YHE DIVISION OF HEALTH OF MISSOURI LA Korarnns

No. 300
- ’ AILED OCT 11 1954 STANDARD CERTIFICATE OF DEATH I -t sV
© lerruwe.________ see. oist. no. _OR__ eriuay res. oist. wo. 300a. reoistrars Moo B O
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where Jdecomsed lived., If inatitution: residence befors
a. COUNTY . STATE . . b. adinission),
/ Boone . Missouri COUNTYBsone o
b. CITY (If outcide corpurate limite, weite RURAL and give ¢. LENGTH OF || ¢ CITY G Ia Residence within Uit of
OR . waabipy| STAY (In th CR . s rated town?
Town Columbia bl sl yown  Columbia e
d. FH!.-'S-PF#A“;I.EO%F_: (If ot in hoapltal or institution, glve strect address or location) ’ ASE')TDRRgEESTS (It rural, give location) O /0 J
INSTITUTION'. 23 Anderson Ave, 23 Anderson Ave.,
3. EE%%ES%T: o, (First) b. (Middle) . (Last) 3. DcA)EE (Month)  (Day)  (Yea)
(Type or Print) LORA ELLA ROBERTS DEATH _ QOc#iy L, 195h
5. SEX I 6. COLOR OR RACE | 7. mﬁ)&}m&g glE\ng hEHSRRIED, 8. DATE OF BIRTH 9. I:Gslr&:i“)'“ o UNCER 1 YEAR | F UNDER b1 s,
. (Bpeci . . ¢ ay} {{Months| Days | Hours | Min.
Female' | White Wi owe April 9, 1862 l
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE . . . 12, CITIZEN OF WHAT
A {City wnd State c- Foreign Countrv) 0 p
doned Xigg 1ifs, sven if ratired) DUSTRY .
one urm:&ﬁﬂﬂf_féhél 8, sven —— StewartSVllle, Mo, ." UCOéJI’:‘IX.Y?
a » »
13a. FATHER'%NAHE 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND, SR WIFE
. J.H. 2nowr America Jane Williams Lorin H. Roberts
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SCCIAL SECURITY | 17, INFORMANT'S S$IGNATURE OR NAME ADDRESS
{Yen. 0o, or utﬁswn) {1l yma, Kive war or dates of service) NO. . .
===z Lorin C. Roberts, Columbia, Mo,

ii

1| 18. CAUSE OF DEATH EDICAL CERTIFICATION INTERVAL BETWEEN
_Enter only onecdtisiper |7 1. DISEASE OR CONDITION MM ANJy DEATH
line for (a), (b), and (o) | DVRECTLY LEADINGTO DEATH'(B)

*This does not mean ANTECEDENT CAUSES

the mode of dying, such | Aforbid eonditions, if any, giring DUE TO (b)
o# heart faflure, asthenia, rise to the above cause (o) sating
de. It means fhe dis- the underlying cause last.

NG TUNFADING BLACK IN’K—MAKE A PERMANENT RECORD

case, fnjury, or complica- “ ' DUE TO (¢) N
tion which caused death, 1 11. OTHER SIGNIFICANT COMDITIONS
"], Condilions ¢contribuling to the death but nol
related to the dizease or condition causing death.
19a. DATE CF OP_FI%AN- 15b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
7/ 2o d ves L] wo D
21a. ACCIDENT {Bpecily) 216, PLACEOF INJURY {e.p..inorabout | Zlc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE A horme, farm, fagtery,atreet, office bldg.,st0.)
z HOMICIDE . . - -
g Z21d. TIME (Month} (Day) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- OF : WHILEAT [} NOT WHILE
~ 7 INJURY " WORK AT WORK
5 (2
5 ¢ fdeceased from L] . that I last saw the deceased
%
—— and that death occurred at 23 l LYPR f m the causes and on the dale stated above.
E 23a. SIGNATU {Degree pr tltln)Cr 23b. ADDRI 232, 'DATE SIGNED
B P /%.b _
.f: 24a. BURIAL, CREMA- | 24b. DATE 24z NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Cyy, town, or county)-
TION, REMOVAL (Bnpeity) : rtetille, Mo,
§ Remova. Oct. L, 1954| Stewartsville Cemetery | Stewa e, .
DATE REC'D BY L%%%L REGISTRAR'S SIGNATURE , " FUNMERAL DIRECTOR'S S1GNATURE - ADDRESS _
3 ] N .
Qok.4 195% (s BE P /WW LA
L s

{Licensed Embalmer- Statement 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 eml

DY Me, OF By it e et e e , Student Embalmer No..........

working under my personal supervision,,

Student...ooeeienrrrnrrrun ey ai e iieaaaaeaaaa- Signed"
Signature of Student Embalmer

Licensed Embalmer No.j../

. P. O. Addresé_Z2tan & T

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

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

I¥ this body is not embalmed, fact should be s¢ stated above.

LS




