THE DIVISION OF HEALTH OF MISSOURI -
14532

0. 300
owe || FILED JUNS 1955  STANDARD CERTIFICATE OF DEATH State File Nowmimrs e .
' BIRTH NO. REG. DIST. NO. _} ___ PRIMARY REG. DIST. NO. 30O L) Registrar's No | 'f(?
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whete detossed lived. If institution: resldenca before
a. COUNTY ‘ 2. STATE . - b. COUNTY dinission?,
o Adair Missouri Putnam "
b. CITY It i RURAL d ., LENGTH OF ¢, CITY a4 -
K‘ﬁﬁ&’“ﬁﬁé‘ " ieassie)] STAY tyesin gl OR 1 Bevbgenco it Yot of
L) ' TOWN  purgl =R,
d. FULL NAME OF {I( not in hoepital or institution, glve strect adlreu ar ln . STREET (If rursl, give location) b 3 [74
HOSPITAL . ADDRESS ] /
INSTITUTION Laughlin Hospital Livonia, Mo,
3. geéﬁs%% 8. (First) b. (Miadle) ¢, (Last) 3 DM-E (Month)  (Day)  (Year)
(Typeor Print) ___0114e Clarance Shrake_ oAy 5
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (o years| F u [ m If UNDER u HM3,
WIDOWED, DIVORCED (Bpecit; last birthday) Monunl Hours | Min.
M W M 73l |

done during most of working Life, saven if retired)

10a, USUAL OCCUPATION (Givekiadof work | 10b. KIND OF BUSINESS OR IN. | I1. BIRTHPLACE  ((54y 1ad State cr Forsign Countrv /‘ 12&:8&%%'3?"“‘"”

| ___ coal Miper Exline Iowa U.A,
’ 138, FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WiFE
. ig_ 1 g
I |S. WAS DECEASED EVER 1IN U.S. ARMED FORCES? | 16 SOCIAL SECURITY | i7. INFORMANT'S S|IGNATURE OR NAME ADDRESS
(Yen, 0o, or unkoown) | (If yea, kive war or dates of service) NO.
| no no Josie Shrakex ,ILivonia, Mo,
‘ 18. CAUSE OF DEATH MEDICAL CERTIFICATION v lg;sEg}f.:l&Bmm
: | Exitef only onecauseper | I+ DISEASE OR CONDITION .. D DEATH
| By Ot vy | DIRECTLY LEADING TO DEATH* (5] Cerebral accidenty Prob, Thrombosis /4 Dgys

*Thit does not mean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, giving DUE TO (b}
as heurt fallure, asthenta, | Tie €0 the abooe cause (a) dating
cte. It means the dis- the underlying covae last.

Auricular Flbri]ht.:.on and Heart Block Unknown

G UNFADING BLACK INKE—MAKE A PERMANENT RECORD

care, infury, or compli i DUE TO {e}* .-
tion which a:lu.ted dent.h. 11. OTHER SIGNIFICANT CONDITIONS
. .t Cyndilions contributing to the death bt nol
refated o the diseate or condition couring decth. Prostatic Hypertrophy Unknown
18a. DATE OF OP'FI%?E 196, MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
none Y32/ ves L) wo XJ
21a. ACCIDENT {Bpecify) 21b. PLACE OF INJURY (e.g..inorabont | 21c, (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE . boma, larm, lnotory.streat, office bldg.. et}
HOMICIDE .
214, T]ME tMonth) {(Day) (Yeur) (Hour) 21, INJURY OCCURRED | 2i. HOW DID INJURY OCCUR?
WHILE AT[] NOT WHILE
'NJURY ' . =. | “work AT WORK

2. I hereby certify that 1 auended the deceased fromMﬂJLZ.T___ 19.55_ o _M.a}L_Bl.__ 19_.55_ that I last saw the deceaszed

alive on May 3 19_55, and that death occurred at 6210 Andirom the causes and on the dale staled above.

WRITE PLAINLY—USIN

Z3a. NATURE C (Degroe or tiue 23b. ADDRESS 23. DATE SIGNED
O@P M )1, D,0, Kyrksville , Missburi May 31, 1955

24d. LOCATION (City, towm, et bounty) {5tate)

a. BURJAL, CREMA- | 24b. DA . NAME OF CEMETERY OR CREMATORY
TION RE%OVAL(M:) J

DATE REC'D BY LOCAL | REGISTRAR'S S[OYATURE a i
5-3(-55 Mmﬂ.&i_

(licented 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 me, Or by ... e ceeen , Student Embalmer No,..........

Al

Licensed Embalnyer No., ... .7...

working under my personal! supervision..

=S AT T3 5 A Signed..

Signature of Student Embalmer

. 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}.

iIf embalmed by a STUDENT, he also shall sign in his OWN handwrltmg

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



