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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH
./ Primary Registration Dis!ricjk-...__g.,a.a,o _____ Registrar's No.,_.___}__s_,_aj__?______..

STATE FILE

.......... o8-038754 .

NUMBER

1. PLACE OF DEATH 2. USUAL RESIDEHCE (Where deceased lived. If institution: Residence befdre
a. COUNTY Adair a. STATE b. COUNTY Olark adm:ui?/"
b, CITY (If outside corporate_limits, give TOWNSHIP onl Inside Limits <. CITY Ingide Limits
,gem( irksvilie ’ ” Yeos X Ne (] 9% Alexandria ¢33 de YeXJ No[]
c. FULL NAME OF (If NOT in hospital, give logation) | Length of stay in th d. STREET (If outside, give location) Reside on Farm
HOSEITAL OR C. N, H, # ADDRESS  plexandria Yos [ NofC]
3 {NTA;A;E gzrli)rﬁg:EASED FimEmm Middle Last 4. DS;E Menth Day Y ear
a Jane Wood oeatn Nove 23, 1958
5. I‘SEX 6. COLOR OR RACE| 7., 00 e Juever marrieo[] I?TEDAT]EIé)F Bl:EéH 9. AGE {in yoors |F UNDER ;:f‘“ IF UNDER 24 HRS.
® { WIDOWEGE ] 1 oivoreenl ) Y 3 ?9 79" birthday} | ¥ l
10a. USUAL DCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state ar couniry) 12. CITIZEN OF WHAT COUNTRY?
during most of wﬁalllé. van if retired) l#fg;r'gv Keokuk, Iowa U. S. A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
Thomas T. Corder Livinia J. Brandenberry X
IS. WAS DECEASED EVER IN U. 5, ARMED FORCES? 17. INFORMANT Address

(Yes, no,NOnknqwn) {If yos, give wdfr dates of setvica)

|stocmL SECURITY NO.
one

H. L. Wood, Alexandria, Mo,

18. CAUSE OF DEATH {Enter only one cay
PART I. DEATH WAS CAUSED BY™

IMMEDIATE CAUSE ()

Conditiens, if any,

DUE TO (b}
which govae rise to }

DUE TO (¢} ('

above cavse (2},
stating the under-

INTERVAL BETWEEN
OMSET AND DEATH

,Ax_—um

z lying couse last, o y
.,% PART Il. GTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the tesminal disease condition given in PART | (o) 19. WAS AUTOPSY
h] PERFORMED?
@ /352 { YESIR NO[]
w1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of item 18.}
ul
b o a O
§ 2c. TIME OF Hour Month, Day, Yeor
a INJURY  am.
* p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., erc.)
WORK AT WORK - o, e
21. | attended the deceo from t! - ; l ——— 5 d , to =~ - and last 'suwmalive on -— ~
Death oceurred of .’ 15 .D m an the dote stated obave; and to the best of my knowledge, from the couses stoted.

ATURE

L9l

220.

T ¥
23a. BURIAL, CREMATIO%’!SB. DATE

RERIONET"™ 7| 11/2),/58

177)

22b. ADDRESS

Kirksville, Mo,

22c. DATE SIGNED

/(- 2¥

23c, N EﬁjCEM E&\’e(;ﬁe(':EEeMi‘A:;rORY

2d.

CATION (City, town, or county)

eckuk,

Jowa

{S1ote)

T TR L iYL, b

25. DATE RECD. BY LOCAL REG.

-5

{Liconsed Embalmer’s Statemant on Ravarss Side)

26%&5”2“?'5 SIGNATURE ?
[




Ao ve LT PR R

R Y T AP S

STATEMENT BY LICENSED EMBALMER

-~

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

DY M, O BY Lottt e e et e eeeseeeae e e , Student Embalmer No. ................e.

working under my personal supervision.

Student ..ooooiuiiii e Signe@&&i.@..é.{% .............................
Signature of Student Embalmer

e sy T Licensed Embalmer Nou$@.oXL........

- - - -

- P. O. AddresM).mn

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for reyocation of license). .

If embalined by‘a’STUDENT, he also shall sign in his OWN handwriting.*~* '+ - AT

If this body is not embalmed, fact should be so stated above.




