No. 300 HLEDJAN 18 1955 THE DIVISION OF HEALTH OF MISSOURI 15#?5?

STANDARD CERTIFICATE OF DEATH Stte File N s
! BIRTH NO. REG. DIST. NO. é 70 PRIMARY REG. DIST. NO. 3@.1_3 Kegistrar's No. 4
1. PLLACE OF DEATH 2. USUAL RESIDENCE (Wbere Jdeconssd lived. Il loatitution: roaidance before
a. COUNTY Lacle de a. STATE Mi 8 SOUI‘i b, COUNTY Lac lede ad.aission),
b. CITY (1 outeide corpursts imin, wrte RURAL snd sive [ ¢, LENGTH OF [| c. CITY I " I» Residence withia Uit of
OR townsbip) | STAY (in this place) OR s“mw.pol e ot
a rown Lebanon e S G Town Lebamn i "t'“y% T
= . FULL NAME OF (If not ia bospital or institution. give stroot address or [oeation) STREET (If rural, give loeation) 5 3 "a_/
HOSPITAL OR ADDRESS “ o
8 instirution 137 Medowlawn / 137 Meadowlawn
B s NAME OF & (First) b, (Middic) c. (Last) 2. DATE (Moath)  (Day)  (Yean)
- . =, 0
B (Tipeor Pty Sallie Stahl pEATH Y &N,
é 5. SEX 6. COLOR OR RACE | 7. mljg(l)RV!'EB ET\YE}E‘{C%SRR!ED 8. DATE OF BIRTH Q.QGEk::’nd:e;n LI; UNDER 1 YEAR | F UNDER u HRS.
4 F / W Wid (Epeciy) 6 ¥ anths| Days | Hours | Min.
owe Jan. 21 1867
- ; 10a. USUAL OCCUPATICN {Givekind afwork | 10b. KIND OF BUSINESS OR IN- | !1. BIRTHPLACE .. : o T
24 don-dunn:m tof workingll!e,e:-onui.f r)ndr::n DUSTRY (City und State or Foreign Countrv) I Iztg{Jﬁ'lz'ERr{'TOFWHAT
2 ome". ) . Louisburg Tenn, / |
4 133. FATHER'S NAME . 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
g |-Re A. Adams Malinda Powell | W, C, Stahl
% 15. WAS DECEASED EVER IN U.5, ARMED FORCES? { 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
- {Yes, no, 01 uﬁknuwn) {If you, give war or dates of service) NO. M C 1 0 Leb n MO
Sl »
5 O Y 8 [ ay rr &nO [ ]
‘ al 18, CAUSE OF DEATH BISEASE OR CONDITION™ ICAL RTIF, CATION l(gi:gg_}(:lﬁﬂﬂé\n'“ﬁ_iﬂ
! "Ente one sver [ 1 ORDITION ~
Z E:?;:?g by a1 | DIRECTLY LEADING 10 DEATH'(a) [%_L
E *This does not mean | PHTGCEDENT CAUSE“ £ %‘ % v {2276 Z ’;;gégz . é [ 3
- the mode of dying, such | Afortid conditions, if any, giting DUE TO (b) or 4 LAt~
| ar heart failure; asthendn, | rite to the abore cause (a) stoting
e e, It means the dis- the.underlying couse last.

e ease, injury, or complica- DUE TO (c)
= tion which caused death. § 11. OTHER SIGNIFICANT CONDITEONS
= - * | Conditions contributing to the death but ot
Et reloted to the disease or condition causing death.
[ 19a. DATE OF OP'FI%EI‘\I 194, MAJOR FINDINGS OF QOPERATION . 20, AUTOPSY?
& ) 7Z - 7 ves [ wo [
v || 2. ACCIDENT (Bpecity) 216, PLACEOF INJURY ts.g..inorabsat | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
b SUICIDE L. bome, Iarm, fagtory, street, office bldg., oe.}
5 HOMICIDE | . B ‘ ’ . .
g 2id. TIME (Month) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f, HOW DID INJURY OCCUR? .
. St ay W WHILEAT ] NOT WHILE
i Cy WORK AT WORK
o 2. I hereby cert;, that I ttended the deceased rom m Q‘rs— to W f 18 , that I last saw the deceased
= ] g3
=~ - alive on and that deal%;curred at OEm ﬁm the causes and on the date staled above.
2 | 2 SIGNAMR {Degroo or title) , | 23b. ADDRESS _ W 23¢. DATE SIGNED
- E‘OEL LEBANI Yo | /=/0-55
E 2 Nag ERMI g\}. CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, tawn, or county) (Btate)
{Bpecily) '
5 | 'Hem 1/10/55 Avilla gvilla Mo,
DATE REC'D BY L%CE"(‘;L REGISTRAR'S SIGNATURE i 3( 25. FUNERAL DI a:mu DORESS
1”10’1?5-5 M% . 9 ---/Q [ {Pv M

(Licensed almer’s Statement on Reverse Side)




e

L

Raceived _.-Z.':/;;._':é_ S
Laclede County Health Unit

‘ File Noe ......... 27" U
. Date I-‘ilad..-[:: AL 3.8 ....

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba
by mMe, OF DY L. ittt it ea ettt , Student Embalmer No............

working under my personal supervision..

Student.c..oooio oottt
Signature of Student Enmbalmer

P. O. Address

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.

J¥ this body is’not embalmed, fact should be so stated above.



