THE DIVISION OF HEALTH OF MISSOURI 24811

.. No.300
o |ELEBQCT 20 1992 STANDARD CERTIFICATE OF DEATH State File o
0 amm NO. REG. DIST. NO. LiL PRIMARY REG. DIST. no...ﬁ-_f'é_é_ Registrar's Na.._.".z,(_m....m.
Oq'q' 1. PLACE OF RDEATH . 2. USUAL RESIDENCE (Waers deceased lived. 1f inatitutlon® residence before
a. COUNTY e ’ a. STATE . . b. COUNTY  mia admbaston).
l Holts Missouri Holt
b. CITY 0f outeide corpurate Bmits, write RURAL and give c. LENGTH OF || ¢ CITY (1f outeide corporate limbta, write RURAL sod cive townahiny (4 4 9
_ cownsbip) ﬁi‘é(h?hma . i
TOWNOregon-Riiral Lewis- TH, TOWN  Qrepgon Lewis ~T#p. 7
a a. FULL NAME OF (If oot Ln hoapital ot institution, give sirset addres or location) d. STREET - (1 rursl, ghve location}
o] HOSPITAL OR - ADDRESS .
E INSTITUTION None None:
3. NAME OF . (First) b. (Mlddie) c. (Last) 4. DATE (Matny (D
DECEASED i . o - _ 8y)
& (Type or Printy L1180 Inez: Morris: I oy Octioben 10 Y952
E 5. SEX \ 6. COLOR OR RACE | 7. mawé:% NIE‘\;ESC a&samm.) 8. DATE OF BIRTH 9. :.?EJ&’E.’,T" 7 0 1 TUR | & B0 U W,
o . g 24 0! Dara | B Min.
E Fémale Whiter arried Aprili2;, 1894 &R l ml
10a. USUAL OCCUPATION (Gl kind of w. 10b. KIND ESS OR IN- | 11. B i
a done during most of workl l!‘!'(:.'::nﬂ l“l: b. KI OF BUSIN DUSTRY ) IRTHPLACE (City and State of Foreign Guury) IZC‘O:HI}TZE"‘(?FWHAT
oy At 'Home - None Ord Nebr L / U:o SFCA.
< .llaa. FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
James ~Lee-Breckenridger .| Coraalole:Héndricks- Olarsnce: Marion Morris:
E I5. WAS DECEASED EVER IN U.S. ARMED FORCEST | 16. SOCIAL SECURITY | 17. INFORMANT' 5 51 GNATURE OR NAME ADDRESS
| (Y-.M.nNu.ltmwn) l (If yuu, xive war or dates of snrvice} 0. 0 .
= 0 None~ Mr;.Clarence Morries regony; Mo.
| 8. cause oF pEATH . MEDICAL CERTIFICATION e | INTERVAL BETWERN
i . ! Enter only cnscnumeper | 1. DISEASE OR CONDITION _ . e —_—
B [ limetes oy, (- and 1 | DIRECTLY LEADINGTODEATH"y G R RCIMO™ A o Liver b Mo
g «This docs not mean | ANTECEDENT CAUSES
3 the mode of dying, such g"wmwanm i 7,,5 Mﬁ DUE TO {b)
o = |} o# heart fullure, asthenin, .. - e (o fhe above cowse (o) atal . . . , ..
B e 1t meons the dis. | tho underlying cause last. - ST - -
o ea#e, infury, or complice- i DU_E TO (c) i i
5 || tion which cauaet deats. | 1. OTHER SIGNIFICANT CONDITIONS —- = * - L. L e
= Conditions contributing to the death bul ot
3 related to the diaease or condition cauring death.
- E - || 192. DATE OF OP_FIF:JAﬁ 195; - MAJOR FINDINGS OF OPERATION i ) v é e 20. AUTOPSY?
g | e /56/ ves . o (€]
o [|2te AcCIDENT (Bpecity) 21b. PLACE OF INJURY (e.g..ln arabous | 21c. (CITY, TOWN, OR TOWNSHIP} © 7 (COUNTY) T (STATR)
h SUICIDE bomes, tarm. fastory, atreet, office bldg . el g e g e - e L
Z HOMICIDE ] - : et . e
g 21d. TIME (Mooth) (Duy)- (Year) (Hourt | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- I,,ulfm, o ‘ THLEAT[—] NOTWHLE
. - T WoRK e e emi i eiiee
] -
E 2. I hereby certify that I attended the deceased from _F =20 - (952 g 2743 , 19_5%; ihat I last saw the deceased
' aliveon 3~ 13 1952, and that death occurred at 12_A. _ m., from the causes and on the date staled above.
E 2%, SIGNATURE . (Degres of title) | 23b. ADDRESS Zic. DATE SIGNED
: 2’ : A-—.g E C_.o.D..DaAM AB . Dol.  OArGe, - F10 /8513752,
E , % ngul AL A- m. DATE 24c. NAME OF CEMETERY OR cnsuamaﬁ 240, LOCATION (Otty, ww'n.orcoumy) | (Gtate) |
g L BFIaT = | Octs .15,1952 Tarkio Cemetery Tarkm_, .Missouri .
DATE REC'D LOCAL, AJUB 75 FUNERAL DIRECTOR'S SI1GNATUAEL "' ADDRESS
/YN S22 '




STATEMENT BY LICENSED EMBALMER

[ hereby cértify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, o by

ey Student Embalmer Mo.

vorking under my personal supervision,

NPt

I_.icenscd Embalmer No. 3/7

P. O, Address— - Dss o 294 ¢

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

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

Student c.iienenanas vesearavansans hesdenaes Sime(L......_
Student Embalmar L




