THE DIVISION OF HEALTH OF MISSOURI
e STANDARD CERTIFICATE OF DEATH —-DP=006231
:P W:Ilfore STATE FILE NUMBER
vilic
Lervice geglstmhnn Dlstrlct No. e z ,,,,, y ,,,,,,,,, ~Primary Reglsfruhon D|s1rlcf No. . 3¢ 3 ;:_,____“_, —_ Raglstrar sNo.____, !2..[..,‘
]
| I 1. PLACE.OF DEATH 2. USUAL RESI CE (Whera deceased lived. If instingtio Residence b)efora
300 a. COUNTY a. STATE b, COUNTY :/W
=57 f b CITY (i Tate || %OWNSHIP only) | Inside Limits < cy y 4% Inside Limits
' TON M Y“,qa' No [] TOWN Z Y“/E No []]
: c. FULL NAME'OF (i NB¥ in hospital, give location) | Lengsh of stay in 1b d. STREET (%.ﬂside, give location) Reside on Farm
‘L HOSPITAL OR - ADDR&SS . Yes D N
| INSTITUT Syedr s outh 5 th Strest =
| 3. NAME OF DECEAS) jrst Middle La 4. DATE Manth Day Yea
} {Type or print) /{8 nr 7‘ o K OF __/ r7,
| DEATH _ A4 PS5
| ¢ COLORIR RACE[ 7.0 cntibbver marmizol]| & #ATE OF BIRTH 9. AGE (tn year/JIF UNDER | YEAR! IF UNDER 24 HRS,
1 last Brgduy) Manths ff Days Howurs Min.
wooweo[')  owvorceoloVember 29,1908
‘ 10a. USUAL QCCKIPATION (Give kind of work done | 10b. XIND OF BUSINESS OR 11. BIRTHPLACE {[City and state or country) 12. CITIZEN OF WHAT COUNTRY?

All diseases in Port | must be cnu-snlly related,

during mest of werking life, even if retired)

nter

13a. FATHER'S NAME

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Yes. no, or lﬁmqwn) {If yes, give wor ar dates of servica)

253-

PART I-
IMMEDIATE CAUSE (o)

DEATH WAS CAUSED BY:

USTRY
lab.?MDTH;R'S MAIDEN NAME

| Dell J. Cembron

16. SOCIAL SECURITY NO.

2K

18. CAUSE OF DEATH (Enter only one cavse per m (a), (b}, ond (<).}

17, INFORMANT

Y oA ey

orgis.

U.S. -

14. NAME OF HUSBAND OR WIFE

Bunice Reed

Address

junice Ogborne, lLexington, Missouri

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any,

1

-

which gave rise to
above couse (a),
stating the under-

} DUE TO (b}

A Yan A Py gmditins
Dum%%ﬁ/ ols Julole 2 fustirs g

WHILE AT[ NOT WHILE
WORK [ A £

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

farm, factory, street, office bldg., etc.)

z lying couse last.
2 PART Il. OTHER SIGNIFICANT COWDNS COWTRIBUTING TO DEATH but not rafated to the PR (A— T n PART u.( 19. WAS AUTOPSY
3 PERFORMED
c Aar | YES[] NO
| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |1 of item 18.}
(1]
o 0 J ]
§ K. TIME OF Howr  Month, Day, Year
a_ INJURY a.m.
E p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

21. 1 attended the d

e o

and last suwt alive on /m

m on the date stated above; and to the best of my knowledge, from the cavsas stated.

Dreath occunecL at

W Mait=ris

Wy e

'_22:. PATE SIGNED

230. BURTAL, CREMATION,

23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State}
REMOVAL (s.nufv .
ﬁlv. 569 | kiachpelsh Lexington, Aiissouri.
T 25. DATE RECD. BY LOCAL REG. | 26, REGISTRAR'S smru?e
’
/ /. 2—~25-57
7 MiLicensed Embolmer's Statement on Raverss Side)
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STATEMENT BY LICENSED EMBALMER

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

e —_

DY M@, OF BY Leeiiiieriienii it s it en e e e s s e ., Student Embalmet No..........cccceraene

working under my personal supervision.

Student -ooeeiiii i e e b
Signature of Student Embalmer

Licensed E

P. 0. Add

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the abover constitutes grounds for revocation of license). .
If embalmed by 2 STUDENT, he also shall sign in his OWN handwriting. .
If this body is not embalmed, fact should be so stated above.

»




