INK zR FIQIBQN TYPEWRITE IF POSSIBLE

5

e
CAC!

disegses in Part | must be causall

¥ TPo &84

Docter, coroner, etc. must use only standord nomencloture in item 18. Mo symptoms will be listed.

4
HA

Jo

THE D{VISION OF HEALTH OF MISSOUR|

9=

. Health, i
& Waltars STANDARD CERTIFICATE OF DEATH ® 1> ¥ < WA
. Publi
h s:w;:. MMAY 1 1 1959’ngisfmﬁor! Distriet Moo _ oo /_ ______ Primary Reg'ism-hﬂ Diswrict No. N =X~ Reqiﬁrur's Ne. __f __Q ____________
1. PLACE OF DEATH | 2. USUAL RESIDENCE (Where deceased lived. [f institution: Rnssdence before
.. m
S. 300 = COUNIY  pdaiy - o STATE Migsouri “ “Hdair semiasion
. 1-57 k. CITY (If sutside corporate Limits, give TOWNSHIP anly) Inside Limits . ClOTY vy, 3 Inside Limits
om Kirksville Yes (3 No [ rom Kivksville 4 Yes[J No[]J
c. FULL NAM%OF (1 NOT in hospital, give locatien) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
I :-LOS%_PIEFI#EONR 701 E. Washi ngt On{ ) ADDRESIZ(QL E. W&Shi ng‘t on Yes (] No[]
3. NAME OF DECEASED First Last 4. DATE nth Yeor
(Type or print) Adeline Tuttle 4/26/5:™
£ DEATH
5. SEX 6. ¥POLOR OR RACE| 7. MARRIED[ ] NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE {In yoors JFUNDER | YEAR| IF UNDER 24 HRS.
st birthda s Hours Min.
female { white 3 WIDOWED[X] DIVORCED[ ] 4/28/1877 Bt'b e’ ,IT 29 i
10a. USUAL OCCUPATICN (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE City and Hun or country) 12.If§|KEN OF WHAT COUNTRY?
HEuepew e v if reied stic Adair County, Mo.
130 FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14._NAME OF HUSBAND OR WIFE
John R. Music Innis Greenstreet u
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO. 1_1. INFORMANT Address
(Yas, no, or unknawn)] (If yes, give war or dates of service) Innis Tut tle-KitTksvilile s Mo

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), and {c).}

INTERVAL BETWEEN

PART |. DEATH WAS CAUSED BY: s . LI NSET AND DEATH
IMMEDIATE CAUSE (q) Coronary ‘deelusions aw uteq
Conditions, it any. \  DUE TO (b) Coronary thrombosis Few hrs
which gave rize to
chove “caurn o) } Several
stati t dar- . .
z Iying "cavss lasr. ) _DUE TO (¢) Arteriosclerosis(coronary) vrs
E PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissase condltien given in PART | {q) 19. g‘AS AgTOPSY
. . ERFORMED?
g Senility Aoy ves[ ] NO (X
2] 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter naturs of injury in PART | or PART |l of item 18.)
w
; d ] [
U 20c. TIMEOF Howr Month, Day, Year
o INJURY a.m,
x p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 204. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 tarm, foctory, street, office bidg., etc.)
WORK AT WORK

21

[ attended the deceased from , to
Death occurred at

last saw h‘ulivn on ADI‘ 25 9 1959

m on the date stated above; and to the bast of my knowledge, from the causes stated.

220. SIGNATURE L, fN
John R Roderick,

Degree or title)

D.0.

2 22bl SSN

Mgﬂﬁfﬁo

/30/ 59

422:. DATE SIGNED

230. BURIAL, CREMATION, | 23b. DATE

REMOV AL (Specify) -—4-/28/59

23c. NAME OF CEMETERY OR CREMATORY

Brashear Cemetery

1 23d. LOCATION {City, town, or county)}

Brashear, Mo.

{Stote)

24. FUNERAL DIRECTOR

Davis & Davis-Klrksville, Mo.

25. DATE RECD. 8Y LOCAL REG.

S-R2 1759 |
(Licensed Embalmer’'s Statement an Reversa Side)

EGISTRAR'S SIGNATURE




6561

- ™
ST N

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 1orernieieiiiieireiae e eeremrcii e rra e et s s aa b s s , Student Embalmer No. .........coeveeuees

working under my personal supervision.

v

TR T = 11 SN Signed ||
Signature of Student Embalmer

R Licensed Embalmer No/—z/?
‘P. 0. Addresg.« - 14

.

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,




