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

RLED FEB 27 195

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

5448

lne for (a), (b), sad {0) DIRECTLY LEADING TO DEATH® 5y

ANTECEDENT CAUSES
Morbid conditions, if any, giving DUE TO (b)

rise to the above couse (o) fating
the underlying cauze lost.

*Thir does not mean
the mode of difing, auch
as keart failure, asthenta,
ele. ]! means the dis-
eate, infury, ar complica-
tign which caused death.

DUE TO (c)
I1. OTHER SIGNIFICANT CONDITIONS

Conditions contribuling to the death bud not
related to the diseare or condition cansing death.

lef BX

State Fiie No... -
' BERTH RO. REG. DIST. no.é& PRIMARY REG. DIST. m.ﬁ&kmmmﬁh’a /I
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decansed lived. If loatitution: rasidence befare
a. COUNTY a. STATE b. COUNTY adivizeion),
Morgan Missouri an
b, CITY (It outside o limits, writs RURAL and g ¢. LENGTH OF c. CITY (If outside liraita, write RURAL azd
10 outaiels corpurmia Rmius N i ww'n.nhip) STAY iin this place) OR o sorpomie . write RUA : o be-rnhwl 7/ ﬂ
N Lifetimg TOWN Ve rsa.illes,_M . :
d. FULL NAME OF (If not in hoapital or institulion. cive strect addres or loaation) d. STREET (If runal, give location) o
HOSPITAL OR ADDRESS
IHSTITUTION an wmn e Sf. t,
3. DNECNElﬁsoEFD a. (Flrst) b. (Middle) c. {Last) 4. DATE (Month) (Day) (Year)
{ Type or Frint} vi r-gjnj a I at'ch wo I:Lh SCtla-]Ear DEATH F 9 1951
5 SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIR 9. AGE (In years| ¥ UNDER | TEAR | & UNOER &4 wis.
. WIDOWED, DIVORCED (Spacify) last birthday) |Monthu! Days | Hours I Min.
Female ____lihite | _Married / Nov, 15, 18751 75 ! 4
10a. USUAL OCCUPATION (Givekisdof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forelgn sountey? 0 12, CITIZEN OF WHAT
doza during most 6f working life, even if retired) DUSTRY COUNTRY?
Nona Morgan, C 0. U.S. A,
13a. FATHER'S NAME I3b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
—ng_c.._Lej-dlﬂﬂr’t-h Lucy Browa I. Sy r
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL™ SECURITY | 17. INFORMANT'S SIGNATURE OR NAM ADDRESS
(Yes, o, orunknown) | (If yes. £lve war or dates of service) NO.
No NO L_Schapgr — Vergallles, Mo. _
18. CAUSE OF DEATH MEDICAL CERTIFICAT)ON INTERVAL BETWEEN
| Enter only oneesumper | ! DISEASE OR CONDITION - ONSET AND DEATH

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . AUTOPSY?
TION
ves L] wo O
21a, ACCIDENT (Bpecify) 21b. PLACE OF INJURY (o.g..inorabouns | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE homs, farm, fagtoty, strest, office bldg., eta.) i
HOMICIDE
Zid. TIME (Month) (Day) (Year} {(Houor) 2le. INJURY OCCURRED | 211, HOW DID INJURY OCCUR?
oF WHILEAT[—] NOTWHWLE
INJURY m. WORK |__AT WORK .
2. [ hereby certif; thai I attended the deceased from IB_S.Z lo ._flﬁ_._ﬁ 1858/ that T last saw the deceaced
alive on M , and that deat( curred a m., from the causes and on the dale stated gbove.

Ba. SIGEAESRE t c‘ ; E (DWO 1tle)

23b, Anys . | ﬂ[a

23c. DATE SIGNED

2.Zo0- 5/

244. LOCATION (City, town, or county)

(State)

Versallles, Missouri

Vot fets Lpetonsse. "Ls;'"

2t BUT ;}a‘hl_cnsm- 24b, DATE 24c. NAME OF CEMETERY OR CREMATORY
s L (Bpecliy} N .
Bur ¢ | 2) Fab, 51l Versallles Cefetery
TE RECD BY LOCAL | REGISTRAR'SSIGNATPRE _Qp,Z 7. FYNERAL 0| REGT
g} % / :
282175\ KA L DY,

ADDRESS

ergsallles, Mo,




lersgﬁﬁrjz ! VER 7oss7
Distriet fyjq N T BFFICE
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Date Fuad af

A
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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, of by eemeeamee
working under my personal supervision,

¥

Student Embalmer No.
Student

................................. Signei..;./? - / ,@/ edn
Student ﬂnbalmnr . .

Licensed Embalmer No....... -4/” &

P. O Address__d
Note: The above MUST BE SIGNED BY THE LICBNSED EMBALMER in his OWN HANDWRITING. (leute to comply with |
the above constitutes grounds for revocation of license,)

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

N
e




