No. 300 FIE PAYINWIN T FRALITT W IVHMASORY 26377

1o.a8 FILED Jﬁﬂ 301954~ STANDARD CERTIFICATE OF DEATH State File No
BIRTH NO. REG. DIST. NO. _______42___,rmmv REG. DIST. MO. 1000 Registrar's No........._?.?_..s_........_.
D i. PLACE OF DEATH ; 2. USUAL RESIDENCE (Wher deorased fivad, If ioatitution: residence befare
. COUNTY . STATE . . b. adeziovon).
a Buchanan : Missouri OUNTYBuchanan .
b. CITY . \ . LENGTH OF . CITY ] ot
R (It outeide corpurats limits, writs RURAL and wive " %Tt‘l’.(?d-i-nhu\ [ oR d.?ll-umn--mmn;:::
TOWN St. Joseph ite Town _ St. Joseph G SR =
% d. F}l*lé.sL'PII'l_!J_\ABtEOORF (If not in hospital or Institution, give strest addrom or loeatlon) AsDrI;!RE% (I rursl, give location) & I I /
o instirution  St, Joseph's Hospital 223 Mlchlgan St. [
B [ NAMEOF & (Finv b. (Middle) e (Last) COATE Mat) Ow) (Ye
o m,,,..,, Print) NELLIE . . TURNER - | oeatn  Aupust 16, 1954
E [l 6. COLOR OR RACE | 7. MAREH,EB r&lsygncgsnnu-:o 8. DATE OF BIRTH 5. AGE Un rean| ¥ woek | nﬂ 7 hoEN u s,
. (Bpeaify, birthday, Montha Hours | Min.
g Female White arrie Mayv 30, 1885 69 . , ' |
10a, USUAL OCCUPATION (Cibv work | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE
ﬁ unmg‘;u king Lo wren f retied DUSTRY {City and State or Foreigs “‘“"ﬁ) e GUNTRY T WHAT
A ousewite Home _ St. Joseph, Mo,
< 138, FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
« Edward Hygh ] 1 Louise Buckbee ) W, A, T .
id |[15. WAS DECEASED EVER IN U.S_ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT 5 SIGNATURE OR NAME ADDRESS
(Yes, no, or unknowa) | (If you, give war or dates of servics) NO.
3 no - None . A..Turner, 223 Mlchlgan St.. City
_ki" 18, GAUSE OF OEATH .~ : on conomion” | MEDICAL CERTIFICATION S ] | 'NTERVAL BETWEEN
Z e vy | DIRECTLY LEADING TO DEATH*(5) Acute pulmonary 9dema Unknown
u This doca nat ANTECEDENT CALSES
§ the mote o dving, such Mortid conditons, f eny, ghaing DUE TO (9 Asphyxiation due to aspiratjon of Unknown
heart failure, asthenia, e o above cause (o) daling
B[ et | B indeiing s o . vometus :
o case, injury, or complica- DUE TO (c)
= tion which caused deaih.. | 11. OTHER SIGNIFICANT CONDITIONS EFRS 4
o ' " Conditions contributing o the death but not : - e
91 related to the disease or condilion causing death.
in || 19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . S 2. AUTOPSY? .
= TION |:]
= . YES NO []
w | 2te- ACCIDENT (Bpecify) 2ib. PLACEOF INJURY te.s..lnarabeut | 2lc. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
. SUICIDE home, farm, fastory, street, offics bldg.. 7. J; I o
= HOMICIDE . -
g 21d. TIME (Moath) (Daz) (Yewr} (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
. WHILEAT NOT WHILE|
bL INJURY WORK AT WORK
E 2. I hereby cerlify thal I é’x deceased from Aug 13 i9 54, to Aug 16 , 19 54ha1 I last saw the deceased
: :! . alive on and thal death occurred al Mm., from the causes and on the dale slated above.
£ [|2s SIGNATURE . (Degres or title) | 23b. ADDRESS ‘ . Zic. DATE SIGNED
B Manbi M. Qgﬁuf AL, Ol 202 Phys & Surg Bldg., City | 8-18-54
H m.NagER'}MKL CREMA- | 24b. DATE | 2o NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, ar county) (Btate)
- ety ‘ .
§ uria Aug 18, 1954 Ashland Cemetery S t. Joseoh, Mo,
REC'D BY LOCAL | REGISTRAR'S SlGNA'I\fIE-.‘,‘ o lowndl 5. FUNERAL DIRECTOR 3 51 GHATURE ADDRESS
REG. . e W*L
P v}y John E. Rupp, St. Joseph, Mo,
{Licensed 's Statement on Reverse _'Su_k)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal
by M, OF By i e ittt aeeiictciicitiiasranestssenesasanas , Student Embalmer No.........

working under my personal supervision,.

Student .. ..o iiiiiiiiciiiiineiiaecteiitaesaaaan Signed....... oA . s L r. it S

Signature of Student Enbslser
Licensed Embalme
P. O. Address‘ﬂ

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

lf embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




