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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally related.
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YHE DIVISION OF KEALTH OF MISSOURI 59_02 3871

STANDARD CERTIFICATE OF DEATH T L
JUL 1 4 TQQ,gisfmﬁoq District No. 1‘851 Primary Regiwe!i:{\ Dinrir.l_N:- ______________________ R.?i.m,', Ng,_é_ﬁé__“““__
1. PLACE OF DEATH 2. USUAL RENDENCE (Where deceased lived. I institution: Residencs before
a. COUNTY o STATE b. COUNTY ission)
Taney Miasouri ~—— Chr
b. chY {IF outside corporate limits, give TOWNSHIP only) Inside Limits [ CBTRY
TOWN FOI‘S y bh Yes D N°@ TOWN cha.dm'iﬂk YllD No [2_
c. FgLPLI NAMEOOF {H NOT in hospital, give location) | Length of stay in 1b g_zad. STREET {If outsids, give location)} Reside on Fam
H Al ADDRESS
¢ oA Oakeoview Rest Home 5 Mo. g s rural Yesk] o[
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
{Type or print) OF
LORA BELL POAGE 0EATH June 25,1959
5. SEX 6 COLOR OR RACE T.MARHIED NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE (In yeors JF UNDER 1 YEAR| IF UNDER 24 MRS.
1 lethd Monthe | Da Houwr Min .
female |, white [t wooncel  owoncsol) April 22,1888] “A™MEM]g (™ |
105, USUAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and siate or country) 12. CITIZEN OF WHAT COUMTRY?
during moI" u!ﬂ?‘g Illd sven il retired) INDUSTRY
stilre hoyse |__Misasonuri ol 1T7,S8.A
13c. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14 NAME OF HUSBAND OR WIFE
Robert Smith Permelia Roberts deceaged
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yau, no, 1 yas, gl d i i
%muﬂ)l( yas, glve wﬁuarit 3 of service) nOne Theron S I l ] :] j ! ] ] [
18. CAUSE OF DEATH}‘EMBI only one cause per line for {a), (b), and (c}.) . INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: — —_ ONSET AND DEATH
IMMEDIATE CAUSE (a) _LEM«L.—L._. M .
Conditions, if any, . DUE TO (b) Coyetroinn ~7 M
which gave rise to } . . d
above cowvne (a),
stating the wnder- -
z lylng causw lost, DUE TO {¢) _&M:ﬁ.&l
E PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH hdl nat relatad 1o the terminol disease condition given in PART | {a) 19. gAs AgTOPS -;
ERFORME
i . ) /48 X YES[] Nﬂ@
%=1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.) 7
W
o O O O
S| 20c. TIMEOF Hour Month, Day, Year
B INJURY  a.m.
x p.m.
204. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0l farm, wuctory, street, offica bldg., etc.)
WORK AT WORK
21. | ottended the decoased from 2 = 7 - 5°F o bo -2 35~ 379 and last iaw_ﬂi';_aliuoﬂ b -3.3°-3-9
Deoth occurred ot & - 2 5% 5= F - /o v84 A monthedate stoted above; and 1o the best of my knowledge, from the couses stated.
2a. SIGNATURE {Dogtes or title) 4 22b. ADDRESS 22c. DATE SIGNED
—~ Ky Y. o. \_7“"—‘*#. he— . ‘--19-:7
23a. BURIAL, CREMATION, | 23b. DATEI ‘kv NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Ciry, town, or county) {S1ate)
RE AL I
“Bittal | 6-28-1959 | Sparta Cemetery Sparta,io
24. FUNERAL DIRECTOR ADDRESS 25. DATE CD. BY LOCAL REG. 26- GISARARS SIGN y
W.3.Cobb Branson,Mo e /57

{Liconsed Eubalnv'_‘l" Staterhant on Reverss Sids) J
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STATEMENT BY LICENSED EMBALMER

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

(51 20 - 3 PP S , Student Embalmer No. .........c..cevnee

working under my personal supervision.

Student ..o e
Signature of Student Embalmer

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.




