SSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH = '

STATE FILE NUMBER

F!ﬂﬂimﬁigawoi_é_féﬂim.}rimnw Registration District No.L&:}:.g__L_-__Eaglnur'l No. _.[__Z.-....-----

AMENDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceasad lived. [f institution: Residence before
a. COUNTY a. STATE b. COUNTY admisslon)
2 Saline Mo Saline
% b. C(.')? (If ounide corparare limits, give TOWNSHIP only) Length of stay in 1b c. CCI)TI'IY Inside Limits
s
S own Gilliam 7 Yrs, Towen Gilliam You g No O
< c. FULL NAME OF (If NOT in haspital, give location} Inside Limits d, STREET (If cutside, give location) Reside on Farm
ﬂ HOSPITAL OR ADDRESS
< INSTITUTION Yeos A7 No O None Yes 0 Nof])
N[
3. (?AME OF DEJCEASED First Middle Last 4, DggE Month Day Year
ype or pring
MARY ELIZA CARTER DEATH July 6 1961
5. SEX 6. COLOR OR RACE 7. Married [1  Never Married [ Ja. DATE OF BIRTH | 9- AGE (lasr birthday} | IF UNhDER 1 YEAR | IF UNDER 24 HR
it i od < Months Days Heours Min.
Female Negroe Widowsd I vorced B § /24, /1875 86 l I
10a. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
duripg most of working life, even if retired)
Hougewt Yo None cambridge, Mo, USA
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Jack Mason Eliza Ann ) James Carter
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. IRFORMANT Address
(Yas, no, op pnknown) |{If yes, give war dates of service) P
o™ None None | Marcella Thomas Gilliem, Mo,
= 18. CAUSE OF DEATH (Enter only one cause per line (&, (b), and {c). . INTERVAL BETWI
E PART I. DEATH WAS CAUSED BY: ; ﬁ ONSET AND D H
L = IMMEDIATE CAUSE é‘- " !
o) 3 = }
-
< 8 Henee
wi =} Conditions, if any, DUE TO (b} .
5 which gave rise 1o -
z sbove caute (&), -
= stating the under-
lying cause last, DUE 10 (c) — 1 ~
Zz PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUT, ' CEATH" but not related to the terminal PART IH. If decea as  female was
g disease condition givean in PART | {a) thers a plegn :vﬂ? last 90 days.
§ l[]\’!i IWI O Unknownl|
E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I} of item 18.}
& PERFORMED? O g a i
v YES [ NO @B~ i
8| 2c. TIME OF  Hour  Month, Day, Year
a ENJURY am.
g p.m. f
. 20d. INjURY QCCURRED T° | 200. PLACE OF INJURY (e.g., in or about homs, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK (O farm, factory, strest, office bidg., ste.)
NOT WHILE AT WORK O , .
o . -
< / her .
I&-l 21. | attended the deceased fro to. nd last saw o alive
o Death occurred at. ¢ — » / n on &ha date stated above, and to the bast of my eledge, from the couses stated.
- )
8 o) > res or fitle) 22b. ADDRESS / J
X
i S A~ ¢ ‘ALY Af)& - 2
< 23a. BURIAL, CREMATION, b. DATE INAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county)
o o EMO\T'L [r-:tfv)
z T Buria guly 9, 19 Mt, Moriah Slater Mo
s <« | ~Za. FUNERAL DIRECTOR ADDRE 25. DATE RECD. BY LOCAL REG. [26. REGISTRARA SIGNATURE
2 = -6 | (s
o x| Haines Funeral Home Slater, Mo | ‘7 - . el
- {Liconsed Embalmar's Statemen? on Reverse Side} 7 Y ‘-I
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_ - . ¢",STATEMENT BY LICENSED EMBALMER
- - - .

1 hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

.

working under my personal supervision.

Student Signe: .
Signature of Stydent Embatmer

. 4. .
. ) - e 0 S A - Llicensed Embalmer No.y557

: ., 8
) . ) o : P. O. Address‘&m
- * . ! < o . . ’

A Nofe: 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 handwrmng

If this body is not embalmed, fact should be so_stated above. - o - R
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