THE DIVISION OF HEALTH OF MISSOUR!

ALED FEB 6 1951 STANDARD CERTIFI

REG. OIST. NO. 5.285 PRIMARY REG. DIST, NO-MI{eyiﬂrar':N(»

2 Ihlalbl. d

State File No..,
" "~ .

CATE OF DEATH

A.Rla

Linn

- BIRTH NO.
1. PLACE OF DEATH E . 2. USUAL RESIDENCE (Where decvased lived. If institution: residence befors
a. COUNTY ncinission)

= STATE M4 ssouri b COUNTY  14nn

c¢. LENGTH OF

b. CITY (It ouwitle corpurato limitn, ertite RURAL and give
STAY {in this place)

OR woship)
oW Marceline tomnahie)

c. Clc')rg (I outside oorparate limits, write RURAL acd give townshis) 0 1553 /
TowN Marceline O

d. FH(IJJS':P?%_EO%F f not i.nrhu.phll or {ostitution, give stroct address or Ioél.hm) d'ASJ§f§gs (I rural, give locatlon)
INSTiTuTion  None 218 W. Chicago
3, BIE‘AC:%ES%B 8. (First) b. (Middle) o (Last) 4. Dg:_—g (Month) (Dayi F_()YW)
( Type or Print) Robert Neff o bec. 14 1950
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In years| IF UNGER | YEAR | If ONDER 4 Was.
Male U | White MEFRL R O | gept. 1,1868 | “EIM UBY| TRy Rew| e

10a. USUAL OCCUPATION (Give kind of work

dg?dé;{?’ﬁﬁf ﬂgrkiu Lifa, sven If retired)

10b. KIND OF BUSINESS OR IN-

Retired FaPH8T

t1. BIRTHPLACE (Stats or forelga cowntry) 12. CITIZEN OF WHAT
UNTRY,

Lafayette County, Mo.p FUyRY

t38. FATHER'S NAME 13b. MOTHER'S MAIDEN

John Neff . Unknown
i5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY
ansm-m b utm‘:ﬁ‘éﬂ'w dates cbamevien) None N

14. NAME OF ‘HUSBAND OR WIFE
Kate Benedlct Neff
7. INFORMANT' 5 SIGNATURE OR NAME ADDRESS

John Neff, Marceline, Mo.

NAME

"18. CAUSE OF DEATH . MEDICAL CERTIFICATION INTERVAL BETWEEN
. Enter only onecause per 1. DISEASE OR CONDITION . § - ONSET AND DEATH
line for (a), (b}, sad (o) | DFRCCTLY LEADING TO DEATH® (g) LA
“This does mot mean | ANTECEDENT CAUSES . . C;‘ ( )
the mode of dying, suck | Aosbid eonditions, if any, giving DUE TO (b) - & a -
o1 heart failure, asthenia, | Tife 10 the gbote cause () stating . - . » ey e e e Pl RS
‘ete. It means the dig. |- V6 URGENYIRg caude foak. T - ; S 51 : m_. ' ‘R
caze, infury, or complica- DUE T_O 2] g foct _3 3 2x
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS r. : y S
Conditions contribuling to the death but not
related to the disease or condition causing deaih.
192. DATE OF OPERA- | 195. MAJOR FINDINGS OF OPERATION’ Lo P | 20. AUTOPSY?
TION

: ves (1 wo L]

21a. ACCIDENT ~ Boecity) 21b. PLACE OF INJURY (e.e..inorsbout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY} (STATE)
SUICIDE ° bome, farm, factory, strest. ofice bldg..e10.) it . .
HOMICIDE .
21d. TIME (Moath) (Day) (Year) (Houn | 2le. [NJURY OCCURRED | 21t. HOW DID INJURY QCCUR?
. : WHILEAT] ] NOT WHILE
INJURY o | "Work L "aT womk .

22 I hereby certify that I atiended-the deceased from
alive on

o
1 lo ‘Z_L%
M Iand that daath:m%om the caubes and on the dale stated above.

. Igiétﬁat I last saw the deceased

—

O et S 70

23b. ADDRESS 23c. DATE SIGNED

D [Pl A nrre S I2 ~sh~ 5B

WRITE PLAINLY--USING T NFADING BLACK INK—‘.-‘JAKE A PERMANENT RECORD

24a. BUR1AL, CREMA- | 24b. DATE
| Masonic C

THRPOTL e | 121750

24c. NAME OF CEMETERY OR CREMATORY

24d. LOCATION (Chy, &wn, or county). . _ (State) -
"Bucklin, Missouri

emetery -

'FUMERAL DI RECTOR'S S GMATURE " ADDRESS

A4, mfmﬂ/f»‘«/%ma&u Mo |

TE REC'D BY L%CEAGL REGISTRAR'S SIGNATURE
|&£ ;ple-1450

=\

~f |
(Ticensed Embalmét's SHiement on Reversd Side)




Date Recelved: JAN 2 7 1951
DISTTWCT HEALTH OFFICE #2
Distrigt File Number /-5/-2 3
Date Filed:

@ Flledi  ppp s oy em

||
|
|

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.._....

——
e,

Student Embalmer No.

SEUBENT wasrssccsarssssaseranrocsnrsvovuans . W

Student Embal
e e Licensed Embatmer No. ‘L/ 7 ?7

working under my personal supervision.

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.)
H this body is not embalmed, fact should be so stated above.




