THE DIVISSON OF HEALTH OF MISSOURI . | 11262

No. 300 .
- - STANDARD CERTIFICATE OF DEATH Sate Fite o
BIRTH IO LED MAY q d REG. DIST. NO. _AZ_._._ PRIMARY REG. DIST. _lm. Registrar's No, .........4..2...7..........._......
f—-—--—----—-—--—--— sttt
L. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. 1f lnstisation: residance befors
a. COUNTY a. STATE . . b. COUNTY adinbmton.
Buchanan Missouri Buchanan
b, CITY (If outeide corpurste imiw, write RURAL and . LENGTH OF . CITY Residence .
o i, write l:‘ﬁ::hlp) g'TAY (i thia place) © “or . aP o chy W-mump‘::;
ToWN St. Joseph | 37 yearg) TOWN  St. Joseph , EETETDT
O TR AE O st b bt i, s e r ot |+ STt e i 0777
INSTITUTION S 724 S. 14th St,
36‘&”5 OIE a. (First) b. (Middie) ¢ (Last) £. DSTE {Month) (Day) (Year}
(T¥pe or Print) Della Castle Jolmston DEATH April 24, 1954
5. SEX 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In years| tr uROER 3 YEAR | O GADER M 3.
) WIDOWED, DIVORGED (Bpecity) . last birthday} |Months| Days | Hours | Mis,
_male |___white widowed =/ | June 25, 1864 8 1 |
10a. USUAL OCCUPATION (Ghenkiad of werk | 10b. KIND OF BUSINESS OR IN. | 11. BIRTHPLACE (0,0 o0y S1ate or Foreign Counery) IZthTIZEP‘J”OFWHAT
______housewjfe own_home Rochester, Missouri /¢ =
T:h. FATHER' S NAME 13b. MOTHER'S MAIDEN NAME JM. NAME OF HUSBAND'OR WIFE
Edvward Mannjing | unknown Milton J.
i5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
(Yes. 00, or anknown} | (IF yes. aive war or dates of service} NO. .
0o s nene Edward M, golmsbon,a23 S.4th,St.Joseph,Mo.
BETWEEN

18. CAUSE OF DEATH . MEDICAL CERTIFICATION INTERVAL

ONSET AND DEATH
_ Enter only onecsitss per I. DISEASE OR CONDITION . ” .
line far (8}, (b, and (¢) DIRECTLY LEADING TQ DEATH*(4) !i dzﬂ Mé ﬂg g: M ge! ) : s *

$This does net mean ANTECEDENT CAUSES * .

the mode of dying, such | Morbid conditions, if any, gidng DUE TO (b) f
cs hearl faliure, asthenia, ga: {0 the above cause (a) dating

de. It means the dis- watderlying cause last.
case, infury, or complica- DUE TO (¢)
tion which coused death, | 1). OTHER. SIGNIFICANT CONDITIONS
Conditions contributing to the death but not
reloted Lo the disease or condition causing death. .
19a. DATE OF OPERA. | 18b. MAJOR FINDINGS OF OPERATION -, | 20. AUTOPSY?
-
71':'2 69 ves (1 wo [
21a. ACCIDENT {Bowcity) 21b, PLACEOF INJURY teg..inorabout | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homa, farm, factory, sirest, offios bldg., st0.)
HOMICIDE .
21d. TIME (Mouth) (Day) (Year) (Hour) 210, INJURY OCCURRED | 21f. HOW DID INJURY OCCURT
- . . WHILEAT NOT WHILE
INJURY = | WORK AT WORK

22, I hereby certify !hat I attended the deceased from __&._ , lo .ﬂ(_g_L I.Oﬂ that I last esto the deceased

alive on L‘L"L_, 19&, and tha! death occurred at _ll_.__.-m ., Jrom the causes and on the dale stated above.

2Za. SIGNATHRE . . or title) | 23b. ADDR Bc. DATE SIGNED
' :l'amL ' mDp-o I ,-L-_-.%. L -SE

ITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD =

2, BURIAL: CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY/ TION (Oity, town, or county) {5tate)

[ R (Bpecity)

& tmrial 4/26/1954 Ohio Come tan Burkington Junction, Mo.
DATE REC'D BY mc.eu.l SISTRAR'S SIGNATURE , ?a #. FUNERAL CIRECTOR'S S1GNATURE ADDRESS

4 'ﬂnud Embdmcra Statement on Revers Side)



. T ’
g ) l' . C - CE 4 e F

g oy - ’
STATEMENT BY LICENSED EMBALMER

»
o Y.

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb
by me, or by ............... e temeeiiesssessssiiisesssssssssmssssssseaseesresareenes P . Student Embalmer No...........

working under my personal supervision..

Student...oeerisiiriiiiiieaiieicieiiira e eaas
Signature of Student Exbelmer

Licensed Embalmer No.-? 77 %
o vty 2 P. O Address‘pfd(/‘!%

s Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa
to comiply' with the above constitutes grounds for revocation of license). ~
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

7€ this body is not embalmed, fact should be so stated above.

W’




