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

FILED FEB 9 1955
REG. DIST. ND.Q ; 2

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

30()2

State File Noeiivceeeccvrnsncirn

PRIMARY REG. Dlsf;‘uo.m Registrar's Na.__(Oz...;

.

ANTECEDENT CAUSES
Morbid conditions, if any, giving DUE TO (b)

*This does not mean
the mode of dying, such

'BIRTH NO. .
1. PLACE OF DEATH 2. USUAL. RESIDENCE (Where decossed lived. If lastitution: resldence before
a. COUNTY Stl LOUiS a. STATE b, COUNTY aduninaion).
b. CITY (If outsid limita, write RURAL and gi ¢, LENGTH OF || ¢ CITY . .
cutside corpurate u'nr'.n ta an t::;biw ST o AR /j o l‘lgﬂidm;:nwi:wunﬁ:‘:’:;
TOWN Arbor Terrace 1 year towN  Arbor, Terrice No 3
d. FULL NAME OF Gf pot in hospital or tastitution, give strect sddress or location) . STREET "(11 raral, gve locativn)
HOSPITAL OR _ ADDRESS y
INSTITUTION 6905 Alberici Avenue 6905 Alberici Avenue
. NA/ . i . .
3 DEchéE s%% 8. (First} b. (Middle) c. (Last) ‘ A, DA}—E (Month)  (Day)  (Year)
(Typeor Prine) ClBIA Belle Phillips pEaTH  dJan 18 1955
5. SEX / 6. COLOR CR RACE | 7. \E‘V‘IADRRIJE% g%\YOE?{CIESRRIED' 8. DATE OF BIRTH 5. AGE (In years| IF UKDER 1 YEAR | IF UNDER u HRS.
. (Bpecify) J last birthday) |Montha] Days Honn Mia,
Female White idowed 2l October 8, 1865+ __89 . f l“
10a, USUAL OCCUPATION (Givekind ofwork | 10b. KIND OF BUSINESS OR iN- | 11. BIRTHPLACE
dnnndurinzmusafworkiuli!e.evannii ;;tir::ﬂ DUSTRY {City eid State er Foreiss Country) I 'zt:g{JT'ZEh\"?FWHAT
home Homemakex Des Moines ’ Iowa / _ MA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE\‘
William Burkhead (Martha Jane Mitchell unknown
I5. WAS DECEASED EVER [N U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFOR'MANT's, STGNATURE OR NAME ADDRESS
{Yes, runkoown) | (I yes, give war or datea of service) .
Unknown Mrs. Marian Ha.mett, 6905 Alberici Av
18, CAUSE OF DEATH  _ - EAS- I ONSET AND DEATH.
Enter only onscsuseper | 1. DISEASE OR CONDITION 5
Jine for (8, (b), and (c) DIRECTLY LE{\DING TO DEATH‘(Q

rise Lo the above cause (e stating

as heart foil ia, !
foilurg, gsthenia the underlying cause last.”| '

etc. It meany ihe dis- ;
caae, injury, or complica- DUE TO (c)

tion which caused death, | 1. OTHER SIGNIFICANT CONDITIONS

“| “Conditions contributing lo the death but not
related fo the disease or condition cousing deafh.

19a. DATE OF OPTE[%IN 15h. MAJOR FINDINGS OF OPERATION 20. AUTCPSY? .
- —— L :
Y200 | v v
21a. ACCIDENT (Bpecify) 215 PLACEQF INJURY te.¢..lnorsbout | Zlc. (CITY, TOWN, OR TOWNSHIFY (COUNTY) (STATE)
SUICIDE bome, farm. factory, strest, offce bldg., evs.)
HOMICIDE L1 [ _
214, TIME (Montb) {Day) {Year) (Hour) 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
. s, . . WHILE AT NOT WHILE *
INJURY - - m WORK AT WORK .

2. I hereby certify that I attended the deceased from
alive on 1= 1] and that dealh occurred a

i
_@w_, IQL-;, fo 19_2,.2 that I last sato the deceafed
1123130 &n., frim the calses and on the date slated above.

=4 %e%/ ME

23c. DATE SIGNED

/Y. P

23b. ADDRESS

3737

24a. BURIAL, CREMA-
TION, REMOVAL (Elpedlfy)

24b, DATE

Jan 18,195

24¢. NAME OF CEMETERY OR CREMATORY

Hazelwood Cemetery

24d. LOCATION (Oity, town, or county) (Etate)

Springfield Miasouri

R RAR'J SIGNATURE

(Licented Embaifhe

FUNERAL DIRECTOR'S S51GNATURE ADDRESS
th Hermann & Son,Inc¢.,2161 E. Fair Ave

tement on Reverse Side)




STATEMENT BY LICENSED EMBALMER
i

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba
by MM, OF DBy . it cr e , Student Embalmer No............

working under my personal supervision..

Student......oooiiiiviiiiiarniai e eriiesiiaaaaaanan Signed.. V}%ﬂ%y‘f%ﬂ%/?

Signature of Student Embalmer

Licensed Embalmer No .........

P. O. Address-#£ . *w
Note: The above MUST BE SIiGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai
to comply with the above constitutes grounds for revocation of license}.
If embalmed by a STUDENT, he also shall sign in his OWN handwrltmg
I¥ this body is not embalmed, fact should be so stated above. : o




