Health, THE DIYISION OF HEALTH OF MISSOUR| 58__0 4?021

;W‘:Il'fuu STANDARD CER‘""CATE or DEATH S.TATE FILE NUMBER
vblic
Service HLED JAN 1 3 1gsgisrrurion_ District No. 360 Primary Rggistrulion’Disrri:! No. 6225 Registrar’s No.,__3___________________
“ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resnden:a befor
300 L a. COUNTY Vernon a. STATE  Migsouri * COUNTYJaSper admission)
1-57 b. CIOTRY {If cvtside corporote limits, give TOWNSHIP only) Ingide Limits <. CgRY o Lf‘ g &y [nside Limits
tom  Washington Township Yes [ No [y oM Webb City ves & No (]
<. Egkh?;ﬂ%g’: {If NOT in hospitel, giva locatien} | Length of stay in 1b d. :1[‘)%'}5?%15'5 {If outside, give location) Reside on Farm
iNsTiTUTion State Hospital #3 | L Yrg 5 Mos 1304 West Austin Yes [T Mo 5
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
{Type or print} OF
Katherine Lillian Seagraves DEATH December 29, 1958
5. SEX ’ 6. COLOR OR RACE| 7. MARRIED[ ] NEVER MARRIED[ ] 8. DATE OF BIRTH Q. AEEt (b,l,:'n:;; ;:.::F:::eng::\a Iznl‘JJ:DER 2;3»25.
; Female Whi te wooweok) 2. owvorceo[J{ March 10, 1876 B |
g 10a. USUAL OCCUPATION (Give kind of work done | 10k, KIND OF BUSINESS OR 11. BIRTHPL ACE {City and state or country) 12. CITIZEN OF WHAT COUNTRY?
= during moaut of working life, even If reticed) IKDUSTRY o U a
g i fo Missomd =Y.
; 13c. FATHER'S NAME 13b. MOTHER®S MAIDEN NAME 14. NAME OF H'U’SBAND OR WIFE
: John Bracken Mary Hornback Quince Seagraves
E- a' 13. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
= { ” k| }] (If yes, give wor or dates of service .
52 "N“""“““| e or et ) Unknown Records, State Hospital #3, Nevada, Mo,
4 o 18. CAUSE OF DEATHJEM« anly one couse per line for {a), (b), and {¢}.) INTERYAL BETWEEN
S 1 PART |. DEATH WAS CAUSED BY: . . ONSET AND DEATH
W IMMEDIATE CAUSE (a) Bronchial Pneumonig . days
£ 3 :
= & .
. & Condisions, f sny, . DUE TO (b) Coronary Vessel Disesse Years
by [ ave rise to
5 ; above gl::l.ru .(e),
! & stating the under-
5 -4 E4 lying cause lant, DUE TO (c)
E _2 s g PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseose condition given in PART | (a} 19 geﬁ:gggEPSY
< U
2+ S)s enile Dementia 4' 2¢ | ves(] NOE] y =
s _'_,1 !ii S| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED.  (Enter nature of injury in PART | or PART 1l of item 18.)
3 L o O O
5 5 SR e TIME OF Hour Menth, Doy, Year
an @ORO a.m.
? - P ‘;'
=% 0 p.m.
3 i % 20d. INJURY OCCURRED 2e. PLACE OF INJURY {e.g., inor about home,| 20§, CITY, TOWN, OR LOCATION COUNTY STATE
; T w WHILE ATG NOT WHILE D farm, lactory, street, office bldg., efc.)
8 3 WORK AT WORK
§-§ 21. | artended the deceased from 9"']'5'14 , to 12"2 9‘58 and last 'scwjhﬁ'i alive on 12-29"58
E s Dﬁh occurred of Il/\l m on the d_cte stoted above; ond 1o the best of my knowledge, from the causes stated.
s E 220/ SIGRATURE Vv (Dewea or title) 7—; 72b. ADDRESS 27¢. QATE SIGNED
8 5
T, -
33 ~ State Hospital #3, Nevada, Mo. | 12-29-58
230. BURIAL, CREMATION, | 23b. DATE 23e. NAAF. OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Sro1e)

, REMOVAL [Specify) )
'7U Bnriai ’ 1-3-1959 Forest Park Cemetery Joplin Missouri
’J 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. KESISTRAR'S SIGNATUR (

Hedge-Lewis Funeral Home, Webb City lio /.- 17,_.-/ ?

(Licensed Enbolme? s Siotement on Reverss Side




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, OF BY i e e anen e .» Student Embalmer No. .........ccc.......

working under my personal supervision.

STUGENL wevveeruernireiiecerrervrierrarerssesteessensaresnnennns Signed .
Signature of Student Embatmer

- = - i - ‘Licensed Embalfwer

P. O. Address,, ¢4/

- Note: The above MUST BE SIGNED.BY THE LICENSED EMBALMER in his OWN HANDWRITIN
to comply with the above constitutes grounds for revocation of license).
[f embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




