THE DIVISION OF HEALTH OF MISSOURI /f’ziaj:ég—'atﬂu

5 toaeo ’ ALER MAR 7 1951 STANDARD CERTIFICATE OF DEATH state Fite N0 A3 B D
!BIRTH NO. REG. DIST. NO. _:?_g____pmumv REG. OIST. 0. 300 (o . x,,;,;,a,',m I3

‘0 g 1. PLACE OF DEATH 2. USUAL RESIDENCE -(Whers d d lived. It institution: resid before

a, COUNTY Boone . a. STATE lﬁ.SSOUJ."i b. COUNTY Boone * admimion).

b. CITY (I outelde cormurate limits, write RURAL and give ¢. LENGTH OF || c. CITY (If ouwide corposate limits, writs BURAL and rive téwnship) 0/00)

OR . townahip) S'l:J\Y {ig this place)
Town  Columbia Lifetime TOWN  Columbig
d. FULL, NAME OF (If not in bospital or lnatitution, give streat address or lnoation) d. STREET (I rural, give loeatlon) Lo
HOSPITAL OR ADDRESS
iNnsTiTUTION  Noyes Hospital Route 5
3. 5‘5%“&5 s%'f: 8. (First) ’ b, (Middle) ¢. {Last) a. DSTE (Month)  (Day) (Yesw)
(Typeor Pit)  CORDELIA ELIZABETH CARLOS peatH Feb, 28, 1951
5, SEX \ 6. COLOR OR RACE | 7. mlmmll-::g_ EE\\:’SR rESRm'ED, 8. DATE OF BIRTH S, AGE (In years| IF UKDER 1 TEAR | & UNDER 4 W3,
R 3 (Hpecity) day) Mom.h D H Mig, -
Female White PUTrIEd T T | July 16, 1880 | h“rﬁm [ 185 |
10a, USUALOCCUPATION (Give ind of work | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (State or toreten countey) 12, CITIZENOF WHAT |
mmo!'orung 1iie, aven if retired) DUSTRY . RY?
it | — Boone County, Mlssourl oy .
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND OR WIFE
Tan Levwris Fannie Foley John Edward Carlos
i5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME .- ADDRESS
{Ywa, oo, or unkoown) I {IF yeu, xive war or dates of service) RO. .
No - None Clarence Carlos, Route 5, Columbia, Mo,
MEDICAL CERTIFICATION . INTERVAL BETWEEN
18, CAUSE OF DEATH OKSET AND DEATH

 Enteronly onecauseper | 1. DISEASE OR CONDITION
Line for (a), (b), and (¢ | DIRECTLY LEADING TO DEATH® (o)

*This does mat mean | ANTECEDENT CAUSES 2.74 .
the mode of dying, such | Aforbid conditions, if any, gidug DUE TO (b)

a# heart fallure, asthentn, .| Tise Lo the above couse {a)uunxy . . N . . . . o -
720

il

elc. It menns the diy. | the underiying cauze
M DUE TO {(c} M

case, infury, or comp — - _— i TS
tign tohich causred death. | 11. OTHER SIGNIFICANT CONDITIONS 5 ’ﬁ‘ : . ” :

Conditiona contributing to the death but not

related to the disease or condition causing death. L

19x. DATE OF OPERA- | 15b, MAJOR FINDINGS OF OPERATION - : - ! N ’ ' ’ ' 20, AUTOPSYT .
TION E/
- YES D NO

21a. ACCIDENT (Bpeeity) 21b. PLACEOF INJURY te.c..inorsbows | 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE boma, larm, factory, strest, office bldg., awe) . . - .
HOMICIDE

214. TIME (Month} {(Day) (Year) {(Hour) 2le. INJURY OCCURRED | 211, HOW DID INJURY OCCUR?

_INJURY o | "honk L] ARoRK.

wﬁ.e 107_5’_ Ibﬂ that I last sgw the deceased

2. I hereby certify that I attended the deceased from
) ch'v'c dﬂ 19_5_7_ and that death occurred ot /©__2 » m., from the causes r.md on the dale staled above.

. (Dez:lu il.le 2 23%. DATE SIGNED
Z.I.u BURIAL, CR“A- 24b. DATE * 24c. NA\!E OF CEMETERY OR CREMATORY .| 24d. LOCATION (City, town, or county) {Gtate)
" * May, 2 , 1951 | Ne® Providence Cemetery. Boone County, Missouri

DATE RECD BY LOCAL | REGISTRAR'S SIGNATURE 5 i 25 FUNERAL DIRECTOR'S 8)GHATURE ‘ADDRESS '
N S
B K * § i . .

WRITE.PLAMY—-—USING UNI;ADING BLACK INKE—MAKE A PERMANENT RECORD

on Reverse Side)




RECEIVED:2 -6 -£7
DISTRICT HEALTH OFFICE No. 3

District File Number-----..--.....
Date Filed.2_2.6.28 daunnnen

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, emsby

- ) Studant Embalmer No.

. @a(%

Licensed Emba ..37;5

P. 0. Address

working under my personal supervision.

Student vecasereracsssnsansrranrsrnasosnnns
. Student Embalmer

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.)

_ If this body is not embalmed, fact should be so stated above. . . ' *




