S. No.300

v.

10.48

M JAN 21

THE DIVISION OF HEALTH Or MISGOUURI

1954 STANDARD CERTIFICATE OF DEATH stote Fite Novom t R

REG. DIST. NO. :32 & : PRIMARY REG. DIST. NO. [)‘g;/ Kegistrar's No.

"BIRTH NO.
1. PLACE OF DEATH ///0 2. USUAL RESIDENCE (Where d d lived, If inati : reaid before
a, COUNTY 2 a. STATE aon . b. ‘COUNTY. ! sdunission)
HWayne Missouri, T
b. COI‘{IY (If ouwithe corpurate limits,write RURAL and give gT l‘\!:(EINIGTH OF c. CITY (if outaide corporate limite, write RURAL acJd give towiahip) -
township) (in this place) P
ownlieGee Rural Jefferso |T.S. Rural Jefferson 7.8, /770
FULL NAMIE OF (If not in bospical or institution. give sirest address or location) d. STREET (If rumal, give location) J
HOSPITAL OR ADDRESS - i .
INSTITUTION . . R .
3. NAME OF a. (First) - - b. (Middle) c. (Linst) - -
DECEASED 7 lH‘ . 4. DS'FFE {Month) (Day} (Year}
{ Type or Print) ohn ‘egley Stephens DEATH 1l 4 54
5, SEX d 6. COLOR OR RACE | 7. MARRIED NEVERCI\ESRRIED 8. DATE OF BIRTH ' S.SGE“(‘::?“ 1\:- uxn | YEAR | IF UNDER 2 His.
. (Bpecifyd; t bi ¥, oo D Houra | Min.
M U MR EoRed “"“SUflov 6 1860. 9% 128 1%
10a. USUAL OCCUPATION (Giwe kind of work Hjb. KIND OF BUSINESS OR _IN- | 11. BIRTHPLACE (3iate o foreign country} 12, CITIZEN OF WHAT
domd mwto wnr]un‘ life, even il retired) DUSTRY . COUNTRY?
farmer . Marquand Mo,
138, FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF MUSBAND OR WIFE
Zenith Stephens . ‘No Data Deceaged o
E5. WAS DECEASED EVER IN 1).S. ARMED FORCES? | 16. SOCIAL SECURITY | 1I7. INFORMANT™S SIGNATURE OR NAME ADDRESS
(¥, 0. ovonknown) | (I yea give war or dates obamewies) HO.

[}

. Enter only onecause per

18. CAUSE OF DEATH

line for (a), (b), and (¢}

*This does mot mean
the tnode of dyfing, such
as heart failure, asthenia,

elezzJi. meang“the dig<:| -

ease, infury, or complica-

" Morbid conditions, if any, giring D”E TO ()

INTERVAL BETWEEN

ONSET AHE DEATH

MEDICAL CERTIFICATI

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH* ()

ANTECEDENT CAUSES

riae to the abore cause (a) statiag

tion which couved death.

-the underlying cause last.. . o -- s M e oz ot -
DUE TO (c)
1. OTHER SIGNIFICANT. CONDITIONS ¢ =, + " - L7, 7 ‘ 1

Condilions contributing to the death dul 20t . .
related to the disease or condition causing decth, !

19a. DATE.OF-QRTE.&,AN' 19b. MAJOR FINDINGS OF. OPERATION. BT Sl g er am s o e o et o 20 AUTOPSY?
F3/X ves L) wo [
21a. ACCIDENT " " (Bpecify) 21b. PLACE OF INJURYY (o.g.,in orsboat | 21c, (CITY; TOWN, OR TOWNSHIF} © "{COUNTY) : (STATE)
Is'l‘{l’)lﬁlglEDE - home, farm, fnstory, street, office bidg. ,et4.)} e R L ST e

2id. TIME (Moath}
INJURY

(Day)  (Yewr) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

22. I hereby cemfy I attended the deceazed from —dk—f—
alive on \ apd thai death acwed at

WHILEAT[—] NOT WHILE
195210 _Lf_'dd._'l,_ 19_'@_4 that T last saw theé deceased

™ | WORK AT WORK
m., from the causes and on the dale slated above.

23a. SIGNATURE

A

V172578

23b. ADDRES - 23¢c. DATE SIGNED
yariid /% - m’#

WRITE PLAINLY—USING UN"FA_DING DBLACK INE—MAKE A PERMANENT RECORD

%NBHERMI OA\};\'LCREMA_ 24b DATI-_r ! 24z, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town.or cou.nty) T, (State) _
. {Bpedlty} . . - A
Burai l "l 1an . & 54| Stephens ¥cGee mssouri

TE REC'D BY LOCAL

/335

menuuna #7525 FHERAL pyRECTOR’ s SIERATURE = aoo-:ss
0, G Leviieel 3‘%

. (Livensed met’s Statement on Revetse Side)




RECEIVED
JAlE 19 1954

WAYNE CO. HEALTH CENTER
FHE No._ 0§ 4-3

||
|
|

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 . ...

|
ems et 1 A8 PRt ee e e et e e e et e e e e et et ee e et e eses s . Student Embalmer No. ‘ . . }
working under my personal supervision. |

Student L..iaverssnoenssanammrasarrananaan )
i Student Ernbalmer

Note:” The above 1\‘IUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa:lure to comply with
the above constitutes grounds for revocation of license,)

If thr.s body is not embalmed, fact should be s stated above,




