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PERMANENT RECORD

WRITE PLAINLY—USING UNFADING ﬁLAGK ]NK-;—MAKE A

1M VNG WS

FILED FEB 28 1955

STANDARD CERTIFICATE OF DEATH

P WT IVRIil W e

State File No

24008

16. SOCIAL SECURITY
(I{ e, xive war or dates of service) NO.

(Ya“r&or unknown} |

BIRTH NO. REG. DIST, NO, O£ 42 PRIMARY REG. DEST. m..LO_OO_. Registrar's No. 195
1. PLACE OF DEATH Z USUAL RESIDENGE (Where deoossed lived. 1f lastitation: rmidence befors
. COUNTY STATE sducireiont,
a Buchanan 2 Missouri b. CONMBychanan
b. %‘II;Y (If outside corpurnte Hmits, writs RURAL andw.ﬂvm:u » §T AL‘E-ZI:HGTwI; ﬂ?i’ c. Cg’g 4B 3;"""“ within m
oW St, Joseph Town  St, Joseph G
d. FULL NAME OF af not in hoepital of nstitation. give sirvet ddrves of locatlon) . STREET (1 runl, give loaation} g // 7
HOSPI *' ADDRESS
israrion. State Hospital #2 > 2330 South 7th Street %
3. NAME OF . a. (First) b. (Middie) c. (Last) 4. DATE (Month) (D
DECEASED ay)  (Year)
(Type ot Drint) ADAM HENRY SHUE oears  FEBRUARY 14, 1955
5. SEX 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED. =} 8. DATE OF BIRTH 5. AGE o resn] v wwen | YEAR | tew a1 .
H Hpecify) Months | Days | H.
male white Pried ™ ="/ Sept 11, 1883 7 l ol
10a. USUAL OCCUPATION (Gitwekind of wark- | 10b. KIND OF BUSINESS OR IN- | 11 BIRTHPLACE (o000 i Seat or Poraige c_m;: 12_CITIZEN OF WHAT
RETTPOEH WML = _Railroa North Platte, Nebraska /} ““U&X
ll:-la. FATHER 5 NAME 13b.. MOTHER™ 5 MAIDEN NAME 14. NAME OF HUSBAMD'OR WIFE
John W, F, Shue Anna Nettie Sunday | Lottie Millen Shue’
{5, WAS DECEASED EVER IN U.S. ARMED FORCEST. 17. INFORMANT' § SIGNATURE OR NAME ADDRESS

not siven ML&._Exa_Almza._ZEED_&nuih_Zthjim
18. CAUSE OF DEATH . o . .. . MEDICAL CERTIFICATION INTERVAL BETWEEN
' Enteronty onecauseper | |, DISEASE OR CONDITION Ch . - ONSET AND DEATH-
line for (a), (b}, and (¢) | D'RECTLY LEADINGTO DEATH (5) om on admission
«This docs mot meam | ANTECEDENT CAUSES
the mode of dying, vuch | Mforbid conditions, if any, gioing DUE TO (b) __L’cgr_x_osglemsm
os heart failure, asthenia, | Tise fo the abooe cause () stating
de. It means the diy- | e uadelying cauac lost. . .
ease, infury, or complica- DUE TO (c)
tion which caused death, | 1T, OTHER SIGNIFICANT CONDITIONS
! Conditions condribuling to the death but not '
Conditions contributing lo he deaib buinl it inoton's chorda=Aleoholjsm
18a. DATE OF OPERA_ | 195. MAJOR FINDINGS OF OPERATION .. | = autopsyr |
. ‘/ 22/ YES D NO E
21z, ACCIDENT (Bpecty) Z1b, PLACE OF INJURY (e tnorabout | 2le. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATD)
SUICIDE - home, fnrm, fastory, sirest, offion bidy..ete.)
HOMICIDE . N . A
21d. TIME  (Month) (Day) (Yeas) (Hous | Zle. INJURY OGCURRED | 21f. HOW DID INJURY OCCUR?
m B WHILE AT NOT WHILE
- INJURY - . ' WORK AT WORK
z. I hereby certif; tl'gt ifumded lggdeccaacd Jrom _Fib_j__. 19_ <~ 55 to Feb 14 955 , that I last sato the deceased
alive on 15 and that death occurred at _l_l.isﬂ m., from the causes and on the date stated above.
SIGNATURE . 4_”0_( | (Degreeortitle) | Z3b. ADDRESS 2. DATE SIGNED
M ' 2 2. |State Hospital #2, St.Jos.,Mo. |a~-1y~/955,
2%a, BURIAL, CREMA: | 240PDATE 24z, NAME OF, CEMETERY OR CREMATORY | 24d. LOCATION (Olty, town, ar county)  (5tats)
(Bpeeitr) .Y .
PG Feb 17,1955 | Odd Fellows Public.Cemetpry  St. Joseph, Missouri

DATE RECD BY LOCAL

zSTRAR’S SIGNATUR.E Z '

b 3/, 1955
175

25 FUMERAL DIRECTOR'S® SiGHATURE

ADDDE S

John E, Rupp, St. Joseph, Missouri

(mased Embalmet’s Sistement oo Reverme Side) .




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was emb
byme, By ... e et itieieteemcesmarennaananns , Student Embalmer No...........

working under my personal supervision,.

Student ....oovner s i ieiieaa
Signature of Stodent Enbalmer

Licensed Emb:lz: No%‘/7.%

P, O. Addres

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

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

¢ this bhody is not embalmed, fact should be s0 stated above.




