawn, Missouri g TISA
iaj.-.;-.o;.::: Nge “T. . lab.PMOTH:::;;MAIDEN RAME 11 14. N;ME OF HUSBAND Gf-ApRErr
. infrey arthena Oliver Deceased)
15. WAS DECEASED EVER IN U. S, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address .
Yas, unknown)] {If yes, g dates of service
(Yer, g minemi] 1 vor, GTEppy g doten of rorviee) None Mrs, Marie Howell

PART 1.

Self Tmposed Starvation =~~~ = . |

18. CAUSE OF DEATH {Enter only one cause per line for (a), {b}, and (c).)
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a)

INTERVAL BETWEEN
ONSET AND DEATH

5 Months

WHILE AT
work  J

NOT WHILE
AT WORK

(I

form, factery, atreet, office bldg., etc.)

Conditiens, if any, DUE TO (b) Senile Dement ia 6 Months
which gave rise ro
above cause (a), ’ -
oring tha under. Generalized Arteriosclerosls Unknown
g lying couse last. DUE TC (C)
- PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condition given in PART | {a) 19. WAS AUTOPSY
5 PERFORMED?
& 3 3‘,‘ X YES[ NO[]
% | 20a. ACCIDENT SWCIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART H of item 18.)
w .
o a a O
3| 20c. TIMEOF .Hour Month, Day, Year
0l INJURY ..
'E p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

‘Death occurred at

21. | attended the deceased from J'lllv 1958

107p

, to Oct. 22 0958 undlns?suwhuhveon Qct.21’1958

m on the date smter.l above; and to the bast of my knowledge, from the causes stated.

Z2a. SIGNATURE

13a. BURIAL, CREMATION,

HafaT”

-

23b. DATE

10-25-58

{Degre, - Q DDRESS 27c. DATE SIGNED
229 chillicothe, Mo.  |10-24-58
23¢. NAME OF CEMETERY OR CR EMATDRY ) 23d. LOCATION {City, town, or eounty} {State)

Avalon Cemetery

A

24. FUNERAL DIRECTOR

ADDRESS

25. DATE RECD. BY LOCAL REG.

Donald -Gordon ;Chillicothe, Mo. @J ~2Y-SF

od Embal "y

(ki

on Reverse Side)

mlon, Missourd

26. REGISTRAR'S SIGNATURE




-
- IR B ]

- . LI

i baa = —

STATEMENT BY LICENSED'EMBALMER

-
S .

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

DY ME, OF BY i i ert i ercave e rrren v rree s ta s rassaa s et anrra b eanaan ., Student Embalmer No.......oevneee.n.

working under my personal supervision.

Student

Signature of Student Embalmer

. L] - - = .
. e < -

- -
- T -

Note: The a;bove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failur{
to comply with the above constitutes grounds for revocation of lit_:‘_ense). ..
If ‘embalmed by a STUDENT, he also shall sign in his OWN handwriting:™ -~ ~ R

If this body is not embalmed, fact should be so stated above. ;
[ ] . [ .t - A




