. 5.
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No. 300
10.48

ObgI 0{

FILED FEB 19 1853

'BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIF

ICATE OF DEATH

6923

State File No...

mes. 0isT. No. .2 2 PRIMMY rec. oisT. wo. 85 77 @ Reai.rircr'JNa.....)i... ......... -

1. PLACE OF DEATH Z. USUAL RESIDENCE (Where decessed lived. If institutlon: residence befors
. COUNT dinisaion).
» COUNTY Monroe e bur: Monro®UNTY | loimlen
b. CITY (Il outelde corpurnie limits, write RURAL sod give ¢. LENGTH OF ¢. CITY (If oytside corparate limits, write RURAL aad give townshis) ve sy
OR townwhip) sTélin this phl:e) OR
ToWwN  Madlson Marion yrs ToWwN  Madlilson, rural Mar lon
d. FULL NAME 0F {If Bot in hosplta! or instiiution, give streat addreas or loestion) d. STREET (If rural, give location)
HOSPY ADDRESS
INSTITUTION none rural
3 NAME OF a. (First) b. (Middie) c. (Last) 4. DATE (Month)  (Dey) (Year)
{ Type or Print} Kate Woods DEATH 2/2/ 53
5, SEX 6. COLOR OR RACE | 7. #;D%%:'EB B'ET.VEEC%SRRIED. 8. DATE OF BIRTH 9. AGE (ll;::)sn ’: m;:u :D'r::u ¥ UNER U HRS,
B {Spacify) on ys 1 Hours | Min.
Fenialé  wWhite Thete 11/21/1864 "8E" | |

10a. USUAL OCCUPATION (Give kind of work
duripg most of working lite, sven if retired)
Hhome

10b. KIND OF BUSINESS OR Hl
at home

11. BIRTHPLACE (Btate or forelen country)

Madison, 2 X %)

12. CITIZEN OF WHAT
TRY?

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WiFE
pavid C. Woods Mary Dulaney | never marrled
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY 7. INFORMANT & SIGNATURE OR NAME NEEIEMESS
(Yes.no,or unkoown) | (If yes, glve war or dales of service) NO.
nons Mo
t8. CAUSE OF DEATH MEDICAL CERTI ICATI 2 INTERVAL Bl
| Enter only onecauseper | I. DISEASE OR CONDITION ONSET AND DEA
tine for (a), (b), and (c) DIRECTLY LEADING TO DEATH ()
*This does mof mean ANTECEDENT CAUSES 2_’ é
the mode of diing, such | Adorbid conditione, if any, giring PUE TO (b) —é : # ‘ : ¢ 2 L—
a8 heartfallure, asthenia, | Tife 0 the above cauae (o) slatlng, ) . /7 } J . _— e . .. -
de. It medns the di- -the underlying cause laat. - . - - - - - s -
case, infury, of complica- — DUE TO (“? .
tion which cauaed death, | 11. OTHER SIGNIFICANT CONDITIONS - A - X
Conditions contributing to the death but ot 7[ 4( o
related Lo the di or condition cousing death.
19a. DATE OF OPF%Aﬁ * 19, MAJOR FINDINGS OF OPERATION: e T PR : ‘|- 20. AUTOPSY?
L ves 1 o ¥]
21a. ACCIDENT {Bpecity) 21b. PLACEOF INJURY (e.g..inorsbout | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE boms, farm, Iactory. street, offics bldg., e10.} * " L . -
HOMICIDE
21d. TIME tMonthy (Day) {(Yesr) {(Houn 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
O L WHILEAT[—] NOT WHILE .
INJURY o | “work AT WORK

the deceased from MA,
- F Wy

2. I hereby certify thgt I aiiended
alive on _M_L 19££ and that deatR occurred ot

19522 1o DLt 2, 1853, that I last saw the deceased

m., from the causes and on the dale stated above.

{Degroo or title)

23b. ADDRESS e«

23, DATESIG_NED
Zenl 2-/p<23

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

(Licensed Embalmer's Statement on Reverse Side)

[3
24a. BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty.fow‘n. or county). .{Btate)
TION. RENPY 53 | b 4, 19%53 Bethel Cemetery Holiday Mo
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE FUMERAL DIRECTOR'S SIGNATURE ABORESS
REG ) W/’ﬁ }KW




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

S —

LN ELeN RS tAy e s annin s nareas et a8 S a e a A 8e 4 NS ST 44488 cmde e e e e e e a2 £ am A e 8 £ 0 e e e ¢84SR . Student Embalamer NMo.
working under my personal supervision.

Student ceeiserrraens R, beearine N Signed £ A A e = M & =
Student Embaimer

Licensed Embalmer No. 3 2-‘? E -t

P. O. Address ) e R

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.




