THE DIVISION OF HEALTH OF MISSOURI

o, 300
0 | FLEDDEC 5 1955  STANDARD CERTIFICATE OF DEATH state pie o SOOLI
| BIRTH ND. REG. DIST. NO. _'Zl_& PRIMARY REG. DIST. NO. MQ Kepistrar's Nu.m..ﬂ.ﬁ{iz—dﬂ
. \0 I. PLACE OF DEATH B 2. USUAL RESIDENCE (Whers duconsed lived. M institution: residance before
a. COUNTY LT e - .. _.a. STATE . COUN admimion). ‘
)\ - Greene - - - Missouri ‘Breene _
b. CITY {1 outcide corpurate limits, write RURAL and give . LENGTH OF c. CITY d. I» Residence within Hmits of
wwwoship) Tg {iT is pl.n-l CR erl!y cnrp;'nhd townt
TSN Ash Grove TowN Ash Grove, Y= g
d. FULL NAME OF (If not in beapital or izstitution. give streot addres or locatlon) o STREET (i rural, give locaticn} - q (s
HOSPITAL OR ADDRESS o3
INSTITUTION
3:!;1'5?:!\25 5%.:3 a. {First) b. (Middle) e. {Last) 4 DS"l‘_'E (Month)  (Day) (Year)
{Type or Print) 0LA WISE CEATH Noy ., 20-1955
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, <% 8. DATE OF BIRTH 9. AGE {Iu years] IF UNDIR 1 YEAR | & UMDER 1 s
-\ WW DOWED, DIVORCED (Bpacii L tast birthday) L‘.londn, Days | Hour Min,
?emale White i.dowed June 4 88
1fla. USUAL OCCUPATION (Ghekindofwork | 10b, KIND OF BUSINESS OR IN- | H. BIRTHPLACE . : . 12. CITIZEN
done during most of workiag life, c:enl:iru:r:;) ; - DUSTRY (City sxd Stats or Foreign fnuntry)/ - Lou TRY?FWHAT
Housewile Home Udall, Kansas
132, FATHER'S NMME 13b. MOTHER'S MAIDEN NAME 14, NAME OF MUSBAND OR ¥IFE
Henry Snow . . Unimown Jares ¥Wise |
15. WAS DECEASED EVER IN U,5. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT' S SIGNATURE OR NAME ADDRESS
(T‘v.m,nr unknown) | (If yea, xive war or dates of service) T 0. T |
0 None Ruth Fortner, Ash Grove, Mo,
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
- a ONSET AND DEATH
 Enter only onecauseper | |- DISEASE OR CONDITION &
Jine for (&), (b, and (o) | PIRECTLY LEABING TO DEATH® ) Cercmrac Nt" m Ao ~ dag,.e |
) ANTECEDENT CAUSES . r . -
*Thir does mol mean 4 ‘
the mode of dying, such | Morbig conditions, if any, giring DUE TO (b) )‘-ct”/) C/f’; oY 7S
a8 heart foflure, asthenia, | rise to the abose cause (o) stating
e, I mecna the dis- the underlping cauae last. -
cate, injury, of comphica- DUE TO (c}

tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing fo the death buf nof 3 3 /X -

related Lo the diseare or condition consing death.

192. DATE OF OPERA- | 189b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION .
ves [ wo [J

2ia, ACCIDENT {Bpecify) 2ib. PLACEOF INJURY te.x..inarsbegt | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)

SUICIDE boma, farm, factory, strest. office bldg., sve.)

HOMICIDE
214. TIME {Month} (Day) (Year) {(Hour) 21e. INJURY OCCURRED | 21f, HOW DID INJURY OCCUR?

OF WHILE AT HOT WHILE

INJURY WORK AT WORK

2. I heréby certify that I allended the deceased from A/_QLL 1959 to O -G 10877 that T last saw the deceased
alive on _Vev f g 19)') , and that death occurred al Z)_,'a_ﬁ m., from the causes and on the date stated above.

23s. SIGNAT (Dem or tillcb‘ 23b. ADDRESS | DATE SIGN 9_
2T f / /m‘—v# %d—w Gy /M
4c

WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD

: %15 Bg ER M: g\hfnsm- 24b. DATE v NAME OF CEMEI’ERY OR CREMATOH.Y Lua LOCATION (Oity, town, or comnty) (State)
[ } o ’
Bemova 11-22-55 Lindley Creek Cemate Buffalo, Mo,
DATE REC'D BY LOCAL RE: RAR'S SIGNATURE . 25, ERAL DIRECTRR' S sn Gluru% onnss
——— -
=28~ - ok

(Licensed Embalmer's _S—u!emmt on Reverse Side)

P P O
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T —— e T e
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was em

, Student Embalmer No..........

working under my personal supervision..

Student.....cocicueiiiiiiiaiiiiemiaiiasainsenanas
Signature of Student Embalmer

Licensed Embalmer No<.../7..c
P. O. AddreM.ék!

. . Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (I
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 body is not embalmed, fact should be so stated above.



