THE DIVISION OF HEALTH OF MISSOUR! 58_04_4"?33

Jealth,
Welfore _ STAN DARD CEMIF'CA" OF DEATH STATE FILE NUMBER
ublic HLEU JAN 7 ‘3
'.M\X\ 1gm:fmnon District No, ___/_ z_g.z_,,,..,...-_,l:’nmury Reglslrmwn District No. __ .__.g_j__,ﬁ__ Ra'g'isrrur's No.______ ,_Z________
1. PLACE OF DEATH 2. USUAL RESIDENCE {(Where deceased lived. If institution: Rudidqncp b;lore
admissio
a. COUNTY Lafayette e STATEM{ ssourt b S Eyette 4
'5? b. CITRY (I owtside corporate limits, give TOWNSHIP only) Inside Limits c. ClOTRY ‘ 5 ‘f‘- Inside Limits
tom Higeinsville Yes (] No[] ToWN Higeinsville ¢ Yesir] No[]
c. FUL'!: NAME OF (If NOT in hospital, give location} | Length of stay in 1b d. STR%ETSS (If outside, give location) Reside on Farm
hariution 209 E. I8th 5 yrs. ADDRESS 009 #. ISth. Yos [J Nof]
3. HAME OF DECEASED First Middle Last 4. DATE Moanth Cay Yeor
(Type or print) oP
Maude Blanch Still Ault DEATH  TT 28 1958
5. SEX / 6. COLOR OR RACE T'MARRIEDDNEVER marriED[] 8. DATE OF BIRTH 9. AEE :.i,: ,..;; :;JN':ER ;‘rfm l::::DER 2:“:?5.
1 Female White _wiowen[X 2-oivorceo[ ]| 2-4-1878 B8 |"9" | 2% I
!' 10e. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS QR 11. BIRTHPLACE (City and stote or country) o 12. CITIZEN OF WHAT COUNTRY?
; duri i if rati INDUST . .
| wing most FIS Y APL YE 1 1) "fiome Near Lexinston, Missouri USA
132, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H_U’SBANQ QR WIFE
Dr. Jonathan Mitchell Cecilia Ann Ward C. E, Ault (deceased)
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17. INFORMANT Address
Yas, na, ¢ , give war or »s of service N N
(Yos, ro °n'c“"“'“’|‘ yee et et Mrs. Anna Yee Mock Higeinsville, Mo,
18. CAUSE OF DEATH (Enter only.one cause per Lige for (a}, {b), and (c} ) INTERYAL BETWEEN
PART I. DEATH WAS CAUSED BY . ONSET AND DE

IMMEDIATE CAUSE {a) %LW
Conditions, If any, } DUE TO {b) W W Pcle o 4 lgw

which gove ¢ise 1o
above couse (a),
stating the under-
lylng cowse last.

USE ONLY BLACK INK OR RIBBOM TYPEWRITE IF POSSIBLE

z DUE TO (<}

o “9-_ PART l{. OTHER SIGHIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relfated 1o the termingl diseass conditlon given in PART | (a) ‘19. WAS AUTOPSY s
s h] 4 PERFORMEL'[%/
5 z S0 ves[] nO W 2
- 2| 200 ACCIDENT SUICIDE HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART 1l of item 18.)
= w
g ; a O G
S S| 20c: TIMEOF Hour +Month, Day, Yeor
5 'a INJURY a.m.

k] ¥ p.m. - .

_E 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY o STATE
- WHILE ATD NOT WHILE D form, foctory, street, office bldg,, exc.) .

2 WORK AT WORK . , .
£ 21. L ottended the deceased from M,Aﬁ[o o LY O ¥E “OHFnd lost saw 2 glivecn _IVOY” ZS — K
H Decth eccurred of m on the date stated abeve; and to the best of my knowledge, from the couses stated.
§ {Degros or titla} "s 22b. APDRESS 22c. DATE SIGNED
- ——

3 CL;Q?@ | arrav iy o 5 -

730, BURIAL, CREMATION, | ZYe-DaTE 23c. NAME OF CEMETERY OR CREHATORU a 234. LOCATION (City, tawn, or eaunty) {Stste)
ecify)

& Bty II-30-1958 City Hizs-'insville Mo.

24. FUNERAL DIRECTOR ADDRESS ) 25. DATE RECD. BY LOCAL RE: EGGSTRARLS SIGNATURE
Forrest A. Hoefer Hipginsville uo. | Alce., Fo, /7)’ 1*‘2:1 5’"‘“ q:""—‘-"'v

{Licansad Embatmer’s Statement on Reverse Side)



STATEMENT BY LICENSED EMBALMER

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

DY M@, OF DY i tiiitervsrrsrvr s e sbe s rnr s s tnnetbaabnsr e rrnsrasanntanetreas «» Student Embalmer No. .........ccvenvnenn

working under my personal supervision.

SEUAENL -wevreveerererreaeeietiiasseesoeesesssnbesessssssnenens Signed /‘szﬂf .A‘)/%’ ...................

Signature of Student Embalmer
Licensed Embalrnercsl yf&,/

P. O, Address~ ( >
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fail '
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.




