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Nl JUL 2 1954

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH State File No. 2238?..

REG. DIST. NO. _,ﬂ_ PRIMARY REG. DIST. No-é_-—ii?_. chufrnr:No .....A@..mmm....-...

! BIRTH NO, _ -
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wher d d uud i il before
a. COUNTY a. STATE admimion),
Carroll, _ Missourl, l?ZTY:Q'-T-()'I 1.
b. CITY {If outside corpurate limits, write RURAL and give €. 6. CITY (1f outside corporate liraits, write RURAL ad rive township)
township) STAY fin this place) -
ToWN Norborne, - - TOWN Norbor

d. FULL NAME OF (If not in hoapital or instivation, ﬂu stroot address or location) d. STREET (If rursl, xive location)
HOSPITAL ADDRESS 1
INSTITUTION  R_R. #. 2. Weat Town 4 Mile JR.#. 2. d
3. NAME OF 2. (First) b. (Middle) v, (Last)
DECEASED l 4 DATE  (Month) (Day) (Year)
(Type or Print) Effie “Grace ‘Mohn pEATH Jyuly, 11,1954,
5. SEX ") | 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, /| 8. DATE OF BIRTH 9. AGE (In years| I¥ Unokn 1 Yoam | ¥ OWoER 2 Tas,
/ WIDOWED, DIVORCED t8pe * |+ lat birthday} | Montha , Dars | Hours | Min,
_Female, | Married. March.4.1897, 57 |
10a. USUAL OCCUPATION (Givekindofwork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Siate or foreign country) 12, CITIZEN OF WHAT
done during most of working Life, even if retired) DUSTRY COUNTRY?
ife Houge Work; Norborne, Carroll Coynty U, S, A

13a. FATHER'S NAME

Joseph. Stratton

13b. MOTHER S MAIDEN
Rebepsa Fran

No

¢Yew, no, or unknown)

i5. WAS DECEASED EVER IN U.5ARMED FORCES?
(If you. xive war or dates of service)

Nn

16. SOCIAL SECURIIHTOY
499_T4-3R27

NAME 14. NAME OF HUSBAND OR WK

p._ Fred L, Mohn.

17. lN&MANT -3 ?ATW% ADDRESS

case, injury, or

*This does not mean
the mode of dying, ruch
aa heart fallure, asthenln,
ee. It means the dis-

18. CAUSE OF DEATH
. Enter only onecatse per
line for {a}, {b}, and (c)

I, DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® (;

ANTECEDENT CAUSES

Morbid conditions, if ony, giving DUE TO (B)
rise to the cbove couse (a) stating
the underlying couse lost.

DUE TO (¢}

MEDICAL CERTIFICATION ! {NTERVAL BETWEEN

. . . Oﬂirr AND DEATH
_J}£¢L¢L:4&41uaa_jaf1uikzuth A¥yracs

*

tiom which coused death.

11, OTHER SIGNIFICANT CONDITIONS -

Conditions contributing o the death but not
related to the dizease or condition causing death.

19a. DATE OF OPERA-
TION

‘

156, MAJOR FINDINGS OF OPERATION '

G e e e T "+ 720, AUTOPSY?

F5E2 | wwk

{Bpecity)

215, PLACE OF INJURY {e.x., in or about
homa, furm, factory, street, office bldg., ote.}

2lc. (CITY, TOWN, OR TOWNSHIF) (COUNTY) . (STATE)

N LN ‘. . v de

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

21a. ACCIDENT
SUICIDE
Homicipe | ¢

21d, TIME (Month)  (Day)
INJURY :

21e. INJURY OCCURRED

WHILEAT NOT WHILE
WORK

21f. HOW DID INJURY OCCUR?

. B . P

22, [ hereby ceﬂify that I atiended the deceased from 1—___" / {- 19,)-_‘-( lo _L_u_“ 7 IPJ'_Q that T last sow the deceased
aliveon _"Fwgp= IQLV_ and that death oceurred at M

m., from the causes and on the date stated above.

2. SYGNATURE (Degros or title) | 23b, ADDRESS ‘g /L, GowTL fttar § €| 2. DATESIGNED
0000 Yot ge, Aip. —Iyerzry
BURTAL. CREMA | 24b. DATE St TS OF CEMETERY OR CREMATORY - | 240, LACATION (Ot towm, o7 commts) .. (5%ale)
HICN HEMOVAL Bpsitos .
Burigl [July T4 TO5 Fairhaven

DATE REC'D BY LOCAL

Tory - (952 | S, 0o

REG[STRAR S SIGNAT]

B lolas

(Licetsed Embalmer's Stafgment 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 Embaimer Mo,

working under my personal supervision,

Student ..... seenun ceasereana ssssesesssasss
Student Embalimer

Licensed Embalmer No..tz. J\"J‘ ..............................
P. O. Address. £ .G AT B0 _mu

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.)
H thiy body is not embalmed, fact should be. o stated sbove. . S A a




