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

THE DIVISION OF HEALTH OF MISSOURI

FILED OCT 7- 1955  STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. :; I_8_.

PRIMARY REG. DIST. NO.]OOS

Sllah File NBCE24._
Registrar's N a._._.g.&ua_g.....

BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decoased lived. If Institution: residence befors
a. COUNTY a. STATE MO b. COUNTY adzimslon),
b. CITY (I outelds corpurats limit, write RURAL and give c. LENGTH OF || e CITY . 1a Residence within Mmits of
township) AY (in this place) OR a gy ted town?
TOWN ., Louis mOoB. TowN  gt, Louls o * 0,
d. FULL NAME OF (If got in hospital or lustization. give strset addrees or locatlon) || o. STREET {If raral, sive kocation) 0’( [7]N] 7
OSPITAL OR . ADD| -0
INSTITUTION  Deaconess Hogpital 5818 DeGiverville
3. NAME OF . (First b, (Middie ~ ¢ (Lest) g
DECEASED 8. (First) ( ) 4 DATE'  (Momth) (Day) _ (Year)
{Typeor Pinty ~ Rebecca Dickinson Ferguson oeatn Sept, 30, 1955
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 3, DATE OF BIRTH 9. AGE (o yeana| I tvoER 1 YEAR | & UwoER 1 mas,
WIDOWED, DIVORCED (8pe [~ last birthday} Mouu' Days | Hours | Min.
F i Widowed Sept, 25, 1892 63yrs. | _ |
1da. USUAL OCCUPATION (Glvekindof work | 10b. KIND OF BLSINESS OR [N- | 11. BIRTHPLACE . : u 12. CITIZEN OF .
domduﬁnzmulo!wnrk{uﬂh.onnﬁl :ot;:rd) - DUSTRY (City and State or Forsign Country} / UNTRY? WHAT,
Housewife Home Glasgow, Ky. )
13a. FATHER'S NAME 13b. MOTHER" S MAIDEN NAME 14. NAME OF HUSBAND’OR WIFE ;
"W, Day Dickinson Annie Rowlett = - | Fugene B, Ferguson £
i5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yea, no, or unkbown} (Il yem, l_l'r- war or dates ¢f cervice) NO. .
No None None Miss Ann Ferguson 5818 DeGiverville
MEDICAL CERTIFICATION . INTERVAL BETWEEN
.:f.ﬁfjiiigf;& I DISEASE OR CONDITION _ 110 £ rvix with metastasi S ONSET AND DEATH
Hine for (a), (b), and (& DIRECTLY LE{\\D[I:!G.TO DEATH* () arclinoma Oi Cervix wi metastasis
ANTECEDENT CAUSES
*Thiz doea net mean *
the mode of dting, wuch | Morid conditions, f any, giring DVE TO vy BT ONChopneumonia
o# hearl fallure, asthenia, | rise to the above cauae (2) stating
de. It means the dig- | the underlying cause last.
eaze, injury, or complica- DUE TO (¢} :
tion which coused death. | 1. OTHER SIGNIFICANT CONDITIONS
. : Conditions contributing to the death but niot / 7 / N
related to the disease or condition causing death.
19a. DATE OF OPERA- | 19b. MAJOR FjN_DINGS OF OPERAT!DN . 20. AUTOPSY'?
7-15-55 Wesico-sigmoidi filstuld; ca. with metastasis vis wo L]
21a. ACCIDENT (Bpeetty) = ~~ _| 21b. PLACEOF INJURY (s.s..tnorabout -] 2ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE hotse, latm, fastory, sureet, offce bidy..em0.)
HOMICIDE .
21d. TIME (Mouth) {(Day) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT[™] NOTWHILE
INJURY o | "ok L) AT woRK .

alive on

2. I hereby certi y-thal 1 attended the deceased from 2-15-5k

to_9-29-55 19

= .18, and tha! death occurred at

, Ig . , that I last zaiv the deceased
_.._:__Q_am., Jrom the causes and on the date sialed above.

24a. BURIAL, CREMA-
TION, REMQVAL (Bpacity)

DATE REC'D BY LOCAL

| sip 30 REG. ,9_

(Degros oz utlg~

-
[y

Z3b, ADDRESS
71h University €ldb Bldg.

23c. DATE SIGNED

Yzl

24b. DATE ) [

. WAME OF CEMETERY OR CREMATORY

Glasgow

24d. LOCATION (Oity, town, of county] * ~

(Btate)

Ky,

TOR'S S1GNATURE

[ gl

ADDRESS




ir,
K -
X
STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb
b_y me, OF BY .. oo e e

working under my personal supervision..

bt e Yelirind A5

Signature of Student Embalmer
Licensed Embalmer No. 405

P. O. Addreas.}jﬂ.ﬁ.M
 Rereced ¢ 2,
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 handwriting.
T* this body is not embalmed, fact should be so stated above.




