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© THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

LED DEC 4 m

40347

State File No

BIRTH NO. REG. DIST. N0, _ 204 PRIMARY REG. DIST. m.jg_?_z_ Regiatrar's Nowom-Bohahes oo
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decossed lived, If Iostitution: residence befors
8. COUNTY Saline 0 ?‘7 Z a. STATE M, b.cOUNTY Saline =diaimion).

USING U_NF.;&D!NG BLACK INE—MAKE A PERMANENT RECOR

3
%
]

\‘5,:

WRITE: PLAINLY
L\

b. Cé‘p’ (I outnide corpurate limits, write RURAL snd give ,;.‘ csr AE{ENGTH OF c. CBI;( (If oataddn corporate limits, write RURAL aod dive tawsahip)
Ry Marshall, townatip! ociesheey (OB Miamd 69‘?’0
d. FAJ!..SLP;J_I._AAN!!_EO%F (If not in hospital or institgtion, give sirect sddress or location) d. ASJI;%';EESI”S (1 rura!, give location) R
wsrirution Fitzgibhons Hospital ReFaDe &
3. NAME OF a. (First) b. (Mlddle} ¢ (Last} 4. DATE (Month} (Day) (Year)
DECEASED . OF ° -
(Typeor Prie) A1T1€ Francis Durham pearH s NoOve 22-1U51
s:rsax 1 6. C%LOR COR RACE | 7. mf&m&% rgﬁggcgsnmm 8. DATE OF BIRTH 9.1:\.?5 tn v oo ) YEAR | ¥ UNOER u was.
a3 {Bpacify) : birthday. o Days | Hours | Min.
emale /| white married . oo | July, 12-1803| A8 |5 |
10a. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESSD%ETIRN\; 11, BIRTHPLACE (Btats or forelgn oountry) 12, CITIZEN OF WHAT
D L imind | home Fayette, Moe. o
13a. FATHER'S NAME R 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
Eli ja Howard |Rebecua Jennings N. ¥. Durham
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY { I7. INFORMANT'S S|IGNATURE OR NAME ADDRESS
(Yesynpyyr unknown} I r?l. ?I’n war or dates of sorvice) none NO Ne We D'lil'l"ham ’ R .F Do h{i um ’ M°
18. CAUSE OF DEATH’ INTERVAL BETWEEN - =
" Il Enter only ovecausper | 1. DISEASE OR CONDITION ONSt'?’ AND DEATH
fine for (a), (b), and (o | DYRECTLY LEADING TO DEATH () .
«This does mot mean | ANTECEDENT CAUSES -
the mode of dying, such | Morbid conditions, if any, giving DUE TO (b =3 i
85 heart folluFe, axthénda,~ =rise to the above cause (o} Hating 2 lmr LT I L A
de. It megns the diy. | the underiying cause lagt. 0 b
case, Enjury, or complica- coascamDUETOW) ({7 fpr: i
tion whith coused death. | 11. OTHER SIGNIFICANT CONDITIONS B
. Cunditions onntnbu!mg to the death but nol -
_ related to the di death. - _r__ 2@
DATE OF OPERA “i35. MAJOR FINDINGS OF OPEF N" e N T "20. AUTOPSY?
,,r,{ﬁ..--;. N wmmeanas cmture A..-..._MM_.....-_“-_ e //.:&Q/ . mD-mQ"
2ta. ACHENT 21b. PLACE OF INJURY (a.s.. lnorabioms | 2tc. (CITY, TOWN, OR TOWNSH]P‘) si.v3gus COUNTY) g (o6 (STATE) o
SUICIDE home, Iarm, Tnctory, wirest, offios bldg., e10.) b T N
HOMICIDE
21d. TIME (Monts)  (Dary/k 21s. INJURY OCCURRED | 211, HOW DID INJURY OCCUR? }
Al - [ g ‘E - T 2 T TH4
TNJURY Aor 'r onk L] - wnmis ed bpabiid robuse
; ¥
22;-1 hereby ccrtz_fy that- I atte ed ‘thg déceased from - 7 I%’ lo 'ﬂ_[._, 19_‘:2: that I last sow the deceased
alive on _f{— 3~ —, and that death occurred atfod L o~" ., Jrom the causes and on the dale stated abgde)
23a; SI : 3 (Degrea or title) | 23b. ADDR) . DATE SIGN
TR " 3y 21/-” et el | ,.3573' ST R PO AR ) %cﬂm%ﬁ: 1 .
2 BURIA ‘}. ‘cRmA- ”Ilb"rSATE 74, NAWE OF CEMETERY OR CREMATORY> /| 240 .LOCATION (O1ty, town; or courity) +' 7~ — (Btate):
°{‘mp:if ar ™" W1 /24,1051 | Rice u.am_t,ei.jy’r daree o |{RisFeD e sallsbhury, «* Mo
DATE REC'D BY LDC.AL REGISIRAR'S SIGNATURE 9 ?5 F-% ER DIRECTOR" § - 43
5 ) HIo
liov. 25~ 1951 o el Avd > I :




RECEIVED It ,
DISTRICT HEALTH OFFICE No. 3 1951

DIStrlCt File Number

-ty

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.

_ ,  Student Embalmer No.

working under my personal supervision.

o
Student ...csaas fisaiiitieseeastenaanes Signcrf a ' e, W
udaen aimer
. ) T Licensed Embaln;j%& q 4
P. 0. Address.., '~e.

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fai!ure to comply with
theabonmmrm;mzmdsfumonofbm)

If ¢his body is not embilmed, fact should be so stated sbove. - -




