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STANDARD CERTIFICATE OF DEATH
PRIMARY REG. DIST. NO. 3 00k Kegistrar's Ne. .....nlIL S—

Xtate File No... 31?8‘) ...........

' BIRTH NO.
1. PLACE OF DEATH - 2 USUAL RESIDENCE (Where d I lived, 1f inati : redd before
. COUNTY . STATE b. COUNT dsnision).
* Boone : Migsouri OUNTY  Bione _ "
b. CITY (1f outaide corpurate Limite, write RURAL aod aive KB ALEIN:GTH I?F5 o CLTY (1f ouside corporate lnaits, write RURAL sad cive townabipy &/ J {1/ {J
wiahi ({
TOWN Columbia, Mo. remeriel B ”ké “I  town Sturgeon - o /
d, FULL NAME OF (If not in bospita! or Lostitution. give street add or | )] d. STREET + {If rural. ghve location) ’
HOSPITAL OR ) ADDRESS . hil . L
INSTITUTION University Hospital ? Cee -
3 II)NIEACME OIE a. ( b. (Middle) ¢. (Last) ‘ 4, DS;I‘_'E (Mouth)  (Day) (Yean
(Tvoe or Pring) EVMA/- FOUNTAIN SEYAMOURL o 8-16-51
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In yesrs| IF UNDER 1 YEAR | & wen o0 s,
Female Thite wu\gﬁvgg.‘%vgﬂcm _(HE}.'% 0-28-78 }?nzblnhdar) Monlhnl Days Hounl Min_
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT
dons during most of working lile, evan if retired) DUSTRY ﬁougTaf
Hougewife - Rendolph County Mg . N b
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4. NAME OF HUSBAND OR WIFE
Willis H. Fountain Rachel Lyon . Jameg Wallace Seymour
I5. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SQCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(ronne gy koom™ | (dfyes elvowar o dutss ohuarvles) | Mone ©. ¥rs. Frank Wilson Centralia, Mo.

'18. CAUSE OF DEATH
. Enter only onecause per
line for (a), {b), and {c)

*This does nol mean
the mode of dying, such
as heart failure, asthenia,
de.” It ‘'means the' dis-
ease, infury, or complica-

DISEASE OR CONDITION

INTERVAL BETWEEN

ANTECEDENT CAUSES

ICAL. CERTIFICATION
1, E. . ET AND DEATH
DIRECTL Y LEADING TO DEATH® 1) | |

Morbid conditlons, if any, giving DUE TO (b)
rise to the above cause (o) wim

* the underlying cause last> T

DUE TO (c)

tion which coused death.

1. OTHER SIGNIFICANT. CONDITIONS =~ - . =+ °* .7 .- _.

Conditions contributing to the death but not .3: 2
related to the disease or condition causing death. / / g
.19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION . . L . : 20. AUTOPSY?
TION
. ves [ wo

21a. ACCIDENT (Specify) 21b, PLACE OF INJURY (s.x..inorabont | 2le. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE bome, farts, factory, street, office bldg..ew.) .. .. - ..

HOMICIDE . Teno 0"
21d. TIME (Mooib) -+ (Day) vft.'m (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? ' -

OF : "WHILEAT[—] NOT WHILE - L .
INJURY WORK AT WORK

alive cm

2 T hereby cemfy that I auended :Ee deceased from

_1-_3__%

and thal death gccurred at

M 1952, that I last saio the deceased

from the causes and on the date stated above.

zaa:;?&zm-:_ ﬂﬂ

I3

{Degtee or title)
(w7

B |" " Coloceectlin M. \276%5

23c. DATE SIGNED

\VRITE.PLAINLY—USING TUNFADING BLACK INKE—MARKE A PERMANENT RECORD

24a, Buhm. CREMA-
(Bwﬂri
v/

24c. NASME OF CEMETERY OR CREMATORY
Centralia Ceme tery

24b. DATE
2-19-51 |

24d LOCATION (City, town, or county)
Cen t;mq.ia Mi 8 souri

) (Smte)

DATE REC'D BY LOCAL

Fod 11 1957

REGISTRAR'S SIGNATURE

i um.nd Embaloiers Statemery o R:;rzﬁ/




RECEIVEDZ # ¥/
DISTRICT HEALTH OFFICE NO. 3 _ 7_ .

District File Number --——----
Date Flled__..p_Z. L --é/

191 12 6%

||

STATEMENT BY LICENSED EMBALMER

I hereby certiiy that the body'who'sc name is recorded on the reverse side of this certificate was embalmed by me, or by
Lois M. Meador . - . 379

........ e s Student Embalmer No.

Stud en@@.) 7)3 Signed.. M
Student

dat: ¥

balner - - ‘
. Licensed Embalmer-Nge3... 4[0 F7

P. 0. Address ﬂzm‘vb %.

. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fallure to comply with
the above constitutes grounds for revocation .of license.)

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




