THE DIVISION OF ReALIR OF MISOURS

.
‘. No. 200
il [P STANDARD CERTIFICATE OF DEATH e o, 2800
- wo.as | FIED OCT 1 1953
o |88 Ko, REG. DIST. NO. _T4& _ PRIMARY REG. DIST. NO. LS5 /¥ Kegistrar's No L7
"PI 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whaere decoased lived. If iostitution: residence befare
s COUNTY  gyllivan - STATE Migsourt b COUNTER11ivan
b, CITY (1 outeide corpursts limits, write RURAL and give ¢. LENGTH OF ¢. CITY (1 outaide oorponh lmits, write RURAL scd tive township) /a -5_0
OR township) Y (in this place)
TOWN Green City yre | _TO%W- Green:City 0
d. FH&PF‘PAT.EOOF (f 20t 12 hospital or inativution, give streot sddrems or location) d.ASDr[l)R;EE% (11 roral, giva location)
INSTITUTION Home in Green City No street address
3, gschéis%':: a. (First) . (?&lddle) ¢. (Last) 4. DS'II:‘E {Month) (Day) (Year)
(Typeor Prine)  AmETiCH Shipley Tharp pea™H S8ept. 11,1953
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In yexrs| IF ODER | YEAR | o ONDER 1 Has,
wil WED DIVDRCED (Hpecify, X Lust birthday) |Monthe| Days | Hours | Min.
Femnle White dowed Sept, 5, 1883 80 ——d e e
10a. USUAL OCCUPATION (Givekind of work | 10b, KIND OF BUSINESS QR IN- 1 11. BIRTHPLACE (State or forelgn sauntry) : 12. CITIZEN OF WHAT
done dyring most of worl lify, svan if retired} DUSTRY COUNTRY?
|~ Housewife Farm home Kentucky /- 3f:]
138, FATHER S NAME 13b. MOTHER'S MAIDEN NAME 14 NAME OF MUSBAND OR WIFE
Samuel Shipley Page [Elizsbeth Payne Cglvin Thsrp
5. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY Ll?. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Ynno. or\m&mn! {I{ ye», give war or dates ol sarvice) L
; | e ——— None’ rs, Anna Beasll,K Green City, Mo.
19. CAUSE OF DEATH MEEuCAL CERTIFICATI INTERVAL BETWEEN

A aly |. DISEASE OR CONDITION -
- Enter only onecsuseper | T, b2 7y [FADING TO DEATH® (g)

o _Hg}mm
v

Htne for (a), (b), and (¢}

“This does not mean ANTECEDENT CAUSES

the mode of dying, such | AMorbi¢ conditions, if any, giving DUE TO (b}
as heart fallure, asthenia, ride to the abore eause (o} sta.ting

de.” It micana the-di. |- the underlying cause losi. - - ot e - . - e e e PR
ease, injury, or complica- DUE TO ()

tion which coused death, | 11. OTHER SIGNIFICANT-CONDITIONS -, °© .70 " rng » 70 . . 777

Congditions contributing to the death but ot
related to the disease or condition causing death.

WRITE PLAINLY—USING UNFADING BLACK INK-—MAKE A PERMANENT RECORD

19a. DATE OF OFERA. | 190. MAJOR FINDINGS OF OPERATION R o beot e .. - | 2. AUTOPSY?
.._3.3 / X YES D NO B

21a, ACCIDENT " (Bpecify) 21b. FLACE OF INJURY (o.g..inorabom | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homa, farm, Iactory. streat, office bldg.,ev6.) .. L. e .
HOMICIDE : - R

21d. TIME (Mogth) (Day) {(Vear) (Hount | 2le, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

JNURY .= | "veme O "W work . e
- . N

22. I hereby ¢ 1ify that. I aitended the deceased fromw, 19552, lo m, IBAY_-?’, that I last saw the deceased
alive on Yo IQﬂi ‘and tha! death occurred at LSS m., from‘ihe causes and on the date siated above.

Za. snGNATl,JR’EG? ) %ﬁm@ title) | 23b. ADDRESS &/z;_ | Ze. D 57;0
R « 20 e 2l 157 /e
BURIAL, CREMA- | 24b. DATE 2%.. NAME OF CEMETERY OR CREMATORY | 24a. LOCATION (City, towh/or county) °  (Biate)

Tlo%wivuiwn S0

Sept. 14,1953 Mt. Zion Gemetery Sullivan Count.yl Mo,

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 94/5 ] 75. ENNERAL omt:cron S SIGNATURE ' - Aonliiss

. REG. 3 é 2: ¢ é
A Sept MV, ;553 | patelle - |

et's Statemnent ‘on Reverse Sld!)




——— e — - - - v

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose nate is recorded on the reverse side of this certificate was embalmed by me, or by—ocon......

Studant Embalimer No.

working under my persona! supervision.

S e | | Slgnet.:i. M ZP, . ...._;_(é Py ' "

Student Embalmer
Licensed Embalmer No

, - A : . .
P. O. Address m%; . zp

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fﬁure to comply with
the above constitutes grou.ﬂds for revocation of license,) . -
If this body is not embalmed, fact should be so stated above. T '




