THE DIVISSON OF HMEALTH OF MISSOUR!
STANDARD CERTIFICATE OF DEATH Sate Fite No 835

il JAN 21 1954

BIRTH O, REG. DIST. NO. _//Z/ . PRIMARY REG. DIST. -M0. L4277 | Revistrars No.
1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where decossed lived, If Lastitution: restdence before
a. COUNTY. a. STATE b. COUNTY ad:islon),
Franklin - Missouri Franklin
b. ClTY It outcide eorpurats [imits, write RURAL sod give ¢. LENGTH OF ¢, CITY (1! outsids corporate limits, write RURAL nod glve toweship)
township) sréb(hlbhphu'l OR .
TO“Gray Summit s TOWN Gray Summit A2l B
d. FULL NAME OF (If not ia boapital or institation, rivs street address or location ||  d. STREET L+ (I raml, gy location) LR
QSPITAL OR ADDRESS - o
INSTITUTION s o e o o o o o o o o o o i o e = o e = e e i O L L et
3. NAME OF a (First) b. (Middle) +, e (Last) W 4 DATE (Mooth)  (Day)  (Year)
(Typeor Print) MEDORA DORCAS FALLIS PETTUS DEATH Tan,.11.1954
5. SEX , 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| r unotn { yeam | w wotr u wms,
WIDOWED, DIVORCED wmurz Inat birthday) Mnm.h.’ Dars Hnml Mia
ed April. 9 .18856 o] -
10a. USUAL OCCUPATION (Ghve kind of work | 10b. KIND OF BUSINESS OR IN- | If. BIRTHPLACE (Buts or forciam couatey) 12, CITIZEN OF WHAT
dote during most of working fe, sven if retired) DUSTRY / COUNTRY?
_Housewife At Home Itah USA
tlaa. FATHER'S NANE 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Samie]l Martin Falllia 1 Tuey Robhd
I5. WAS DECEASED EVER N U,S. ARMED FORCE? 16. SOCIAL SECURITY [ 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
{Yes, 0o, orunknown} | (If yes. xive war or dates of service) NO.
No ————— None Luey Miles, Gray Summit,Mo.
18. CAUSE OF DEATH MEDICAL, CERTIFICATION lmg:lh%in
| Enter only onecauseper | |- DISEASE OR CONDITION . . ?;,5
Line for (), (b, and (o) | DIRECTLY LEADINGTODEATH*) _ Cerebral Thrombosis o
. ANTECEDENT CAUSES
*Thiz does not mean 3
the mode of dying, such Morbid conditions, if any, giving DUE TO (b} CaChey_.La ~
s heart faflure, asthenig, | rise fo the above ceute (a) saling - .. . L S )
Wete. It meana the dia” -the underlying cause lagt. - N - B R
eaae, infury, or compiiea- DUE TO () -
tion which caused death, | [1. OTHER SIGNIFICANT CONDITIONS - i . PR -
Conditions contributing to the death bt 2ol
related to the diseare or condilion cousing deafh.
19a. DATE OF OF'F%Ari 190 MAJOR FINDINGS OF OPERATION ~ - % . =4 ..., == . .- =~ L e . r .| 20.°AUTOPSY?
21s. ACCIDENT (Bpecily) 21b. PLACE OF INJURY te.x..inorabout | 21, (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homae, farts, [sctory, strest, office bldg.. et0.) . . e e Sre e
HOMICIDE
21d, TIME tMoath} (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT NOTWHILE .
INJURY WORK it G ce. -
2. ] hereby certify that T attended the deceased from _Jen, 11 19 "14 Jo _Jan, 31 19 B4 that I last saw the deceased
alive on MQEA_ and that death occurred at 1L X, from the causes cmd on the dale stated above.
2. SIGNATYRE' ' , rraeppm ADDRESS Z3c. DATE SIGNED
- 71{ Pacific; Mo.. - 1/15/54
24a. BUER Iéﬁ\!'. CREMA- | 24b. DATE 24c, NAME OF CEMETERY OR CREMATORY de. LOCATION {Clty, town, or county) . ({(Btate} ,
TIQN, R| {Bracity}
BuridY 1/14/54 Brush Creek Cemetery Gray Summit Mo,

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

DATE RECD BY LOCAL | REGISTRAR'S SIGNATUR 7. 0 ERAL DWAWR AOORESS
Q’aﬁ/.i-‘%--q-q’/— M% )tz S Qw % Pacifice M

72 7 (Licensed Embalmer's Mnt on Reverse Side)
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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 Embalamer No.

working under my personal supervision.
»

Licensed Embalmer Nﬁo 08

StUdent ciiecvesrrssocnnes Cbiesesisassanena Signe

P. 0. Address Pacific y Mo,

MNote: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wit
the above constitutes grounds for revocation of license,)

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




