Health - THE DIVISION OF HEALTH OF MISSOUR) 58__04__2932

s;. w;:.sm STANDARD CERTIFICATE OF DEATH 30 2 STATE FILE NUMBER
S:rvie- I-.”_ED DEC 9 195&g|sfrohon District No. 3 .1 '1‘ Primory Registration District NavZ777° — ™ Registrar's No. _,Lf[.;,______.___.w
' PLACE OF DEATH 2. usu.n. RESIDENCE (Where doceasad lived. If institution: Residence befdra
L300 @ a. COUMTY Sal ine 5TATE Missouri b. COUNTY galin adm.,my}’
157 b. C(rJTRY (If outside corperate limits, give TOWNSHIP only) Inside Limits c. C:JTRY 0 97¢ Inside Limits
Tom  Marshall Yo [3 No[] oy Miami 7| YosfB No[l
c. r‘glé.é_”NA{AEOF (1f NOT in hospital, give location) | Length of stoy in 1b d. iLRDIFEzEE'I;S {If outside, give location) Reside on Farm
A
WsnTutionFit zgibbon Hosp.| 1l week Btreets not numberned.s(] Nkl
3. MAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) oF
Frances Isaac Kruger DEATHD@c, 1, 1958
5. SEX | 6. COLOR OR RACE| 7. MarrIED[ ] NEVER MARRIED[] 8. DATE OF BIRTH 9. AIGE E-" ::,,,; :;JP:}EJER[\;YEAR I::JN:DER 2:“HRS.
1a White winoweo[] 3 mvoncsoli July 26 _]_889 ug i * Y I '

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND QF BLISINESS OR 11. BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT COUNTRY?

during most of working life, aven if retired) INDUSTRY 7]
Housewife Qwn Home Miami, Missouri USA |
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF H,UsaANQ OR WIFE |
Albert Iseaac Grace Williams e meme—————
15. WAS DECEASED EVER IN U. §. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Addrass

(o rafgrirer] yen shve wor ordor ofwevicd) 94 . 00-9619|Mrs. Jonnle Gillespie-Marshall, Mo,
18. CAUSE OF DEATH (Enter only one cause per line_fgr (a), (b), and { )/ é INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: 7 ég g ONSET AND DEATH
IMMEDIATE CAUSE (a) % M . /;5 (V4
— . ; PN 4]
DUE TO (b) : ﬁmw - :%i(bd eesgy f é éﬁ&”éﬂ
~
DUE T0 {c) ﬂém‘—/ . / Ccrrg.

Conditions, if any,
which gave rise to }

ST T TTeI Tk

above cause (a),
stating the under-
lying couse lost.

5 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQO DEATH but not raloted to the terminel disease cendition given in PART | {a) 19. WASMUTOPSY

i e PERFORMED?
3 260X vEs{] no[] ©
;, 206. ACCIDENT SUICIDE HOMICIDE 220b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |} of item 18B.)

o o O

2c. TIME OF .Hour Month, Doy, Year

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

INJURY a.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (o.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 form, factory, street, office bldg., etc.)
- WORK AT WORK

. - -] ' S
21. | attended the deceased from %%%%5 / E'—SY Lo 4 E,& F 4 and last ioiv. on MI&’/" / i,fs/
Deoth oceurred ot anm, : m on the date stated above; and to the best of my knowledge, from the causes stated.

220 ﬂcu,\% % Z z(Deg?e n.qu c |2 W: 2 %0 22} 25 jc/ninay’

230. BURIAL, CREMATION, | 236, DATE 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or county) (Stare)

Burial™ {35.4-58 Miami Cemetery Miami, Missour

24. FUNERAL DIRECTOR ADDRESS 28. DATE RECD. 8Y LOC REG. 26. REGISTRAR'S SIGNAT%E
. !
Campbell-lewis Marshall, Mo. &m.% - Qﬂa...& .

All dil"ﬂl!l in Port | must be cavsall

My
-

Q:-.

{Licensed Embelmer’'s Stotement on Revarse Sids)




STATEMENT BY LICENSED EMBALMER

N

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

.......................................................................................... ., Student Embalmer No. ........c.coviinene

working under my personal supervision.

Student

........................................................

Signature of Student Embalmer g
. Licensed Embalmer No.?: ;é
‘ - P. O. Address /.#

*Note: The abdvg MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failu
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.




