(LED . THE DIVISION OF HEALTH.OF MISSOURI
wosoo | FLDJUN 7 1954 r\ pIARD CERTIFICATE OF DEATH  quoruns A0 0

BIRTH NO. REG. DIST. No. _ZUFd _ primsry REG. DIST. Ko. 30 tl.‘m,.:,.m;j‘y.. 5

1. FPLACE OF DEATH 2. USUAL ‘RESIDENCE (Where decewsed. livedh If institution: reshlence before

: COUNTY . i "4 ., . STATE - b. U adaimloa},
: Newton Al * Missouri | B geunTy Newton.
L d. ]I ReaIdmc- within Lmlis of

b. CITY (I outslde corpurate limits, write. mmAL and give’ |, ¢+ LENGTH OF G.. CITY
. .t a ey rated lown?
.r.,._‘“‘ Y"ﬁ ke O

)”

'STAY corits '
TOWN Neosho S ‘]‘?)3%-’%;’ : -n‘rown NeOShO

d. ﬁ{ijé.gp?"lgﬂ_EOOF (1 ot in bospital or institution, give streot addross or Ioentionl ASJDRRESS IS )«"'- SO rarml, l'ln location) * ’f . 0 '7 8"%
INsTITUTION Sal @~ Memorial Hospital N.. Llncoln- St ©1 d
SPbceasep e b. (Middle) B [+ oA (Monr-h) (Dag) 5{:w>
(Tepeor Printy  WILL . o DEATH: May 15,19
5, SEX 9. 6. COLOR OR RACE | 7. MARI’\:‘I"E:_B IEI’EVSRC%BR‘?IE% 8 DATE OF BIRTH 3 :.GE (I::ve)ln Ir U&En |Dmu ; UNDER 3 WS,
X . ¥ £ Min,
‘ Male:? | Black Married ' Mat. 25, 1666 B8 r | B f e
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE . 0 12_ CITIZEN OF WHAT
a + of wayking lifs, it ) i BLUSTRY i .(Cu:r and ec‘uc or Funn _Ooun;rﬂ RY7
! Retired """ | Foundry Newtonia, Missouri..»
E 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND:OR wIFE
|  Unknown | Louisa Unknown i Florence: Marshall
i 55. WAS DECEASED EVER IN U.S, ARMdE.ZD Tﬁfﬂﬁ'{ 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
Yes, no, uknown) i yo, r or dates o]
U[s} ErNone 500-01-58634 Florence Marshall, Neosho , Mo.
18,.CAUSE OF DEATH * = . s . ., MEDICAL CERTIFICATION . INTERVAL BETWEEN

*Thir doet not mean
the mode of dying, tuch |  Aforbid conditions, if any, gising DUE TO (b)
a# heart follure, asthenia, | rise to the above cauae (o) slathig )
de. It means the dis- the underiying couae lost, .
eare, infury, or complica- DUE TO (¢)
tion which coused death. | 1l. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death buf not
related to the diyease or condition causing death.

'} ONSET ANDr DEATH
| Eater only cuseauseper | I DISEASE OR CONDITION . .
line for {8}, {b), snd (¢ | D'RECTLY LEADING TO DEATH®(s) : A W 30./85%
ANTECEDENT CAUSES .

19a. DATE OF OP_F;ROJ’N 1Sb. MAJOR FINDINGS OF OPERATION ) S . o 20. AUTOPSY? .
lo /70 X | w1 w@
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (e.g..tnorsbout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
ﬁtgﬁIEIEDE . . boms, tarm, isctory. sirest. offica bldg..e%.) ] ) ) -

214, Té¥£ (Mootd} (Day) (Year) (Hour} 2te. INJURY OCCURRED [ 21f. HOW DID INJURY OCCUR?

C oL RIS WHILE AT [ NOT WHILE
INJURY =. | " worK AT WORK

22. I hereby certify .ti;ai I atiended the deceased from , lo M!Z_/L, IQ_L% that I last saw the deceased
\-f, and that death oceurred ;EI am , Jrom the €auses and on the date staled above.

alive on

2. SIGN L Qfl)esrwoni;le) c)?.‘!b ADDRESS 2 . )%) l?'mﬁs:suan

24a Buw CREMA-- 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d, I.WATI.ON (City, town, or county) ¥ (5tate)
{Bpecliiy} :

5-19-5% Neosho I.0.0.F. Neosho, Missouri
DATE REC'D BY LOCAL

= REGISTRAR'S SIGNATURE =2 )-3 .0 5. F ADDRESS
5’27‘5¢- ' WM-— ) Neogho, Mo,

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




| QECEWED NEWTOH N COUNTY HEALTH UNIT

District File H}ﬁﬁer _bS54=

e B VEOSHO, HISSOUR

| ] #‘\

Z
=

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb:

by me, or by ........... g e bmaeanas » Student Embalmer No............

working under my personal supervision..

Student ...cooiimiiriiniiaiciensesasara i aaaeraaan
Signature of Student Embalmer

Licensed Embalmer No, %?;4

P. O. Address M/Dﬂ

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fe
. to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
T this body is not embalmed, fact should be so stated above.
A



