‘oo N 16 195'5 ' THE DIVISION OF HEALTH OF MISSOUR! - ~ACE3416
. : i} - -
-0 || EAED YA STANDARD CERTIFICATE OF DEATH Stae Fie No
fauﬁ'm MO. RES. DIST. NO. _é}i__ PRIMARY REG. DIST. mw_. Registrar's No. Iff
1. PLACE OF DEATH 2 USUAL RESIDENCE (Whers decmsed lived. Il thstitution: residence before
/D / a. COUNTY Shannon ) a. STATE Mo, b. COUNTY Shannondw-b-*
b. CATY (1 outzide corpurats licmita, writs numnudan_m g.'l'ALYENiEI:pI?F) c. CITY (U oumide mhlim!h write RUEAL and give towhshin) / U’ i
towi } 1 e M L
.D town Birch Tree "|1year TOWN Birch Tpee . = .-- D
g d. FULL NAME OF (If not in hospizal or institution, cive atreat addrow or location} d. STREET . - (U skt give loaton) N D..
O HOSPITAL OR ADDRESS R N T L o ".)
| J‘E? INSTITUTION I I /
3. NAME OF o (Fis) | b. (Middie} c. (Last) 4, DATE (Month) _(Da
DECEASED : 7)  (Yean)
(Typeor Pty AmANGaA Bell Cremeens e Nov 28-4
5. SEX 6. COLOR OR RACE | 7. MARRIEB glE\yEch RSIIE!)!/ 8. DATE OF BIRTH 9. AGE (In yen| ¥ o | YEAR | [ UNDER & HEa.
) o H .
F W WY NG ETjemats | 1y 13-1873 | WET (¢TI T
102, USUAL OCCUPATION (Givekind o work | 10b. KIND OF BUSINESS OR IN- 1 11. BIRTHPLACE (3tats or foredgn eountry) ' 12, CITIZEN OF WHAT
done during most of war' 1ifs, aven U rotired) DUSTRY . Yi
Housewife ) Missouri
13a. FATHER S NAME 13b. MOTHER'S MAIDEN NAME 2 ['1147 NAME OF HUSBAND OR WIFE
rewos Stafford | Margaret Strickland James B Cremeens
I5. WAS DECEASED EVER IN U.5. ARMED FORCEST | 16, SOCIAL SECURITY 7. INFORMANT' S
(Yee. no. or gakpown) | {17 yes, xive war or dates of service} L uiS Mauﬂ ?%ugo% %E ADDRESS
no ° Ontario, Ore.
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
 Bnter only onecauseper | 1. DISEASE OR CONDITION _ / A
o for e, (b, and (o | DIRECTLY LEADING TO DEATH® g) ’

*This does mot meon ANTECEDENT CAUSES

the mode of dying, such | Mordid conditions, if any, giring DUE TO (b)
a8 heart faflure, oxthenia, {. rise to the above cause (a) stating
etc. It means the dis- the underlying cause last:

DUE TO (c)

WRITE . PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT

cane, infury, or complica- _
fion which caused death. | 11, OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but 20! | ?
related to the disease or condition causing death.
19a. -DATE OF OPERA- }*19b. MAJOR FINDINGS OF OPERATION © . - S s - 7|-20. AUTOPSY?
] TION
- : L . o . ves T wo [J
21a. ACCIDENT (Bpacity) 210, PLACE OF INJURY (e.s..inorabous | 21c. (CITY, TOWN, OR TOWNSHIF) (COUNTY),, (STATE)
SUICIDE homa, farm. tastory. strost, ofes bidr..ete.) - . Loy~
HOMICIDE — I2ns *0{";;,.
21d. TIME Mooty Dy} (Yean) (Hws | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? KL -\-'_'-* r;n&
' WHILE AT NOT WHILE| Y. o
INJURY ’ =" |- woRK AT WORK - o "‘f i "‘:’fn. 2y .
2. T hereby certify that I aitended the deceased from L1847 1o Mi, 194L 2, that T last 257 the deceased
elive on __?z_&\'J_J_._ 19__.?, and that death occurred’al 9 8__m., from the causes and on the date slated above.
23n. SIGNATURE . \) (Degroe or title) l 23b. ADDRESS L . DATE SIGNED
- /é W ))/cﬁs' M o - // /O - uﬁa
noﬂag Em\}. CREMA- | 24b. DATE 24c NAME OF CEMETERY OR CREMATORY | | 24a. LOCATION {Olty, tawn, o county) .
(Bpedity)
f Bl H-de - ¥7 Bethleham . Birch Tree, Mo.
D.ATE REC'D BY mo:«;!. REGISTRAR'S SIGNATURE 30 b 75. FUMERAL mn:cton 8 SIGHATURE " ‘abDRESS
Itorae Duncen Funerasl Home Mtn View, Mo.

. (IScented Embalmer's Ststement on Reverse- Side)



RECEIVED ///z/ﬁ
District Health Officer No, 5 ‘
District File Numbey, LR Ff
Dete Filed K L5o
....__) L
o
o - bt

STATEMENT BY LICENSED EMBALMER

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

. , Student Embslmer No.

working under my personal supervision.

SEUJBNT ccccnriisnnnrnsncnnasssanntnasnnnn . Signed.....__.¢
Student Embalmer

Licensed E% \&\‘/ é
P. 0. Add L7’W)

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in Ius OWN HANDWRITING _(Failure to comply wi
the above constitutes grounds for revocation of license,)
LAV

If this body is not embalm:.-d. fhct should be so md above. -




