t. Health,
, & Welfare

y talated.

iam B, Roat

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

n Part | must be causall

Doctor, coroner, ete, must use only standard nomenclature in item 18, No symptoms wiil be listed.
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THE DIYISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH
...0%8 .

59-020501

1000

..Primary Registration District No. =2 MM

STATE FILE NUMEéi
e Registrar's No 5

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
o COUNTY  Dynahanan o STATE Jf b COUNTRy o han Pives
b, CITY (I vutside corporate limits, give TOWNSHIP enly} lnside Limits FII CITY Inside Limiis
Mok Jt, Joseph
TOWN St Jo s eph Yes 5 Ne [] eV Utown . .p b Yes{lf] Mo 3
e. FULL NAME OF (If NOT in hpspital, give location) | Length of stay in 1b d. STREET éj Quisi gwe location) Reside on Farm
HOSPITAL OR é ADDRESS
! INSTITUTION 06 Grden mo 606 YBSD NO‘E}
3. :«ITAME OF DE)CEASED First Middle Last 4. DATE Manth Day Yeor
ype cr print . . OF
Minnie Jane Teeter veatn June 7, 1959

5. SEX 6. COLOR OR RACE | 7.

Female . White

MARRIED[ ] NEVER maRRIED[ ]
2 wiooweo [

8. DATE OF BIRTH

Mareh 23,

DIVORCED[ ]

9. AGE {

1877

IB‘ yrh:{uﬂ

IF UNDER | YEAR
Months | Doys

IF UNDER 24 HRS
Hours l Min.

In yeors

0o, USUAL OCCUFATION (Give kind of work done
during most of working life, evan if retired)

10b. KIND OF BUSINESS OR

n.

INDUSTRY

ome

BIRTHPL ACE (City and staote ar country)

Galesburg I11

12. CITIZEN OF WHAT COUNTRY?
i
-

ouse keeper
138 FATHER'S NAME o

Daniel Blair

13b. MOTHER'S MAIDEN NAME

Martha Jane Smith

14. NAME OF HUSBAND OR WIFE

none

15, WAS DECEASED EVER [N U. 5. ARMED FORCES?
_(Y.nnb or unknqwn)L{H yes. give wor or dates of service)

16, SOCIAL SECURITY No.| 17. INFORMANT

none

Freeman Roloson St.

Address

Joseph, Mo

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o}

18. CAUSE OF DEATH (Enter only ona couse per line for {a}, (b), ond (c) )

.

X

INTERVAL BETWEEN
ONSET AND DEATH

iy,

Canditiony, if any, DUE TO (b)
which gave rise 1o
above covie (a},
stoting the wundar- }
z lying cause lost. DUE TO {c)
E PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted ta the terminal disease condition glven in PART | {a) 19. E'Aé Acl)JTOPgY
ERFORMED? 2
$ /57X YEs[ 3 nO[jpr
£ | 2¢a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
© (] EI (B
§ 20c. TIMEOF Hour Month, Day, Year
o INJURY a.m.
k3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE farm, factory, street, office bldg., etc.)
WORK D AT WORK [:!

Fin

I attended the deceased from - \\ - g \* , 1o
Death occurred at

W ~-1-59

\ and last sow ::__ alive on
m on the dote stoted gbove; and to the best of my knowledge, from the couses

§-19-§

oted.

nw :! \b {Degree or title)

22b. ADDRESS

R\_\. Nn 1]

[

ﬁ §1 §ise

22c. DATE SIGNED

23c. NAME OF CEMETERY OR CREMATORY v

ﬂh W}o

230. BURIAL, CREMATION, | 23b. DATE . Dl;,ATICIN {City, tow r county) {State)
BEFYWT " 1 6790/59 , |Fairpori Cemetery Fazrpor
4. N ot OR Al RES:J_ h MLS DATE RECD, BY LOCAL REG. 26. REGISTRAR'S SJENATURE

. OSG’P erir /0 /5 5P\ 2t . MW

LA &




*
STATEMENT BY LICENSED EMBALMER

i B *
[

1 heteby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

working under my personal supervision.

Student oo e Signed ..., @l LR Lo ST A

Signature of Student Embalmer
Licensed Embalme L=,
P. O. Address %71, ..-. * BT e

. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWH
to comply with the above constitutes grounds for revocation of license). -
If emb%lmed,-by 8 rs'.I"LrlI%E‘NT, he also shall sign in his OWN handwriting., .
If this body is not embalmed, fact should be so stated above. - oy oub

a-- * - ., -,




