No. 300
10.48

'
o

WRITE PLAINLY--USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

THE DIVISION. OF HEALTH OF MISSOURI

FILED FEB 23 1855

STANDARD CERTIFICATE OF DEATH

oV

State File No 3766
PRIMARY REG. DIST. N.M Kegisivar's Nu...........-....‘...t'.&. ..... "

BIRTH NO. REG. DISY.

I. PLACE QOF DEATH Eda]‘_r 2. USUAL RESIDENCE (Where deceased llved. If institution: residence before
a. COUNTY 8. STATE Mo b. COUNTYRdair adininsion),
b. CITY (If outelde corpurats Umits, writs RURAL and give c. LENGTH OF || ¢ CITY 4. Is Resierica within Hmits of

OR . . nabip}| STAY (in this OR ... .
10WN Kirksville o dnshlemhenll  roWN Kirksville 5 gpoorrgraied ot
FULL NAME OF (If ot in hospital or Institation, give street sddress or location) « STREET (If rursl, xive location) o / -
HO % ADDRESS
NstHuToBt ickler Hospital 1002 South Wabash St.,
3. NamE oF a. (Frsty b. (Middle) c..(Lut) 4. DATE (Month) gv (Year)
{ Type or Print) Frances Eathern Salisbury v Feb. 13, 1955
5, SEX / 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED. | 8. DATE OF BIRTH 9. AGE Lo veums] i V0 om | hoen ot s
) (Bpacity) . * ¥ onths | D H Min.,
F W TTied =7/ July 23, 1903 5T [ 2| =)

10a. USUAL OCCUPATION (Givekind of work
dene during or.Ionlénanl lifs, svex if retired)

10b. KIND OF BUSINESS OR IN-
B DUSTRY
Home

1. BIRTHPLACE (City and State or Foraign Countryl

12 CI?Z}E}I\\I’?F WHAT
Adair County, M .

13a. FATHER'S NAME
Benjamin Franklin Buck

13b. MOTHER'S MAIDEN

Ada Tllen Mu

NAME 14. NAME OF HUSBAND'OR WIFE

hr |8« A. (Jim) Salisbury

I5. WAS DECEASED EVER IN U.S.ARMED FORCES?

16. SOCIAL SECURITY

17. INFORMANT'S SIGNATURE OR NAME

‘Y.'ﬁém tmknowa) I (If you, lglvosvcn ar dates of service) h86-—2 0-.2 2 86NO

ADDRESS

S. A. (Jim) Sallsbury, Kirksville, Mo.

18. CAUSE, OF DEATH

_Enter only opecsuseper | - DISEASE GR CONDITION
tine for (s), (b), and (¢) | DIRECTLY LEADING TO DEATH'(5) __ &0 4014 /{44
—— AL
*Thir docs not meen ANTECEDENT CAUSES ’ ‘,”r A - (.l
the mode of dying, such | Morbid conditions, if any, gising DVUE TO (b) LAV IQA AN Ve

as hearl faflure, asthenia,
ede. It meana the dis-
eqe, injury, or complica-

MEDICAL CERTIFICATI()
/)

rize to the above cause (a6) sleting '
the underlying cause last,

&l
A Ak .'“4.‘444“
} 0 s .
X\ A‘m
L3

DUE TO (] AAAAJ‘JA’ M \XAAAAT

, INTERVAL BETWEEN

tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS 7 | ?
) © | - Conditions contributing to the death bui not / A
related Lo the disease or condition cauting deally AN VAAR AN v M—
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . . L
TN ’ LTS X

2ta. ACCIDENT (Bpecily) 21b, PLACEOF INJURY {e.g..inorabout | 2Ic. (CITY, TOWN, OR TOWNSHIF) {COUNTY) (STATE)
SUICIDE homa, (arm, faotory, strest, offics bidg..ea) R
HOMICIDE : 7

21d. TIME (Moath) (Day} (Year) (Hoar) 2le. INJURY OCCURRED | 21f. HOW DID iNJURY OCCUR?

- WHILEAT ] NOT WHILE

- “INJURY. : = | “WORK AT WORK .

2.7 hereby 3 y at I aitended the deceased from ,@L 19‘_ﬂ“¢o 19.5‘1 that I last saw the deceased
"_alive on 191;; and that death occurred at m., from the cauzes and on the date slated gbove.

PE) - (Degron o file) ’z3b. AD 2. DATE SIGNED

) Kirksville, Mo, - 2. .

CREMA-

BURI
TION R OVAL (Bpecily)

Buri

24b. DATE 24c. N MEI'ERY OR.CREMATORY

2/15/55 Highland Park’

24d. LOCATION {City, tovm, or cmmty)
Kirksville, Mo,

{Btate}

DATE REC'D BY LOCAL

- 16-55 %

e | e o)

CTOR'S SiGMATURE

ADDRESS

‘Klrksville, Mo.

(Licensed Embalmer’s Statement 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 emb

By mie, OF By too o e e e » Student Embalmer No.............

Licensed Embalmer N047fj

working under my personal supervision..

Student ... iiiiaiiiiiiiiare i irera st arer s
Signature of Student Embalmer

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

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

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

-




