THE DIVISION OF HEALTH OF MISSOURI

™,
No. 300 a e o
% || HUEL SEP 201954  STANDARD CERTIFICATE OF DEATH e o, SOLED
BLRTH NO. REG. DIST. NO. J_i_ PRIMARY REG. DIST. NO. iﬂl Regitirar's Neo 5'{‘ 7 ?
qD 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived. If lonvitytion: residence before
7 a., COUNTY : a. STATE b. COUNTY ad cission),
( Dade Mo Da de
b. CITY (1t 1d, limita, write RURAL snd c. LENGTH OF e. CITY . a
QR St cormumie i, T omeabio) | STAY tin shia lace OR ) “ i’é‘f;“iﬂ:'m‘r”.’,gr‘.“m"‘“’“:?
TOWN Ryral Waghington twp TOWN 5o Greenfield Mo = O =4
d. FULL NAME QF (If not in hospital or institution, glve streot address or location) . STREET (If rural, give location) 02- ?
HOSPITAL OR G ) ADDRESS G 2
INSTITUTION 1 mi , 5. w.S0 Yree-field 1mi.s.w. So Greenfield
3. NAME OF a. {First b. (Middle ¢. {Last
DECEASED e (First { ) {Last) 4 DATE  (Month) (Dey) (Yemn)
(Type or Print) Herm Cleveland Call DEATH  Sept 10,1954
5. SEX (/“ 6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED, /| 8. DATE OF BIRTH 9. AGE (In yeara| IF NDER | YEAR | IF UNDER 0 wes,
WIDOWED, DIVORCED (8pe«it. last birthday} |Montha| Days | Hours | Mixn.
M W married Qct.27, 1884 {68 . 1_10113 ]
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . . . 12. CITI
Gone during most of werking Lo, evan i retired) F DUSTRY (Ciry ““ust"“ ot Foreign Counervt ) | COUN%EP\"?FWHAT
retired armer Lawrence CO 0. i usa
13a. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. MAME OF HUSBAND OR WIFE
Andy Call : Elizabeth Call _ Dells Call
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes. 8o, of unkoown) | (If yes, give war or dates of sarvice) NO. M ™y
no none Mrs Della Call iller "o
18. CAUSE OF DEATH ‘MEDICAL CERTIFICATION TNTERVAL BETWEEN

 Enter only onecause per | |- DISEASE OR CONDITION ONSET ARD DEATH

line for (a), (1), and (¢) DIRECTLY LEADING TO DEATH® 15y

*This does not mean ANTECEDENT CAUSES
the mode of dying, tuch | Mortid conditions, if any, giving DUE TO (b}

as heart faflure, asthenia, rise to the abere cause (o) stating
ete. It means the dis- the underlying cauae last.
eare, injury, or complica- DUE TO (¢}
tion which caused death, | 11, OTHER SIGNIFICANT CONDITIONS
Condilions contribufing to the death but not
relted to the dizease or condilion causing death
19a. DATE OF OP_II::‘%‘N 195, MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
7z ! < % _YES D NO D
21a. ACCIDENT (Specity) 21b. PLACE OF INJURY (o.z.,inorebout | 21c. (CITY, TOWN, OR TOWNSHIP} (COUNTY) {(STATE)
SUICIDE bome. farm, factory, street, office bldg.,s10.)
HOMICIDE
21d, Tg\éE (Menwt) {Day) (Year) {(Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT{—] NOT WHILE
INJURY m- | WORK Arwony
T
2. [ hereby certify that I atlended the deceased from , 19 , that I last saw the deceased
alive on i , 18 and thal death odcurred at 6_,_0_0_4.:11 from the causes and on the date stated above.

23c, DATE SIGNED

A Vv 19-10-3%

ATION (Olty, town, or county) {Etate)

(Degree or mle)a! 23b. ADDRESS

A

s

Zia, SIGNATURE
o, BIURIAL.EREéA- 24b. DATE 74z, NAME OF CEMETERY OR CREMATORY
TION, REMOVAL (Bpedity) .. .
Enrial Sept 12,1954 Shiloh Dade Co_ Mo
25 FUNERAL DIRECTOR'S SIG“ATUﬂE ADDRESS

DATE REC'D BY LOCE%L RE! ISTRAR SIGN RE (/ 7 '3
9 é Allison “uneral “‘ome Sreenfield Mo.

WRITE. PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

R
19-13-5Y
(Licensed Embalmer’s Statemient on Reverse Side)

.




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba

Student Embalmer No,...........

working under my personal supervision..

- * . .
Student o oeoo i aas Signed /mmw ...........

Signature of Student Embalmer

Licensed Embalmer No. e

P. O. AddresM

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa
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 so stated above. '




