. Mo.300
. 10.48

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

FILED AUG

BIRTH NO.

24 1-954

I. PLACE OF DEATH

a. COUNTY

THE

HVYERIOUN OUFr FCALTR UF MUKl

STANDARD CERTIFICATE OF DEATH
REG. 01ST. Mo, ;B priMaRY REG. 0151, W0. DO T Repistrars No

State File No.....

~1aég.

Saline

a- STATE Missourd

2. USUAL RESIDENCE (Where decossed lived.

If lastitotion: remidence before

b. COUNTY Sal ine

adealsion).

b. CITY (Jf cuteide eorpurate limits, write RCRAL and give c.
wownabip)

ToWN Marshall

LENGTH OF

STAY (in this place)

c. ng
TOWN Marshall

d. In Resldencw within llmits of

d. FULL NAME OF (If not in hoapital or Institution, glve streat address or location)

. STREET

(If rursl, give location)

HOSPITAL * ADDRESS
INSTTUTION T it zzibbon it 60 West Porter street ¢
3 NAME OF a. (First) b. (Mldde) c. (Last) 4 DATE {Month}  (Day) (Year
(Twpeor Piney Ella Payne Chaffee oeatH_August 20,1954
5, SEX 6. COLOR OR RACE | 7. mARRIED Bﬁggc'é'snmm 8. DATE OF BIRTH 5. AGE n&'&.’i&'“ ¥ Doo x| s o
C. {Bpecliiy) ont mys | Hours | Min,
Female ~ |White Marr ~/ Jan. I0th, 1873' I |
10a. USUAL OCCUPATION (Giekind ot work | 10b. KIND or BUSINESS OR IN- | 1T BIRTHPLACE  (¢i, w0y State or Foreite Couttry) 12, CITIZEN OF WHAT
done during mosg of grorking life, avan I ratired) DUSTRY ¥ wad State or Foreig Y COUNTRY?
Holuse wife Own home St. Joseph, Missourio us.

13a.

FATHER' S NAME

Robert Alexander

13b. MOTHER'S MAIDEN NAME
Susan Pavyne

i%. WAS DECEASED EVER IN U.5. ARMED FORCES?
(If you, give war or dates of sorvice)

(Yos. 0o, or unkoown)

16. SOCIAL SECURITY

u}’. INFORMANT'S SIGNATURE OR NAME

14. NAME OF HUSBAND'OR WIFE

Norman H, Chaffee

ADDRESS

24s. BURIAL, CREMA-
TIQN, REMOVAL (Bracity)

Burial

24b. DATE

DATE REC'D BY LOCAL
QM"Q;I—S@ '

REGISTRARG SIQATURE

24, I\AME OF CEMETERY OR CREMATORY

| 24d. I.OCATION (Olty, town, or connty)

No L 0912 36-987% Morman H.Chaffee, Marshall, Migsouri
18. CAUSE OF GEATH . MEDJCAL CERTIF]CATION INTERVAL BETWEEN
, Enter only onsceussper [ ). DISEASE OR CONDITION _ 00.” g ONSET AND DEATH
'ltme for sy, (1), and (¢ | DVRECTLY LEADING TO DEATH® ;) _ ) m,,z;ﬂ‘u,

*This does mot mean ANTECEDENT CAUSES '
the mode of dying, such | Aforbid conditions, if any, pleing DUE TO (B} &/W M
ar heart faflure, asthenia, | rise Lo the abore couse (e) aiating
ele. It means the diy. | the underlying cause last.
eare, infury, or complica- DUE TO (&)
tion which caused degth, | [1. OTHER SIGRIFICANT CONDITIONS
Cunditions contributing to the death but not
related to the diseqre or condition causing death.
1%a. DATE OF OP_]!::IROAN 15b. MAJOR FINDINGS OF OPERATION )( 2. AUTOPSY?
. A “; YES D NO

2ia, ACCIDERT (Bpecity) 21b. PLACEOF INJURY (o.e..Inorabout | 21c. {CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE 3! bome, farm, faotéry, sireet, office bldg., ana)

HOMICIDE = . _ .
214. TIME (Month) {Day) (Year} {Hour) 2la, INJURY OCCURRED { 21f. HOW DID [NJURY OCCUR?

WHILEAT[™ HOT WHILE
INJURY = | WORK WORK

2. I hereby certify that I attended fhg deceased fram%w& lo _%L? IQﬁf that I last saw the deceased

alive ¢ , 19 , and that death occurred at m., from the ca¥ises and on the date stated above.
23a. SIGNATURE 0 4 0 ot title) 23b ADDR% ! W | Z%. DATE SIGNED

G

e Park cpmetery arahall . Migsaouri
3 ¥ 5~ ,) 25. FUNERAL DIRECTOR' S SIGMATURE ADDRESS
1; I" »

r

(Lmns*{ Em!rxin#f. Statement o Reverse Side)




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 BY oot iiiiiiieiitiat it siiiaa s rtaaves et aaasae s tereaees , Student Embalmer NO...coereon-a-

working under my personal supervision..

Student.....ivimniiinniiiiienisirarasra -
Signature of Student Embalmer

Licensed Embalmer No//.;/
P. ©O. Address 4&”&‘

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

If embaimed by a STUDENT, he also shall sign in his OWN handwriting.

17 this body is not embalmed, fact should be so stated above. : .




