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All diseases in Part | must be cousally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

10N

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH
L/

ﬂLED MAY 2 5 Tg_ Ugistration District No.

59

STATE FILE NUMBER

Primary Registration Dislricgrk- .--ﬂ._é{._d:?_ﬁ__ Registrar’s NcTA___zz;.é‘_.,“__

—018846

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. I institution: Residence before
o oMY 8¢, Clair AT imsouri By, c1av
[} sy £ r
b. C{)TRY (It autside corparate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
TOWN Oﬂc a 0] ) Yes @ No D TgﬁN LOWI‘}' Ci ty Y’-"m No D
c. FULL NAME OF (If NOT in hospitel, give location} | Length of stay in 1b d. STREET (14 outside, give location) Reside on Form
o  HOSPITAL OR 9§36 ADDRESS Yes[J N
INSTITUTION ) scaola M. H. o = it
| L :{IJ_\ME OF DE)CEASED First Middle Last 4. DATE Month Day Year
ype er print OF .
Ema E. Prier DEATH Nay 2,1959
5. SEX 6. COLOR OR RACE T'MARRIEDD NEVER MARRIED[ ] 8. DATE OF BIRTH 9, A,(_;E' S"o;;:;; l;:'#:'?’E R ;LEAR l::::e’nea n:ﬁrri'ns.
T3 i N
Fomale ;| White g wooweo[ X oivorceod| Nov 36,1879 I

100. USUAL QCCUPATION (Give kind of work done
during mast of working Fife, aven if ratired)

10b. KIND OF BUSINESS OR

rDUSTﬁYome

.

BIRTHPLAGCE (City and state ar country}

Beatrice Nebragks

12. CITIZEN OF WHAT COUNTRY?

USA

eaning
13a. FATHER'S NAME

| _Daoninl WM. Cobla

13b. MOTHER'S MAIDEN NAME

Finnatte Frost

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN . S. ARMED FORCES?
(Yes, no, or unknawn)| {If yes, give war or dares of service)

16. SOCIAL SECURITY NO.

None

17.

INFORMANT

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

Address

Harriet Logan,fansg City Mo,

INTERVAL BETWEEN

PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (o) _Arfeor/oseleratie Heart Discose  Decompenseted) & mmom Fhs.
Conditiony, if any, DUE TO (b)
which gave rise 1o }
above couse {a),
stating the under-
tz) lying couss Fast. DUE TO {<)
= PART Il. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the 1ermincl dissase condition given in PART | {q) 19. WAS AUTOPSY X
g PERFORMED?
i H2e0 YES{ ] NO(X
%1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART ll of item 18.)
g o o O
S| 20c. TIMEOF How Month, Day, Yesr
EJ INJURY a.m.
X p.m.
20d. INJURY OCCURRED We. PLACE OF INJURY (e.qg., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, foctory, street, office bidg., etc.)
WORK AT WORK
21. 1| atrended the deceased from ji 2 ﬁl - 2 , 10 - ond last sawh alive on N /,3 /f_z
Deeth accurred ot __ /.2 /4 : i on the dite stated above; and 1o the best of my knowledge, fref the causas stated.
22u. SIGNATURE 4 (Degree or title) o| 22b. ADDRESS 22¢. DATE SIGNED
-~y
mwﬂ Farns WD Osceola Missouri 5/3/59
23a. BURIAL, (EMATIOH 236, DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or cpunty) {State)
REMDV AL {Specify}
Bupi gl 5/3/59 Kidds Chapel Lowry City Mo,

ﬁﬁu DIRECTOR % @ > )“d

25. DPATE RECD. BY LOCAL REG.

S/S-GT>®

d Erbalmer's §

on Reverse Side)




STATEMENT BY LICENSED EMBALMER

|
|
|
\
|
1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed‘

DY ME, OF DY ieniriniiieeineieeen e ies i ieae i s leesssatassamanssnsnarnetnssbarsermansanssasarnsenn ., Student Embalmer No. ..........cecuvene.

working under my personal supervision.

Student coooiiii e e
Signature of Student Embalmer

Licensed Embalmer No.,.. 7. ... 2. %

P. 0. Address@L

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.




