THE DIVISION OF MHEALTH OF MISSOURI
No.300 ;
o-o || FIEDMAR 24 1950 STANDARD CERTIFICATE OF DEATH e rtene, 162
Oramm NO. _ REG. DIST, no. _ZP X PRIMARY REG. DIST. NO.od & 7 Registrar's Na..jl......._
a\ 1. PLACE OF DEATH 2. USUAL. RESIDENCE (Where decoased lived. If institution: residensce before
) - COUNTY Daviess > STATE Missouri > COUNTY  Day {eg g
\ b. CITY (11 catolde corpurats limits, writa RURAL and dn ¢. LENGTH OF c. ClTY (1t outaide enrporata limits, write RURAL acd give township) Wj/

Y tin this placg)
5£

TgwNRur'al Union Township Montlhis TmmRural Liberty Township

d. FULLPI;MAMEOOF {If aot in bospital or inatitution, give strest nddrem or location} d. AspnggEE‘rﬁ {if rural, give locatlon) .
INSTITUTION Daviess Co. Convalescent [Home 4 Miles N,W.,Gallatin, Mo.
3'5‘5‘%:%%5%% a. (First) b. (Middle) c. (Last) ‘ 4 DATE (Month) (Day)  (Year)
( Tope or Print) Alice Pricilla Simons ' oA March 14 1950
5. SEX 6, COLOR OR RACE | 7. MARRlE%, lg!E\\ngchESRR:ED, 8. DATE OF BIRTH 9.1:\.(;5 (Io vesrs] IF UNDER 1 TEAR | F UNDER 2 HRS.
, {Bpecify) t birthday) Moaonths Hours .
Female | White WEdOwed™ 2= | Ooct. 9 1864 82 | B | B e
102, LUSUAL OCCUPATION (Ghv of w 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE
done during mowt of working u(!(.‘t::':‘t’r:u:dl; ) OF Bu DUSTRY . (Stata or forslen sountey) 2 EITEH:‘(?F WHAT
At Home ———- Cincinnatl Ohilo PRSI W)
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
James Jackson Jane Gale John Simons

15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16, SOCIAL SECURITY { 17. INFORMANT'S SIGNATURE E DRES
('Y-.m.r\iuonkno-n) (Hyn.-:i:::nordnudn-uvim) ’ None KO. Mrs . Don DaVidson Oféﬁgg %g }j}l?ie;%; agt
[ ]

18. CAUSE OF DEATH - J}IDEID]CM. CERTIFICATION _ INTERVAL BETWEEN
| Enter only onecausper | |- DISEASE OR CONDITION ? ( “ ONSET AND DEATH
line for a), (b), and (c) DIRECTLY LEADING TO DEATH* ()
*This does not meen ANTECEDENT CALUSES
the mode of dying, such | Morbié conditions, if any, gising DUE TO {b)

heart fall asthenia, rise to the above cause {u)da.ting -
o heart fallure, ™% | the undertying canae lost.

ele. It means the dis-

ease, fnjury, or complica- DUE TO (¢)
tion which enused deoth. } 11, OTHER SIGNIFICANT CONDITIONS - -
Conditions contributing to the death but ot %(AQA
reloted to the disease or condition causing death. -
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . LI . - o ’ R 2, AUTOPSY?
TION .
P - ves (] o [J
2ia. ACCIDENT (Bpecity} 21b. PLACEOF INJURY (s.5., Inorabout | 21c, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, [arm, {actory, street, offien bldg.. e10.) A .l . .. .
HOMICIDE -
21d. TIME (Moath) (Day) (Year) (Hoar) | 216, INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
OF . . . . WHILE AT .NOT WHILE
INJURY = | work AT WORK

Jt 22 I hereby certify thgt I-a tende‘f(,’le déceaud Jrom 7{24@ 1852 1o Mmﬁ ihat I last saw the deceased
M gg L)

alive on 199" @  and that death, occurred at _4_&11: Jrom the causes and onthe dale stated above.

3. SIGNATURE T or A1), RESS / 2. DATE SIGN
e Mol ST S 2 . B

WRITE PLAINLY—USING TINFADING BLACK INK—MAKE A PERMANENT RECORD

_BURIAL, CREMA- | 24b7 DATE 7/ MAME OF CEMETERY OR CREMATORY | 24d. LACATION (Ofvy, town, or ooumyy . f(5tate)
#REMOVAL (Bpacify) . . -
Reroval | ©=15-1950 Lamar,/Missouri _.L@mar,:Missourl o
STRAR' Vd . ERAL OTRECTON 8 81GNATURE -
DATE REC'D BY L%CE.?;IZ REGISTRAR'S SIGNATURE Sfl= M P ai mﬁom , G-al’ff?i"ﬁi 10 .
EL7Mered [958 D etenun 537, o
v (T.icensed Embalmer’s Staterhent on Reverse Side)




4
RECEVED
AR 21 145

DISTRICT
"\ HEALTH QFFICE

. CAMERON, MO

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

working under my personal supervision.

SEUDENLt wevsavennsansnsnnarnsssrrrnansassss Signe
Student Embalmer

Licensed Embalmer-No

s
P. 0. -Address !_‘_M-i:i{%

!
- .Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his QWN HANDWRITING. (Failure to comply wit
the above constitutes grounds for revocation of license,)

1

If this body is not embalmed, fact should be so stated above,




