iﬂmlth THE DIVISION OF HEALTH OF MISSOURI 59 0 0559

. Welfore STANDARD CERTIFICATE OF DEATH ; STATE FILE NUMBERb
Public I -
 Servi istration District Ne, _.g'L_ . . .._Primary Ragistration District N° ______ 4 _l -’ .......... Registrar’s No.___. & .
e |FLED APR g 1o58 49 .
| | 1. PLAgE OF DEATH 2. USUAL RESIDENCE (Where deceased h'aed. 1§ institotion: Residqncy{}e
. COUNTY . STATE b. COUNTY M50
r 30 Revnolds County ° Missouri Revnof s,
1-57 b, CIOTRY (If outside carporate limits, give TOWNSHIP only] | Inside Limits e cgv O 7&0 Inside Limirs
. . . r R v .
’ o Black, Missouri Yes (] Nogc] tomd Black, .lissouri € Yes[] Noly
c. Fng-FI‘-I'INA{:‘%SF (I NOT ingcgnal gi fcahon) Length of stay in tb d. STREET {IF cuiside, give location) Reside on Form
H A ADDRE .
| insTiToTion__Black, Kllscour:. 55 yrs. Black, Mo. Boss Rt,.| veGErel
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Year
(Type or print) OF
Anzel Ay Shepard DEATH march 18, 1959 -~
5. SEX 6. COLOR OR RACE] 7. . 8. DATE OF BIRTH 9. AGE (I |F UNDER 1 YEAR| IF UNDER 24 HRS.
I B 6 _ MARR]EDDNEVE" MARRIEDE . A 50:' {ir:!;;:;; Mornhq Days Heours Min,
Male White woowen(] .3 oworceo| Decy 285 190315 CH T
I 106, USUAL OCCUPATION (Give kind of werk dene | 105. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stats or eountry) 12. CITIZEN OF WHAT COUNTRY?
ring most of working iife, aven if revired) INDUSTRY
K armer Farming Reynolds County U. S, A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
James Harvey Shenard Louise Liathes Shenard X
15. WaS DECEASED EYER IN U. 5. ARMED FORCES? )16, SOCIAL SECURITY NO.| 17, INFORMANT Address
{Yesnno, or unknawn)| {If yes, give war or dates of service} . . .
NS | . i X Louise Shephard, Black, bMissouri

18. CAUSE OF DEATH (Enter only one couse per line fer {a), (b, und (c}.) . INTERVAL BETWEEN

PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (a)

Conditions, if any, } DUE TO (b) M M

which gave rise to
above couss (a},
stating the under-

/40
th

I Use only stondard nomenciorure n item |5, No symptoms will be listed.

USE ONLY BLACK INK OR RIBBON TYPEWRITE {F POSSIBLE

g lying cause last. DUE TO (<)
< - PART Il. OTHER SIGMIFICANT CONDITIONS CONTRIBUTING TO DEATH bur net reloted 1o the 1erming! diseose condition given in PART { (o} 19. WAS AUTOPSY
© < PERFORMED?
b1 o
< = YES[] NO Qé’
- 2| 20a. ACCIDENT SWICIDE HOMICIDE 20b. PESCRIBE HOrn INYJJRY OCCURRED,,{Enter nature of injury in PART | or PART Il of item 18.)
= w
: o ). -
S S| 2. TIME OF Momh, uy
X a INJURY
S E ) o
2 E 20d. INJURY OCCURRED , F’LACE OF INJURY {e.g., m.::’abourht;me, 206 CITY, TOWN, OR LOCATION COUNTY STATE
T WHILE AT NOT WHILE ar tory, street offm. bidg., ete-
38 WORK L3 AT WORK ) ,_)b ﬂF W
] E 2t. | attended the deceased from . %_o_%_cnd last saw | her all“ on
g 5 Deoth oecurred at m Qm on the dote stated ocbove; and 1o the bost of my knmuledge, from the covses stated.
: 8 220. SIGNATURE egregoar title) 22b. APDR 22¢. DATE SIGNED
2= y 1 ~ Ao
23 oy X)) 2 _ . S
23a. AL, CREMATION, | 23b. DATE 23e. {AME OF LEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or county) {Stot
Ed REMOYAL {Spectfy) . B - e .
72 Buria Merch 20,1959 Lyers Cemetery Black, .iissouri

24. FUNRERAL DIRECTOR ADDRESS 5. DATE RECD. BY LOCAL REG. 25. REGISTRAR'S SIGNATUR -
<+
Snencer Funeral Home, Salem, Mo.| 3/207sy gﬁ m4 :
7

{Licensad Embalmer’s Statemant on Reverse 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 e, 0T DY ottt et ettt e e e e e e et erer et —enn e e e e aans , Student Embalimer No. ..........ce.eeen..

working under my personal supervision.

SNt vvveiiiiiiiiiiiiiie e Signed W

Signature of Student Embalmer

Licensed Embalmer/No

P. O. Addres %

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 alse shall sign in his OWN handwriting,.

If this body is not embalmed, fact should be so stated above.



