59-038959

URI ﬂﬁ!ﬂgl‘dE@F HEQAJTH - STANDARD CERTIFICATE OF DEATH

"y STATE FILE NUMBER
\ENDED Registration District No, _ oo cvv pud—d-————————Primary Registraticn District Mo, _q:_a_“_i__-ﬂegfﬂrar'l No. ______.?__1:_____
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution; Residence before
5. COUNTY Boone s 5TATE MO L. couny  Boone adrmisyion)
b. C(IJLY (If outside corporate limits, givea TOWNSHIP only) Length of stay in 1b <. CCI)LY Inside Limits
&
owh Centralia 1 week 1own Centralia Yesd} No [
c. L%éPNTAMEOOF (1f NOT in hospital, give location) inside Limits d. :I;%EREEES (If cutside, give lacation) Reside on Farm
ITAL
msmunotampbe 11 Hpuse Yes X3 No 425 N,Allen ves O NI
3. (P_:AME OF DE)CEASED First Middle Last 4, DOAFTE Month Day Year
Ype or print .
Minnie Myrtle Eckley oeari Nov, 28 1959
5. SEX 6. COLOR OR RACE 7. Married 3 Never Marriad [J [B. DATE OF BIRTH | - AGE (last birthday) [ IF UNDER | YEAR IF UNDER 24 HR
Female Caucasian | wewesgd  oveedD 12/12/87 71 RIS
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS QR INDUSTRY{ 11. BIRTHPLACE (City and state or country) | 12. CITIZEN Of WHAT COUNTRY
during most of working life, even if retired)
ife Kellerton,la. USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Nathan Shelden Letha Jane Manning deceased _
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SQCIAL SECURITY NO. 17. INFORMANT Address Wil e
(Yes, ne, or unknown)| {If yes, give war or dates of service} 500—07-0357 M S. Margaret SChOOler,Hallsvllle ’
= 18. CAUSE OF DEATH [Enter only ane cause per line for (a), (b), and (c). INTERVAL BETWEEN
Z PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
i .
S mmeDIaTe cavst o Cerebral artery thrombosis with respiratory
o 2 k
D paralysls weeks
O - . . .
a Conditions, ifany,) DueTo®) _cerebral arteriosclerosis with buibar
which gave rise to
above cause (a), 5 i gl’l 8
stating the under-
lying cause last. DUE TO {c)
F4 PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DRATH but, npt relaged fo they terminal PART lIl. If deceassed was female
g disease condition given in PART Ly dF T €1 ? osclerot ?C ea r% 15— thers a pragnancy in last 90 d:v:
S| ease with bronchiectasis right lower lobe |Over [ @No | O Unknown
é 19, WAS AUTOPSY 20a. ACCBEN! SLH%DE HOMDICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART I or PART Il of item 18.)
PERFORMED?
8 YES [] NO e —————e .,___‘_—-\_— T Tm—
X | 20<.TIME OF Houb  Month, Day, Year
& IW“‘ — T — e
Lé.- p.m.
+ | '20d. INJURY OCCU 20e. PLACE OF INJURY (o.gf'f. in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o K farm, factocyrwtregl, office Rida, ater—. ————— e e —
=/
21. | attended the decessed fro kd & 9 . 1o and last paw :::, alive on l 1/2 7/ 59
Death rred at l Q :QO p m on the date stated above, and to the best 3f my knowledge, from the causes stated.
w 28 5] reo o fitla) 22b. ADDRESS 22c. DATE SIGNED
O -
£ Centralia, Missourl 11/30/59
z 23H. DATE N 23¢"NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stare}
Q -
z Dec,1,'959 | Centralia Centralia,Mo,
4 R p bl WWORESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE .
% 7/ s d m&é’ﬁﬁ@
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STATEMENT BY LICENSED EMBALMER

-
H

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

or by i : . Student Embalmer No.
working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmeg No 7é

P. ©O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comy
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.

PN



