. disegses in Part | must be cosual‘ly related.

Coroner cannot certify to a death due to notural causes.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISS0URI
STANDARD CERTIFICATE OF DEATH

_99-006404

STATE FILE NUMBER

FH:EU FEB 2 4 1959¢gisl’ru'ion District No..-......A?...Q..i..--m»--Primury Ragistration District No. v - Registrar's No___"_,,{,,__.___.

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceated lived. If institution: Rosidonje_bd_ou
. STATE b. COUN admipsion)
. COUNTY Marion ¢ Misasourl —&LQRC 'l—é———f ’
b. CITY (If outside corporate limits, give TOWNSHIP only} | Inside Limirs c. CITY t F.] - Inside Limits
a} 3 OR -
TOWN Palmyra Yesff Neo TOWN Bethel < Yes ff NoD
e, Elél%é.l.llj’:t\EOOF {1f NOT inhospital, givetocation)|Length af stay in 1b 4. STREET {If outside, give facation) Reside on Farm
|NST|TUTlor£(ap18 Lawn Resat iyr ADDRESS YosD  Noff
3. NAME OF First Home Middle Last 4. DATE Month Day Year
DECEASED OF
(Type or pring) H&ry Agnes _Hall DEATH ®
5. SEX 6. COLOR OR RACE 7. MaARRIED ] never MARRIED 8. DATE OF BIRTH S. AGE {In years | I UNDER T YEAR |IF UNDER 24 HRS.
7 tast Lirthday) {Monthe | Daws | Houwns l Min.
Female White winowep [J owvorcen [30CL , 8 1888 70

10g. USUAL OCCUPATION (Gise kind of work done
during most of working life, ecen if retired)

tTe

Housewl

106. KIND OF BUSINESS OR INDUSTRY

13. FATHER'S NAME

James F, Hall

14. MOTHER'S MAIDEN NAME

H. BIRTHPLACE (Ciry and state or country)

Steffensville, Mo,
Victoria Jones

u

12. CITIZEN OF WHAT COUNTRY?

S.A

1S. WAS DECEASED EVER IN U. S, ARMED FORCES?
(#f yes. pive war or dates of service)

(¥er. no. or unknawn)

16, SOCIAL SECURITY NO.|I17. EMFORMANT

PART I. DEATH
M

which

gare iy
ebote

cause

Conditions, if any,

stoting the under-
Iying cause loat.

18. CAUBE OF DEATH [Enter only one cause per line for {a),

WAS CAUSED BY:
MECIATE CAUSE (a}

Address

297 308 Mre WiA.looney.Bsthal, Misaouri,
Y. gnd (e)} ) INTERVAL BETWEEN

ONSETy AN EATH

24,

A ;

to
al,

DLE 1O (c)__M.ﬂ_a .'Qh““?‘d -

MQW Keerdosch .
* - - L
out 10 () _anTEassec o A 000 s t—Vageaulor LElr e dtis s

/

rd ¥

=

=] +. PART {l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ) 15. WAS AuTOPSY

R v . \ PN PERFORMED? .

S Mavdol_ eflousa sty m m ound” dbtvosialen, 3 351 x ves[] no [@ -

.'i_' 20a. ACCIDENT SUICIDE HOMICIDE | 205, DESCRIBE HOW INJURY OCCURRED. (Enter nature of infury in Pari-I or Part 11 of item 18.)

& O 0 a

= [20c¢ TIME OF  Hour Montk, Day, Year

I'u] INJURY a.m,

a p.m,

Lat

ZE | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e. ¢, in or ahoul home, | 20f. CITY. TOWN. OR LOCATION COUNTY STATE
WHILE AT NOT WHILE D Jarm, factory, street, office bidg., ¢tc.)
WORK AT WORK N i A7

21. Jf atrended the

Death occurred at

deceased from . . to _zfl%—/and Iast saw DET stive on
on the date s

ated Above; and to the best of my knowledge, from theicauses stated.

2a St TURE

r i
¥ 22b ADDRESS

(Degree or title)
/ p@ A

AR,

s .

D
ye

23a :g?c?zynr?n‘; 23 DATE 23c. NAME OF CEMETERY OR CREMATORY . LOCATION (City, fotcn, ar county) < (State)
MOYAL ( Spectfy
Birial " |Feb,16/1959! Steffensviile Steffensyille, Missoups
24 FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. ’ REG?R%S SIGN
C.¥W.Musgrove Bethel, Missourl,| 72-/7-s9F ‘%; ?/,Z' %‘
P = g

(Licensed Embolmer's Statement an Raverse Side)




(T3 TT.Y Y TWey

Ry o o

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose n%?ed on the reverse side of this certificate was e:

byme, or by ..t iaeaa B L LLCTTETLETPPPR , Student Embalmer No........

working under my personal supervision..

LY, 1 L S Signed.. Tt L £ BT L8R G -
Signature of Studemt Embalmer \

Licensed Emb r flo..-.é.—. /
P. O. Address> > IvY r.J

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
‘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.




