L.!OO

h.an

&

UNFADING BLACK INKE—MAEKE A PERMANENT RECORD

WRITE PLAINLY--USING

THE DIVISSON OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG., DIST. NO. l 39\ PRIMARY REG. DIST. uo.ad_';'[. Registrar's No. /7 0

FILED DEC 7 1955

36635

State Flh: No...

1. DISEASE OR CONCITION

- Enter only onecGuse Bt | Lo/ pFETLY LEADING TO DEATH® )

line for {g), (b), snd (c)

ANTECEDENT CAUSES
Morbid conditions, if any, gieing DUE TO (b)

*Thir does nol mean
the mode of dying, such

! BIRTH NO.
1. PLACE OF DEATH 2. USUAL. RESIDENCE (Where deconsed lived. If lostitutlon: residence befors
a. COUNTY . a. STATE ;. b. COUNTY ad.ninaion),
Grundy e — Missouri . .. . Harrison
b. CITY (1f outrids corpursts limit, write RURAL and give c¢. LENGTH OF c. CITY d. It Resldenca within Ijmlh ot
ipt| STAY (in tbis QR - a Qﬁfmw.
TOWN Trenton township} (in this place) TOWN th Morlah . my
d. FULL NAME OF (1f pot in bespital or Jastisution, give street lddrul or location) - STREET (1f rural, give location) 'rf' ’ v
HOSPITAL OR ADDRESS 9
INsTITUTIGN Wright Memoria l Hospital
3DNE%hEES%FD a. (First) b. (Middie) ¢, {Lunst) 4, DATE {Month) {Day) {Year)
( Type or Print) Lenora -—- McQuerry DEATH Novepber 12 1955
5, SEX , 6. COLOR OR RACE | 7. m!ARF\tF:'Eg P';lEgERCPEBRFB!IEc?!.J & DATE OF BIRTH 9. A?Ehin:-;n L'i’ u:'u IDn:n ; OWDER 3 WES.
. , { ¥ oni Min.
FEMa le Whi te: Harried o Y| May 25 1886 (5] [ 2
102, USUAL OCCUPATION ((iweXind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . 12, CI
donduﬁn;mulo[-uzkium..uunnﬂ rﬂ;::) : DUSTRY {Gity and State or Foreign Cmnlry) "0 CgU.I;Isz%’:IHOFWHAT
.Hanemaker Own hane Mercer Co.,.Mo. -+ S. A,
133. FATHER S NAME 13b. MOTHER'S MAIDEN NAME 14. KAME OF HUSBAND' OR-wi&G
' John W. Groves . Sarah A. Bl h John Sherman McQuerr
I5. WAS DECEASED EVER IN .5 ARMED FORCES? | 16. SOCIAL SECURITY | I7. INFORMANT'S SIGMATURE OR NAME ADDRESS
(Yea, no,or ypknown) | (If yes, give war or dates of service} NO, x
o 1 None John Sherman McQuerry, Mt. Moriah, Mo.
18, CAUSE OF DEATH DICAL CERTIFICATIO — ~ INTERVAL BETWEEN

L4

rize to the cbove cause (o) stcting

s h
at heari fallure, asthenia, the undertying caute last,

elc. It means the dis-

case, injury, or complica- DUE TO (¢)

1. OTHER SIGNIFICANT CONDITIONS
Condilions contriduling fo the deaih but not

tion which caused death,

reloted to the dizease or condition couaing death. VAL
19a. DATE OF OP_FIRA- 19b. OR FINDINGS OF OPERATI L 2. AUTCPSY?
Yl - l S - ves L) wo
#1a. ACCIDENT (Bpaciiy) 21b. PLACE OF INJURY (eg.. Incrabout | 2lc. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE bome, farm, factory, sireet. offes bldg., e10.) .
HOMICIDE R
2id. TIME (Moath} (Dar} (Yesr) (Hour) 2te. INJURY OCCURRED | 2H. HOW DID INJURY OCCUR?
WHILE AT[—] NOTWHILE
INJURY o. | "worko || 'ATWORK s
e
21 kereby certify that I atiended the deceased fr s mhh, lo w 195;_, that I last saw the deceased
- alive on A9 , and tha! death occurred at 22 00 Ap | from the causes and on the date stated above.
23a. S1 (Degres or tlt.]n)o 23b. ADDRESS 23c. DATE SIGNED
M. D. Trenton, Missouri. K 11/13/55
%’ION RE CREMA- | Z4b. DATE { 24c. NAME OF CEMETERY OR CREMATORY 4d. LOCATION (OQity, town, or county) {State)
y : . :
W&W’ Nov. 14 955‘ Hamilton Cemetery 1l Grove, Missouri.
DATE REC'D BY LOCAL | RE RAR'S SIGNATURE - ,’ 5 GMATURE ADDRESS
//_—/‘-/uyﬁ [8) »2 . Ceinsville, Mo.

1

(Licensed Esnbalmer's Statdput on Reverse Side)




- - . 4

STATEMENT BY LICENSED EMBALMER

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

by me, qt/Bif/........ Eddie J. Stcklasa e , Student Embalmer No..........
/
working under my perscnal supervision.. /
Student.......coo i Signed J ol e A e
Signeture of Student Embalmer
Licensed Embalmer 1“10‘3602
v o P. O. Address.g.a.iﬂ‘?.‘f.i.;.l..e.l..;

|
_\ _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. ,
17 this body is not embalmed, fact should be so stated above.
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