THE DIVISION OF HEALTH OF MISSOURI - -
STANDARD CERTIFICATE OF DEATH * ™~ ' '32292

| t’w SEP 30 195

10.48 Suu Fu'iel N'o
BIRTH NO. REG. DI8T. WO, o2 & f PRIMARY REG. ‘msr.lo__,-‘ﬁf.:?_é_. Rtm.r!mr.rNo _..Srz.z_.................
| 1. PLACE OF DEATH 2. USUAL. RESIDEMCE (Whare d d lped. Ifinstitanl idance bafo
%a a. CDUNTY a. STATE .b. COUNTY lllmi-lon)
é Marion ' Mianouri Marinn
/ b. CITY at outaida corpurate limits, wiite RUBAL and give | ¢. LENGTH OF (| c. CITY (1f outskis cotpmeste limits, write BURAL 254 give townshin)
townabip)| STAY (In this placs) OR d é
TOWN Palmyra TOWN. Palmyra Y 6
d. FULL NAME OF (1f not in houpltal or lustitation. give street addrem or loeation) d. STREET {I1 rura!, give location) d‘
HOSPITAL OR ADDRESS - ’
INSTITUTION.
3. NAME OF a. (First) b. (Midale) 2. (Last)
DECEASED : 4 DATE (Manth}  (Day)  (Yean
(Typeor Print)  John Fr 01 in Franklin Green DEATH _ Sapt 2nd 1952
5. SEX 5. COLOR OR RACE 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (b years| I UNDGR 1 vEA | W DER 1 s,
_ WIDOWED, DIVGRCED ¢ : Last birthday) Homhl Drxs nm.l Min,
‘ Ma],g Colored M Jdrn, 29 1870 79
102, USUAL OCCUPATION (GiveXindof work | 10b. KIND OF BUSINESS OR IN. | 11. BIRTHPLACE (Btata or forelen souaty) 12. CITIZEN OF WHAT,
done during most of working 1ife, svan H retired) DUSTRY -/ |~ COoUNTRY?
. armer Missouri , U.S5,4,
13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME : 14, NAME OF-HUSBAND- OR- WIFE
i Edward Green Lucie Fuller , L .
i5. WAS DECEASED EVER tN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' § SIEGNATURE OR MAME ADDRESS
{Yea. no.or unknown) | (If yes. klve war or dates o servian) . O, * )
No No : Lens Graen Palmurs Mo
18. CAUSE OF DEATH : MEDICAL CERTIFICATION v lgTznviL“gnE\:zqu
I. DISEASE OR CONDITION NSET
- Fnter only onecensoper | by pperry LEADING TO DEATH® (5 all 2 ¥ é'ﬂ p)

line for (a), (b}, and (c)

ANTECEDENT CAUSES

Morbid conditions, if any, giing DUE TO (B) M

rise to the above catise (o} stating - -
the underlping cause laxt. - ) - :

*This does not mean
the mode of dying, such
or heart faflure, asthenia,
de. It means the dis-

—— “ .

3

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

case, infury, or complica- . DUEV'I"O (a). _
tion twhith caused death. | 11. OTHER SIGNIFICANT CONDITIONS = ¢ - -
Conditions contributing to the death but not |
related Lo the dizease or condition causing death. . .
19a; DATE OF OPERA- { 19b. MAJOR FINDINGS OF OPERATION = '~ ~ T . LT 2. AUTOPSY?
TION 2 -
%222 X | Wl el
21a. ACCIDENT (Bpacity) 21b. PLACEOF INJURY (s.. lnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) .. {COUNTY) (STATE)
SUICIDE - borma, [arm, Isstory, sirest, affics bidg,, ete) - ’ . ’
HOMICIDE
21d. TIME (Month) (Day} (Yoar} (Houn) | 2le. INJURY OCCURRED | 2)f. HOW DID INJURY OCCUR?
oF WHILEAT ] NOT WHILE| ..
INJURY WORK AT WORK LY
2. T hereby certify that I attended the deceased fmm%, 19552 to WL 19.;1_.?, that I last saiv the deceased
alive on , 19832, and that death o ed at L0394, m., froh the causes and on the date stated above.
23 SIGNATURE 4~ (Degrecor title) | 23b. ADDRESS _ 2. DATE SIGNED
24a, BURIAL, CREMA- | Zdb. DATE 242, NAME OF CEMETERY OR CREMATORY. _ | 24d. TION (Olty, town, ot county) State)
TION, REMOVAL (Spedty)
Buria 2} Q/""‘)/ﬁ? . Gre Pnlmvr-u " Mo

FUNERAL DIRECTOR"S SIGNATURE "RDDRESS

DATE na:osvwm IGuA}'uﬂ.g E- 2% -
/7- /4"’:_ ’ 4%%1’&1@”‘3 Mo,
‘s Staternent oo R




aFp 29 1957

RECEIVED

I CO. HEALT
nMARION HEA %2
PATE FILED

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-bynrer . coooorne

________________________ , Student Embaimer ¥o.

working under my persona! supervision.

SLUJONYT ceveavscrsasnnussssnmsanssnsasaansss ’ ) Signed......_._ ! e _...5\:3 A

Student Enba | mr

Licensed Embalmer No....3245

P. Q. Address.Ealmyra..Mo. S

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.




