THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
l'n FF B 1 '; 1qmcqurmhon District No. ..___a!_ﬁ_t( ___________ Primory Registration Dlslrlct No.

WO G

29-002492

chish

STATE FILE NUMBER

S8 ..

&'s No. ___

1. PLACE OF DEATH

o. COUNTY

2. USUAL RESIDEMCE (Where deceased lived.

a. STATE

If institution: Rnldoﬁco before

ission

during mast of working life,

wven if retired} INDUSTRY

Randolph Missouri > “°Y pandolp /
b. ClTRY {If cursida corporote limits, give TOWNSHIP enly) Inside Limits c- CIOTRY ¢ g ;;.J Inside Limits
TOW __ Moberly Yosfe] No[] TOWN _ Moberly g | yulg reO
c. figls—ll’_l"l"‘l:ﬂ%g': (if NOT in hospital, give location) | Length of stay in 1b d. gB%IIE?I!EEES {If outside, give location) Reside on Farm
INSTITUTION _ 800 Bond St, 15 yrs. 800 Bond St. Yos (] Ne [
3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Year
{Type or print) OF
MATTIE LOUISE ALLTON DEATH  JAN., 31 1959
5. SEX 6. COLOR OR RACE 7‘MARR|EDC] NEVER MARRIED] 8. DATE OF BIRTH 9, AIGE EI,. :r,; ::‘P:’?EREI;YEAR q;unosa z:“HRs.
Female White woowenfg 1 oworceol]|March 25, 1870 gt [
10o. USUAL OCCUPATION (Glve kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPL ACE {City snd state or country) 12. CITIZEN OF WHAT COUNTRY?

Hous ewi fe Kentucky L USA
13a. FATHER'S NAME 13b. MOTHER'S MALDEN NAME 14 NAME OF HUSBAND OR WIFE
Avery Littleton Amanda Royce
15. WAS DECEASED EVER IN'U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.} 17. INFORMANT Address
{Yes, no, Nunkmwﬂ]l(ll y#8, give war or dotes of service) None Leslie S cneder
18, CAUSE OF DEATHAEM« only one cauxe per line for {a}, {b), and {c}.} r INTERVAL BE EN
PART I. DEATH WAS CAUSED BY: NSET AND TH
IMMEDIATE CAUSE (o) ; 4 v/ Vs
- ‘ L4 -
Canditlans, if avy, o DUE TO (b) am‘("b / ? %
which gave rise r } /
cbove cavse (a),
stating the undar-
Iying couse lout. DUE TO (:)
PART Il. OTHER SIGNIFICANT NS CONT TING TO DEATH 1o the terminal dige@se cond glven in PART I (q) 19. WAS AUTOFRY,
(2 2‘ PERFORME!
’-{ YES[] 2

NT SUICIDE HOMMIDE

B O

20a. ACC

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART { or PART If of item 18.)

A

MEDICAL CERTIFICATION

20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

20d. INJURY DCCURRED

WHILE AT NUT WHJLE
work L & O

21. | attended the deceased fr

All diseases in Port | must be causally reloted.

Dlu}b occurred at
SIGNED
2730, BRIAL, CREMATION, | 23b. DATE 23c. NAMEJOF CEMETERY OR CREMATORY 23, Locnso/(cy'. town, or county) /sm
REMOVAL (Speclfy)
Feb, 2, 1959 Oakland oberly Missonri
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REG. EGISTRAR'S SIGNATUR
Mahan Funeral Servige Moberly a-2-359 j M&.

{Licensed Embalmer's Statement on Raveras 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 1oreiiiiiiiiinieiiinii e er i e st e ran e e nea s e s e , Student Embalmer No. .......ccovvvienene

working under my personal supervision.

SHUAENL  crvirtanrarrsnrerrsarrssnnnnsiriiniasiaenesararranaes Signed _, 7 W

Signature of Student Embalmer N ’
- Lot : ———
- * Licensed Embalmer No%/(j .......

- . P. O. Addr’ess%é‘%

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
‘to comply with the above constitutes grounds fot tevocation 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,




