THE DIVISION OF HEALTH OF MISSOURS ' 196'19

, No.300
ol \ FLED JUL 8 1934  STANDARD CERTIFICATE OF DEATH et Fite Moo O
I . - - - '
[ BIRTH NO. _ neG. paist. mo, ¥V PO PRIMARY REG. DIST. no.é._'zl/s__ Regisirar's No A>3
. l D 1. PLACE OF DEATH ; Z. USUAL RESIDENCE (Whers decssssd lived. U institation: residencs befors -
. [ﬂ a. COUNTY a. STATE b, COUNTY adinission).
hil'e Macon : Mo, Ma.con
b. CITY (i cuteide corpurate limits, write EURAL and give ¢, LENGTH OF c. CITY (U outslds corporate limits, write BURAL and give townahip)
OR townahip) | STAY (in this place) R
TOWN Hudson twsp TOWN  Macon A4
d. FULL NAME OF (LI not in hoapdtal or insticution, give strest addrom or locatlon) {| d. STREET (U runal, hvs lentlon) L
HOSPITAL OR ADDRESS by
INSTITUTION . Take View Rest Home
3. NAME OF a. (First) b. (Middle) c. (Last) 4, DATE (Manth)  (Day)
DECEASED ) {Year)
(Type or Print) T.pv pan ao Grim pandune 18,1954
5. SEX D| & COLOR OR RACE | 7. MFD%%EB EWEECMBRR ED, “Z..8. DATE OF BIRTH , 9, ﬁm 3 oman ubumu " Do u o
on Hours | Mia
M White Widowed . Apr. 8,1869 - g2 8" Tol™™|
10a. USUAL OGCUPATION (Ciivie bind of werk | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (Suta or forslen sountry) . 7, 12. CITIZEN OF WHAT
doj.dnrtsmmﬂworﬂngu!..“lnﬂuﬂnd) DUSTRY COUNTR
ore / - {Macon Count.y, Missouri o Se
13a. FATHER'S NAME 13b.. MOTHER' S MAIDEN NAME -* - 14: NAME OF-HUSBAND OR WIFE
John  Grim | Mary.:Macy ‘ N ~
lgr. WAS DE&EASE:‘J E\(/Il;:n lri’“U.S.ARMED FORCES? | 16 SOCIAL SECURLTJ 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
w8, 80, or noknown Fea, war ¢t dates of service) . , . . L.
B8 | oy no Mre, Nettie Fuller, Atlanta, Mo, °
18. CAUSE OF DEATH I CERTIFICATI 'ONIERVAALNDMTH
. DISEASE, TION ¢ ! 4 -
Enterantyoocummpe | 1 DISEASE OR cONDITION, -/ 2 -

lins for (a), (b), and (c) . ' : —
*This does not meen ANTECEDENT CAUSES
the mode of dying, such |  Mortid conditions, {f any, giotng DUE TO (b) -
ing

a2 heart failure, asthenia, rize L0 the above. cause () stat . o - . . .-
dte. It means the dis- the underlying cauae last,

core, infury, or complica- DUE TO {c} i
tion which caused death, | 11, OTHER SIGNIFICANT CONDITIONS ~ % - ; M e
- Conditions contributing to the death but not Il

related to the disease or condition causing death.

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION  ° - 6. auTOPSY?
TION }/oz,v——o
- . . ves [ wo A,
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (s.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP} (COUNT . (STATE)
SUICID bome, farm, lagtory, strest. offioe bldg., ev0.) . :
HOMICIDE
21d. TIME (Mooth) (Day} (Year) (Hsun) | 2le. INJURY OCCURRED | 21f, HOW DID INJURY OCCUR?
' WHILEAT OT WHILE
INJURY m. | "worK AT WORK
22. 1 hereby certyfy that I attended the deceased fro 19.5,? to Issff that I last saw the deceased

, 18 " and that h ocecurred al .G_SQA.m .  the causes and on the date stated above.

" (Degf or tiﬂa)jjb. A_DDRBS[7 M | | Zf?;bl;l#

24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Qity, town, or county) * (Gtate)

o.

222, BURTAL
TION REMOVAL Epeaity)

B. DATE
Juhe 21 1984 Mt, 0Oliv

REC'D RBEL) RAR'SSIG'NATUR /gs‘
ﬁ?v # /ii ™ o

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

{Licensed *s Statement on Reverse Side)




RECEIVED  7.7.0ry

| MAGON COUNTY HEALTH DEPARTMEM |
. My Fife No. zd”//

.........
----------

.........

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed byme, or by

e reeiTRELLR S sb e te e s s ne i n ek s ee e o ane rae R A A o P r AR AR AERS SA e84 e oo eean e e e eeees s ema e m et e romemedmen et st ren . Student Embalmer No.

S:gned.M

ST gnedeecarinsanacaratvtssnssncnscscenvesansana Licensed Embalmer Nn
: Student Embalmer

working under my personal supervision.

P. O. Address.....#£/L.

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

If this body is not embafmed, fact should be so stated above.




