THE DIVISION OF HEALTH OF MISSOURI

2. [ hereby certify that I attended the deceased from Lyuc__ Iaﬁ to %ﬂ._ .19‘;!\_3 that I last saw the deceased

alive on _éA_?___ oIS, and that death ocfurred at u , Jrofa the causes and on the date stated above.
&% e (Degree ml(BJ 23b, ADDRESS 23. DATE SIGNED
g%’z/ /Q & /2 1/13

T]O BILEIERMML CREMA 24b, DATE" 24:, NAME OF CEMETERY OR CREMATORY 24d. LOCATIO ty, towp, or county) [4 _‘(smta_)“
ﬁur gf June 21,1953 Mt. Olivet Cemetery Green Oity, Mo,

. 300 _ .
e . . STANDARD CERTIFICATE OF DEATH * stare e no s IR C.....
' gIRTH NO JUL 1 - 105 REG. DIST. NO. l PRIMARY REG. DIST. NO-_.L__Q_ Qg Registrar's No.._...aﬁ.g.z_._...........
P I. PLACE OF@EATH - ] 2 USUAL RESIDENCE. fWhere decomsecd lived. 1f iostitution: semidance befors
2 /3‘ a. COUNTY Adair o a STATEM § gaouri b CouNTYB]1 1 { yansia=n-
y b. CITY Ut iy RURA _ LENGTH OF ||. & CITY (Haus i firrits, wrle BOEAL
0 ki corpure nitaiite L-d;inm.p) %;AY il RS c Ly wmru-nmh. and givs townmbip) /005‘0
a Towwn Kirkeville ksl ™ ‘Green Cit /
[+ d. FULL NHE OF {If not ia banpital or instiution, whve strvet address ar location) d. STREET" (T runal, give location)
o . HOSPITAL ADDRESS - p
5 INstiTuTion Laughlin Hospital No street address
& 3. 6\!&_’!\&5 SF & (Fisst) b. (Middle) <. (Lesty 4 DATE (Month)  (Doy)  (Yean)
= ( Type or Print) Floy Bolinda Beard peatH June 19, 1953
g 5. SEX { 6. COLOR OR RACE | 7. M&)FIOI:F‘I"ED PSIEVSFRi rgsnmso 3. DATE OF BIRTH 5. Lf.GbEar(‘ii."T" 0N 1 IR | IF Ghoch it ks
> (Hpecify) t ¥, on! Days | Hours | Min.
% |Female '| White ried Mer, 18, 1881 | %&™ |ZZZ XD D
; 108, USUAL OCCUPATION (Giive kind of mork wb KIND OF BUSINESS OR IN- | T1. BIRTHPLACE (Stats ot foreign amuntry} 12. CITIZEN OF WHAT
1 dons most of 'u life, svan if retired) DUSTR TRY?T .
2 dusewite Own home . Migsouri 9 _ f
< 13a. FATHER™S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Q Winfield Scott Ogborn } Melvins Morgan : 1l1liam Archer Beard
i || 5. WAS DECEASED EVER IN UJ.5. ARMED FORCES? | 16. SOCIAL SECURIN'Ig 7. INFORMANT' S SIGNATURE OR NAME ADDRESS
(e mo. on wchneen) | (U yesdve war or dates obamesian) .
5 ﬁg j = None William Archer Beard, Green City,Mo
I ' 18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
2 || Enteronly onecsuseper | 1. DISEASE OR CONDITION _ ONSET AYD DEATH
Z | linefor (a), (b, and (e | OVRECTLY LEADING TO DEATH® 4 - .
Lm) This docs mot mean ] ANTECEDENT CAUSES _
.4 the mode of dying, such | Aforbid conditions, if any, giring DUE TO (b} Z kd ;‘_
— o# beart faflure, asthenia, rise to Lhe abore cause (a) “‘m"ﬂ' J R A i -,
& W oae. 1t means the is- | the underlying cause last. 2 - s
0 ease, injury, or complica- DUE TO (") M
% || tion which caused death, | 1t. OTHER SIGNIFICANT CONDITIONS K ' Wd
= Conditi tributing to the death but not M
2 Condiims conitting o the deaid st ot M
bz || 19a. DATE OF op_rEE)m' 150, MAJOR FINDINGS OF OPERATION .- 20, AUTOPSY?
K - f
= /79 7/ ves (1 o S
v [| 21a- ACCIDENT (Bpecity) 21b, PLACEOF INJURY (e.x..inorabout | 2lc. (CITY, TOWH, OR TOWNSHIP) (COUNTY) (STATE)
h SUICIDE boma, farm, factory, street. office bldg. exc.) ' .
z HOMICIDE "
g 2td, TIME (Momth) {Dsy) (Yea) (Heust | 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
OF WHILEAT[—] NOT WHILE
I INJURY WORK AT WORK
”
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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. )

Student ...eseeanraascencansarasscasnacanes Signed /
Licenzed Embalmer No ’?/6 i ? ................

Student Embalmaer
P. 0. Address _% .......................
to comply w

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT[NG (F
* . , ' Eal . |

the above consmutes grnunds for revocauon of hcen.se) -
SRS L T LD e

If this bodr is not 'embalmed, fact should 'be 50 state&'above-..
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