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THE DIVISION OF HEALTH OF MISSQUR]

STANDARD CERTIFICATE OF DEATH

m lﬂAR ﬁ D ld"ﬁ?ﬂlﬂmﬂun Dlnrlcf No. ... /_é__.l?_..

Primary Registrotion District ND-.dd—d-Z...........,...,_.. Registrar’s No. __

eee29=009933 ..

STATE FILE NUMBER

Y

133,

~T."PLACE OF DEATH 2. USUAL RESIDENCE (Where dececsed lived. If institution: Resédence befpre
. COUNTY . 8TA b. COUN admi ssion,
. Jefferson * ST%isgours Tefferson /Vﬁ
b. ClTRY (If owtside corporate limits, give TOWNSHIP only) Inside Limirs <. CIOTRY o Ge Inside Limits
tom_ De Soto, Mo, Yos & No [ 10w De Soata o Yest® No [
I <. FgLL NAIA_ME)F?F {1 NOT in hespital, give locc'ﬂion) Length of stay in 1b d. STREET (If outside, giva location) Raside on Farm
HOSPITA ADDRESS
Nerrorion 706 Blow St, JI8. 706 Blow St, Yes [ nof]
3. NTAME OF DE;:EASED First s Middle Lost 4. DATE Manth Day Year
(Typw or print’ “ OF
Lyla Dorothy Kelly DEATH 3=-15-59
5 SEX 6. COLOR OR RACE} 7. 8. DATE OF BIRTH 9. AGE (In FUNDER 1 YEAR| IF UNDER 24 HRS.
! MARRIED[ ] NEVER MaRRIED[ ] (In years !
F W wooweo{X & owvorceo[ ]| APTil 3, 1877 1@ irrndon [Momhe LD"' Hours | i
109. USUAL OCCUPATION (Give kind of work dene | 10b, KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) }2. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) iNBU Y
At home Wone Vineland, Mo. USA

FATHER'S NAME

Ben Mitchell

13b. MOTHER'S MAIDEN NAME

Rachael McSpadden

14. HAME OF HUSBAND OR WIFE

Marion Kelly

15. WAS DECEASED EVER [N U, 5. ARMED FORCES?
{Yes, ne, ernnkmvm)]{lf yoik, give war or dotes of service)
)

156, SOCIAL SECURITY ND.

None

17. INFORMANT

Mrs,

Flise Evans,

Address

706 Blow S+,

18. CAUSE OF DEATH (Enter only one cause per line
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

PART .

Conditions, if any,
which gave rise to
abave cowse (8),
stating the wunder-

DUE TO (b)

s

(), &), and (c).

INTERVAL BETWEEN
ONSET AND DEATH

MEDICAL CERTIFICATION

lying cause last. DUE TO (c)
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not raloted to the terminal dlsease condition given in PART | {a) 19. WAS AUTORSY
2. PERFQRMED?
AH 2.2 YES[] MO 2
a0, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART [ of item 18.}
O Cl 0
20¢. TIME OF Hour  Month, Day, Yeor
INJURY  am.
p.m.
20d. INJURY OCCURRED e. PLACE OF [NJURY (e.g., inor about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE O form, foctory, street, olfice bldg., etc.}
WORK ] AT WORK

| ottended the deceased
Deoth occurred at

21.

S E AT T E— ooy

and last saw hl & glive on

on the date steted above; and to the best of my knowladge, from the cavsas stoted.

22a. SIGNATURE {Degree or title) 22b. ADDRESS
@‘ {‘ s A W] "O-O . 1 loy E
. BURIAL, CREMATION,| 73b. DATE 23¢. NAME OF CEMETERY OR CREMATORY
"B R gAY | B-19-59 ty

Pe" Soto,

22e. DATE SIGNED

-~ 1 2~57

{State)

TION [City, town, or countyf
Mo.

24.

FUNERAL DIRECTOR

J. Lee Mothershead, “Pe’ Soto, Mo,

25. DATE RECD. BY LOCAL REG.

3

{Li

d Embel

‘s 5 on Reverse Side)

26. R

ISTRAR'S SIGNATURE
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STATEMENT BY LICENSED EMBALMER

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

., Student Embalmer No. ......ccoeevienen

..........................................................................................

by me, or by

working under my personal supervision.

Licensed Embalmer Noo...0.... 7.
P. O. Address.A_¢. Z7 t?ﬁ%

SEUAEIT  verviriiiiiiieeiirtrisieeenrrcreirrnrancsisrarasarsars
Signature of Student Embalmer

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

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. ,




