. No.300
. 10.48

FILED AUG 10 1954

THE DIVISION OF HEALTH OF MISSOURS
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. _ 7ol PRIMARY REG. DIST. m.ﬂg&gmm’: No............é..é......._.....

svae i e, L2 BBR

AT Lt ba by e rrerre s

BIRTH NO. __
1. PLACE OF DEATH 2 USUAL RESIDENCE (Whars deowsed lived. If losthation: reshiense bufers
a. COUNTY CIRy a. STATE HiBBO\lI‘i b, COUNTY clay adinimion),
b. CITY (It outoids eorpurate Umite, writs RURAL and give c. LENGTH OF j| e¢. CITY €. Ta Restdence within limits of
OR townehi; OR a
Town Rural | 1P we TOWNRural N ‘H"‘"ﬁ-‘ﬁm'
d. FULL NAME OF (If not in hoapltal or & don, give streat address or looation) «. STREET . (If rucal, give location) é
HOSPITAL OR ADDRESS dw
INsTiTuTion. 116 N, Emerson 116 N, Emerson 7 Py
3. NAME OF 5. (Flrst) b. (Middle) o (Last) COATE  (Moatn) (Day) (¥
DECEASED ar)
(Typeor Pie)  MT8. IDA JRA STOVALL I DEATH Aug . 1
5. SEX / 6. COLOR OR RACE } 7. MARRIED, NEVER MARRI 8. DATE OF BiRTH 9, AGE (In yesrs| Ir U0¢m # YEAR | ¥ LoowR 3 a3
WIDOWED, DIVORCED last birthday) H.umh, Days | Bours | Min
_Female | White Widowed July 29,1868 | 86 l
102, USUAL OCCUPATION (Ghiskind ot work | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE  (¢(\ as seuea of Foraign Gonten) () 12 cirh}TzE'{'?FWHAT
ousewife Jackson Co. Mo, L
138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
¥William R, Cannaday Mary Beets John T. Stovall
g. WAS DE&EASE:) E\n;l;:R IN U,S. ARMED FORCES? | 16. SOCIAL SE.CURIl;Ia’ 7. INFORMANT'S SIGNATURE OR NAME ADDRESS
5o, . dates of service .
‘o, 0o, or nown| l( Néinwno: u--ni ) - Lee Herron clay CO.MO.
INTERVAL, BETWEEN

18, CAUSE OF DEATH
. Enter only cneoause per
lne for (8}, (b), and (c)

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® (5

ANTECEDENT CAUSES

Morsid conditions, if any, gising DUE TO (b)
rise to the above cause (a) stating
the underlying caure last.

*This does not mean
the mode of dying, stich
a2 heart fafliure, asthenia,
ae. It meons the dis-

care, injury, or lica- DUE TO (c)

_MEDIZAL CERIIFICATION

ONSET AND DEATH

-

Il. OTHER SIGNIFICANT CONDITIONS

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

tion which eoused dmb

Cedne

19a. DATE OF OP_FI%J}‘- 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY? -
< ___;‘17/ / ves (1 wo 4
21a. ACCIDENT (Bpecify) 2tb, PLACEOF INJURY (e.g.. inorebout | 21c. (CITY, TOWN, OR TOWNSHIP} (COUNTY) (STATE)
SUICIDE home, [arm, factory, street, offloe bldg., en0.)
HOMICIDE . . . .
21d, TIME (Month) (Day} (Year) (Hour) 21e. INJURY OCCURRED 2if. HOW DID INJURY OCCUR?
WHILEAT[—] NOT WHILE
INJURY = | “work AT WORK

50 198 that T last saw the deseased

19.&1 lo

2. [ hereby certify that I atiended the deceased Jrom _%i'_
alive on / , IQL-’, and tha! death occurred

WRITE PLAINLY—USING UNFADING BLA.“CK INE—MAEKE A PERMANENT RECORD

., from the cBuses and on the date stated above
a, ATURE 40 %‘ {Degroe or tiu@ zsu/ N}RES M Z/(C : | SIGNED
BURIAL. CREMA- Zlb' DATE ) 24c. NAME OF CEMETERY OR CREMATORY 24d. LDCATION. (Oity, town, ar county) (Bmu)
TION REMOVAL (Bpedify) . -
Aug,4,1954 Salem 5M1 .Eas t Indep.24Hwy
DA RECDBY LOCAL R s'm.qas SIGNATUR %0}3( %, FUNERAL DIRECTOR'S 8 .|: ADDRESS
PAGeeerole Bre 2o /’0 Aokl 1ndep, Mo

L mlSﬂtmmRmM)

7
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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 embal
DY M, OF DY i iitra e e e , Student Embalmer No..............

working under my personal supervision.. .

Student.......... U PP ' signed.:%. ey

icensed Embalmer No. .S. 733 .

P. O. Addressw..ﬁ

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

If embalmed by a STUDENT, -he also shall sign in his OWN handwriting,

17 this body is-not embalmed, fact should be so stated above. Loy ma HEY LN

. e f LR



