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vactor, coroner, atc. must use only standard nomenclature in item 18, No symptams will bs listed.

All diseases in Part | musy be cousally ralated.
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THE DIVISION OF HEALTH OF MISSOURI

59-013"752

STANDARD CERTIFICATE OF DEATH

STATE FILE NUMBER

L[UAPR 2 3 1gsggls!ra!mn District No. e, /H:b ______ Primary Registration Dmnct No. __cZQ_QJ ,,,,,,,, Reagistrar's No. .___Qg_Qﬂ__-_-

f.

5. SEX 6. COLOR OR RACE|} 7.

w

{

MARRIED | NEVER MARRIED[ ]
wiooweo®d . prvorcen[

8. DATE OF BIRTH

Dch. 17./873

2. AGE (In yonr:
lost birthday}
—

IF UNDER’Z‘ HRS.
Hours [ Min.

FUNDER 1 YEAR]
Maonths l Days

PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If insytution: Residence byfore
COUNTY W a. STATE + b, COUNTY "2: | admi ssio
CITY {If outside ¢°'|s€’ﬁ" limits, glvg TOWNSHIP only) Inside Limits c. CITY . \(,{4‘ %,g- Inside Limits

O =
TOWN ves i Ne (] ToN M"’ q YesS N[
FULL NAME OF (II"NQ‘(ln hospuol give locatppn) | Length of stay in 1b d. S'B%%E'gs ?lf autside, give locpfion) Reside on Farm
HOSPITAL OR A E
INSTITUTION 2208 M 70 g 222 &"M,‘! Yes [ No¥]
=
3 mes OF ozfsassb First 74 Widdis U Last 4. DS;E Mand Day Year

(Type or print .

ETTA CELLA HoLDEN peatn gk /12, /955

10q. USUAL OCCUPATION {Gixe kind of work dgne | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City ond state or counny) 12. CITIZEN OF WHAT COUNTRY?
durin; [ worlping | aven if retir INDUSTRY )
M ‘e acen , Mo AV

13e. FATHER'S NAME

Foveey Hinps

13b. MOTHER'S MAIDEN NAME

SaraH __MeicALr

14, NAME OF

IS Ho

HUSBAND OR WIFE

LbBEA, .Dec’c/

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yus, no, praunknown)] {If yes, give wor or dates of service)
Y0

16. SOCIAL SECURITY NO.| 17. INFORMANT

Address

R.F Horpen, 2203 A/enfuoiﬂy, Jeplin M.

18. CAUSE OF DEATH (Enter only one couse per
PART . DEATH WAS CAE!SED BY:

IMMEDIATE CAUSE {a)

P 4

line for {a), {b). and {c).)

Factus s _

INTERVAL BETWEEN
NSET ANDBEA

ﬁma_nz‘

Deoth eccurred a?

/1.5 #m

m 8n the date stated above; and to the bul of my kno

Conditions, if any, DUE TO (b)"
which gove rise to
above causs (al), }
stating ths under- Q i é ¢ c d; L A C .t
é ' dying couss lost. DUE TO {c) .
(= ' PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the terminal disease condition given in PART { (s) 19. WAS AUTOPSY
X 3 PERFORMED?
i 3 :{X YES[] NOJE A
=1 200 ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
3 | O o
| 2c. TIME OF Hour -Month, Day, Year
a INJURY a.m.
H p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, foctory, street, office bldg., erc.)
WORK AT WORK o~ -
21. | antended the deceased from ullvn on %_‘ / 95?
wledfe, from ‘o cavses stated.

22i?8£ . ﬁ

=70

22b. ADDRESS

&4 /19Kalf

2

22c. PATE SIGNED

2//15/59

272,

23a. BURLAL, CREMATION, | 23b. 23c. NAME OF CEMETERY OR CREMATORY 2 10N (City, town, or county} (Stote)
REROVAL (Spegify) e

Hria L -14-3'4 fairview _Zop/lin Mo

24. FUNERAL DIRECTOR KDDRESS 25. DATE RECD, BY LOCAL REG. 's SLGNA .

Sreve [ArKER MorTusry - Tophn, Ma.

H -/ §~17SF

{Licensed Embalmer"s Statement ari Reverse Sids)




—— e e e - . r e e e P4 e & = -

. L

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
., Student Embaimer No, .........c.coeeees

working under my personal supervision.

SHUENL +rovveviivireurnienescres s ensesarssesenereen sy Signed 17 r%% 2 A< AN

Signature of Student Embalmer
. ‘
' ' Licensed Embalmer Noz.ﬁ?.df.. ......

P. 0. Address g%/éfaf'-m

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.




