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FILED VS AUG 24 1859

Reagistration District Ne,

THE DIVISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH

99—-02800'7

L Lt s A, e -0, O

STATE FILE NUMBER

/
L

Primary Registrotion District No.

oy

Regisrrur'tﬁ& ....... Q-b’l____

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived. If institution:

Residencesbefore
admi sgfon)
iy

a. COUNTY Adair 6. STATE ) . b. COUNTY
Mi sgoupri A
b. C:JTRY ({If cutside corporate limits, give TOWNSHIP only) Inside Limits <. CBTY Pett T n Inside Limirs
‘ ) R +i 3
TOW _ pettis Township Yos L Mo JKj Town - CCorS JownsSnip Yes[ Nol3}
c. FULL NAME OF (I NOT in hospitel, give location) | Length of stay in 1b o) od STREET {If aurside, give location) Roside on Form
HOSPITAL OR /0" ADDRESS , . s [ No[]
INSTITUTION =4 South Vest of Kirksvillld °
3. NAME OF DECEASED Fiest Middle Last 4. DATE Month Day Y ear
i {Type or print} FI‘ S ll OF
ances allee DEATH Auu at 1% 1959
S & COLOR ORFACE] T paameoSucver maneo| & DTEOFBRT |56 o o prsnots resel comnes s
B as N,
Ferale J Vhite y  wioowen [ pivorcen[ ] October 1O 187% = 16 4
18a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF AUSINESS OR 11. BIRTHPLACE (City and state or country) / 12. CITIZEN OF WHAT COUNTRY?
during most of working [ife, #ven if retirad) INDUSTRY . N .
: e lopri ne € Petersburg Illinois B.S. A.
}3a, FATHER'S NAME v - 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBANKD OR WIFE
Mathigs YeHenry Mary Ann Sirrons A, D. Sallee
15. WAS DECEASED EVER IN U. S, ARMED FORCES? 16. SOCIAL SECURITY NO,| 17. INFORMANT Address

{Yas3, no, or unknown)

{lf yos, give wﬁ of dates of service)
o

No

Mrs, Oral Sallee

Kirksville o R. H.1

PART |I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (0)

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

INTERVAL BETWEEN

ONSET ANpFrDEATH
e a&jet_

Conditions, if any, DUE TO (k) ':-5-:%“'
which gave rige to } y
abave couse (o},
stating the under-
(z) Iying cause Jost. DUE TO {c)
=4 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relcted to the terminal dissase conditlon given in PART i (a) 19. WAS AUTOPSY =3
by} PERFORMERQ?
= 22y YEs[] NO
2| 2a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter ncture of injury in PART | or PART Il of item 18.)
o o O O
3[ e. TIMEOF  Howr Month, Doy, Yaor
S INJURY a.m.
H p.f.
20d. INJURY OCCURRED 20s. FLACE OF INJURY {s.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O tarm, foctory, strest, office bldg., etc.)
WORK AT WORK _ - - ypa
-
21. | attended the deceased from i and last luw.hb"l olive on
Death occurred ot 2 Lmo datd’ stated gbove; and to the best oflmy knowlfdg om the cauvsesstated.
220. YGNATURE (D r i j % 2%c. DATE SIGRED
-
23a. BURIAL, CREMATION, | 23b. DATE 23c. NAE’OF CEMETERY OR CREMATORY 23d. LOCATION (Clry, town, or county) {State) <
REMOYAL (Specify) . .
Burigl 15 1859 Indian Hill Adair County " ssouri
24._F /E’ AL DIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REG. GISTRAR'S SIGNATURE
éé Wd [ CY . SRR g'/?’/f\j 7
Soo- L =4 A" J"T > L™ |

r .

If/

(Cicensed Embalmar’s Statement on Reverse Side) |




L

STATEMENT BY LICENSED EMBALMER

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

DY ME, OF DY i e e e r e ir et s s r e anaes , Student Embalmer No...............o.0we

working under my personal supervision.

Student ..o e e e aaeas
Signature of Student Embalmer

Licensed Embalmer No....2082..........

P. O. Address.. Sguth..Gi £ford-- !

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.

*




