THE DIVISION OF HEALTH OF MISSOURI

s STANDARD CERTIFICATE OF DEATH _— 5'95‘&1@&31 ““““““
j;::.l-::. APR 2 195&|slrmlon District Mo, _._‘2:,.?..9 _____________ Primary anisfroﬁon Disiric_? No. .é_g.:t.-' __________ Registrar’ s Nn __________________ .

LACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residencg’befora
. 300 COUNTY  Macon STATE Miasouri b COUNTY Mg qopsdmispion)
1-57 0 CgY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. Cé)TRY P é ! f Inside Limits
R
TOWN Macon Yos i) No O TOWN Macon 4] Yesi] No [
FULL NAME OF (If NOT in hospitel, give location) | Length of stay in 1b d. STREET If oyjside, give location) Reside on Farm
HOSPITAL OR n osg avs ADDRESS 0 f\'fﬁ"ione
| INSTITUTION S&mal"it n H po gil ]5 y 5 3 Y“D Nog
3. NAME OF DECEASED First Middle Last 4. DATE Maonth Day r
(Tyos or prin) ANNA MAY  LEMLEY 9 March 23, 1659
6. COLOR OR RACE} 7. 8. DATE OF BIRTH 9. AGE {In years JFUNDER 1 YEAR| IF UNDER 24 HRS.
Fema le l -I#l 1% e MARR]ED&*EVER MARRIEDD } i:ni;ny; Manths | Days Howrs Min,
. wDOWED[ ] oivorcen[J| Jan. 20, 1876
H 10a. USUAL DCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City ond state or country) 12. CITIZEN OF WHAT COUNTRY?
= durlng most of worki rlg lifw, oven if retired) INDUSTRY j
] Housewife ne Cherokee, Xans. U,8,4A.
H 130. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
. Jarrett Bartee Sarah E. HNance C. C. Lemley
£
H w
a —lI 15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17. INFORMANT Address
E,_ % {Yes, nnmurkmwn)t (If yos, give wi} fydotes of service) no MI"S » Glal"e lefe ﬁﬂ‘ con ’ MO .
(=]
2 o 18. CAUSE OF DEATH (Enter only one cause per line for (a}, (b}, and {c).} INFTERVAL BETWEEN
$ w PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
: w IMMEDIATE CAUSE {a) _M,_,_‘
: &
3 x /
: o Conditions, if any, DUE TO (b) _Mmb AR
3 b which gave rise ta 7
3 ; above ::ugo ju),
3 tati tha under-
5 8 g llyiar:ngcnulc la::. DUE TO (¢) "‘2
H 5 =8 PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1a the terminal diseass condition givan in PART | (o) 19 WAS AUTOPSY
A b PERFORMED?
2 z 2 ves[J NoLAg
H - % | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
ix ZQEE
Y 1 U ] ]
a3 Uz
36 S MO 0c. TIMEOF Hour Moath, Day, Year
15 =B INJURY  a.m.
: 7;' j E p.m.
i E é 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
; :8. w WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.)
e 8 WORK AT WORK ./ 2, A .,
i E 21. | ottended the deceased from ‘_J; ? ’a /:‘ E 1oy 3',{ = -Sg & E and lost saw h " alive on 53£ . 9 '%
; H Decth occurred at oLy m on the date stated above; and to the best of my knowledge, from the caufes stated.
1
;_g 220. SIGNATU g /ﬁrg:ee or title} P 22b. DRESS 22e. DATE SIGNED
iz st 8 ' o
E ‘ o)
230. BURIAL, CREFATION, | 23b. DATE 23 /NAME OF CEMETERY OR CREMATORY 93d. LOCATION (Clty, 18wn, er county} {Stare)
Fiﬁzf"’ Mar., 26, 5P Bethleham Cem Mpcon, Mirsouri
- 4 INERAL DIRECTQR ADDRESS 25. DATJE RECD. BY LOCAL REG. 26/ REGISTRAR'S SIGNATU
tottno  MNacn Mol 3)30/59 M Ueol,,
(Li d Embalmer’s on Rl\'.!’l_lsid.) ‘
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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

BY M, OF BY 1eviiiiiririrriveteesrarnrs e rassrrreresrassnss rrbsnsbnsassrsnssnnsssmesnassabssss ., Student Embalmer No. ......ccevvvunnns

working under my personal supervision.

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

Signature of Student Embalmer

Licensed Embalme f/\fr77
- ’ P. O. Address...ﬁ&é .............. z ......

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.
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