L No. 300 ) THE DIVISION OF HEALTH OF MISSOURI
. No, A
e , FILED AR 3 1952 STANDARD CERTIFICATE OF DEATH —— i
! BIRTH KO. REG. DIST. NO. j l PRIMARY REG. DIST. m._ﬁm Kepistrar’s No ]q
{0 1. PLACE OF DEATH i 2. USUAL RESIDENCE (Whare dsceased lived. I lmsti idencs before
’0 a. COUNTY Bar‘r'\f a. STATE MiSSOU.I'i b. COUNTY Newt‘dn""’
d b, CITY (I outeids corpurste limita, writs RURAL aad give ¢. LENGTH OF c. CITY (it outslds corporate limits, write BURAL and give township)
OR townahip) %AY this pheﬂ OR 2
ToWN __Wheaton, Mo. day Town  Fairview, MNo. 4724
! d. T%PFI&T.E %F (If not in boapital or institutlon, give strect sddress or Location) d‘ASDTDRR!":EEé (I tural, give location) /
| INSTITUTION  Wheaton Hospital
3 I;QE%ME ori‘: a. (First) b. (Middle) c. (Last) 4. Dé;g (Month)  (Dey) (Year)
{Typeor Pie) L clle Malinda Cochran peary Febr. 23
5, SEX 6. COLOR CR RACE | 7. #&F{’EDD EIE\}ISQCIEBRRIED.) 8. DATE OF BIRTH 9.11\'?5 [§ .v-;n h: umn 1 YERR | F oER 4 oem.
. . 8 on Hox Min.
Femzle [#%hite Married / Febr. 20 1900 5% | B
108. USUAL CUPATI N " Ob. OR_IN- .
a. OC LP [;&k;:n;zur:l; i0b. KIND OF BUSINESSD%ST!RY 11. BIRTHPLACE (Btate or foreden souutry} / 12, ClTI%NOFWAT
Housewife ———————— Idaho .
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WiFE
Charles Martin . 7 Suliven | John M. Cochran
15, WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, no, or unkniowa) | (11 yes, xive war or dates of service) NO.
No No None John M. Cochran Fairview, MNo.
18. CAUSE OF DEATH MEDICAL CERTIFICATION . %‘Egﬁ'h g%rév‘?rzn
. Enter only onecsnuyy 1. DISEASE OR CONDITION H
line for (n; (b, md‘(’; DIRECTLY LEADING TO DEATH" () W 7 O Mt »

"This does ot meun | ANTECEDENT CAUSES R At 4 a.oﬁag ‘é._u;wégg ? d-ﬁ-gc

the mode of dying. such | Mforbid conditions, if any, giting DUE TO (b}
o# hearl failure, asthenia, | rise to the ebore couse (o) stating

ete. It means the dig. | the underlying cauae last, lﬂ = ,. :
eate, injury, or complica- DUE TO (g) 4AL,;2 24 A 2‘21 , d‘. .,

tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS

Conditions coniributing to the death byt not
related to the discase or condition cousing deafl.

19a. DATE OF OP_‘!;'.I%ﬁ“ ‘| 19b. MAJOR FINDINGS OF OPERATION ’ 20, AUTCOPSY?
. | SHel ves [ o OJ
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (s.5., finorsbont | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homa, farm, factoty, street, offioe Bldg., eta.) ' .
HOMICICE
214. TIME (Month) (Day) (Year) {(Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?Y
OF WHILEAT ] NOT WHILE
INJURY m. WORK AT WORK
22. I hereby certify hat I attended the deceased from :"[ >/ 19 & ¥ io - /J-? , 19 """ that I last saw the deceased
aliveon =% /¥ , 18 £ ¥ and that death occurred at > Am. , Jrom /he causes cmd on the daie staled above.
22a. SI1G, TURt (Degme or titte) 23b. ADDR 23c. DATE SIGNED
? 8 [l k¥ BD. |} . e /33 /53
24a. JAL, CREMA- | 24b. DATE 24c, NAME OF CEMETERY QR CREMATORY 24d. LOCATION (Clty, town, of county) {State)
TION REMOVAL (Bpedty)
tL|2-26-82 East  Cem. Harrisonville,: Wo.

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

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE /0 25. FUNERAL DIRECTOH 5 SIGNATURE A ESS

12 -2552" PO A > 2 dﬁ@

{Licensed Embalmer’s Statement on Reverse Side) Vi




3 4k

Yael

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—o—oooeovr

__________ , Student Embalmer MNo. ,
working under my personal supervision.

Student .....

------------- aten s

P. O. Address___{ A& _—m
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.-.




