a
FILED OCT 17 1855

THE DIVISION OF HEA

HEALIA UF MISUUN

No. 300 A A
-2 STANDARD CERTIFICATE OF DEATH sute rite o S 24—
Q ' BIRTH NO. REG. DIST. NO. L}l_ PRIMARY REG. DIST. NO. & Regictrar's Noow..d. 7z =’
D 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whbare decensed lived. If loatitotion; residence befors
{\; a. COUNTY a. STA b. COUNTY adiniwion}.
0 ry Co : ery
b, %EY ({If outside eorpurate limits, write RURAL and give §=rALYENGTH £F ¢. CITY (If ouwdde sorporats limits, write RURAL anJ give township) D
i ]
Tomn  Montgomery City W8 11%e "l rown. “N6¥
d. FULL NAME OF (I oot in boepital or lostitation, give strect address or location} d. STREET (i1 tural, uive loeation) hd hd
HOSPITAL C ADDRESS
| INSHITUTION Home none
N 36&%’\&%5%‘; 8. (First) b. (Middle) e. (Last) 4. DATE {Menth) _(Day) (Year)
- { Type or Print) Roy Ed 1 DEATH 10~ -1955
5. SEX O 6, COLOR OR RACE MARRIED, gFVEECPéBRRIEDCg 4, DATE OF BIRTH 9, hA.?E tn u)u- Jn;n‘c::n |$ ; UNDER M HRE.
{Bpacily] — ours } Min,
Male Clwnite |piGSE2w 11-18- Y909 | 458" l I
18a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | t1. BIRTHPLACE (State or forelgn sountry) 12. CITIZEN OF WHAT
done during most of working 1fe, even if retired) DUSTRY O COUNTRY?
_Labor Jd:nn_tg@ery City Mo aS. A
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAM 14. NAME OF HUSB on WiFE .
Walter Mit ﬁwm_ °
15. WAS DECEASED EVER IN 1).5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS

(Ywa, no.or unknown}

(Il yem, wlve war or dates of service)

487-22-145%

Wal ter Mitchell Montgomery City Mo

line for {a), (b), and (c)

*This does not mean
the mode of dying, such
|t e heart follure, asthenia,
ele. Il meana the dis-

+

" the underlying cause last.

DIRECTLY LEADING TO DEATH® ()

no no
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
Enter only cnecamseper | 1. DISEASE OR CONDITION ONSET AND DEATH

ANTECEDENT CAUSES

Morbid conditions, if any, gieing DUE TO (b)
rise to the aboge cowse (o} stating .

DUE TO (c)

776X

care, infury, or compliea-
tion which caured death,

Il. OTHER SIGNIFICANT CONDITIONS ©  *°

Conditiona contributing to the death but not
reloted to the disease o7 condition enusing death. Sui cigu_nj;h_aa_nnL

Ll . L

4t '|t 192;{DATE OF OPERA- | 195, MAJOR FINDINGS OF OPERATION * .%o 20, AUTOPSY?
Y T T TIoN M T
Ao e e s pdET eainale’t Yo v YESDINO
2fs. ACCIDENT (Boweity) 216 PLACEOF INJURY (a.s. tnor shons 2ic. (CITY, TOWN, OR TOWNSHIP), | {COUNTY) (STATE)
. - . hots, farm, (agtory. street, -~ oto.}
HoMICiE  Suieldei .- a - | Man tgnmeng C4 t!‘ b - Mon tgomgrx Mo
21d. TIME (Mooth) G'(Day) {Yea) (Hou) | 2le. INJURY OCCURRED | 21t. HOW BID INJURY OCCUR?
= - WHILE AT NOT WHILE| .
! URY  TO0=IE-55 33p = | worx AT WORK 29 r4fla SR L
' NI herebzf’cé';fﬁb that [-atlended the deceased from 19 , Lo , 19 , that I last saw the deceased

 and that death occurred at _ 23 B

m., from the causes and on the date stated above.

‘

. alive on , 18
h NA E' #1751 - (Degree or title), | 23b. ADDRESS
/ch(% - A{ﬂ%—r\ Coroner ° 3 Mon tgome
222, BURIAL. CREMA- | 24b. DATE - 24c. NAME OF CEMETERY JXASRRMIERY
nou REM VAL(B;-IM
10-I8-55 h(ontgomg_w__ci_tﬁ ,

ﬁ oLD%lél&rlln (guy. l-ov;rn or cmmtho

23:. DATE SIGNED
Io-'gé_is_

. (5tate)

WRITE PLAINLY—USING UN'IE"ADING BLACK INE—MAEKE A PERMANENT RECORD

L f/‘l 25 REGISTRAR'S SIGNATURE
‘ (743 .LA_GLQS-

DIRECTOR® ‘8 SIGMATURE

MONTGOMERY CITY MO



b e

STATEMENT BY LICENSED EMBALMER "’ ‘

' P
- . r‘ Za

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, m!on-—*bhem
I _th day of Oactober Iu85 , Student Eabaimer No.

working under my personal supervision.

g und e . W, HOpkina
S5tudent veaesesenccs Geerereaasaaurianannan - Stmed_@% ’244%_,__.._:......._.........& et eeae

Studmt Enbalner

P. 0. Address. MOntgzomery City ¥a
Note:.. The above MUST BE SIGNED BY THE LICENSED EMBALMER.in his OWN HANDWRITING. (Failure to comply with
the shove constitutes grounds for revocation of license.) *

If this body is not embalmed, fact should be so stated above. . : -4




