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D"‘Q WRITE PLAINLY—USING UNFADING BLACK INKE—MAEKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH .

24425

.~ Stote F:k No..i

* . FILED JUL 20 1956

BIRTH NO.

REG. DIST. MO, M_ PRIMARY REG. DIST. m.m Registrar's No. ..a?l.........................

1

mﬁn OV&M, July 6,'56| Greenmount

1. PLACE OF DEATH 2 USUAL RESIDENCE (Woers 4 d lived. If 3 rasid before
a. COUNTY * ' a. STATE T 77T < b, COUNTY " aduwimion).
Marion AT Missouri Marion
b. CITY (11 cuteide corpurate limits, writse RURAL and give c. LENGTH OF ¢. CITY (If outside corporate Uimits, write RURAL and give townsbip)
OR townakip)| ST, b{hﬁh cal OR .
Toww Rural -Fabius Tsp. S.{ T1ow8 Rural-Fabius Tsp. /. 0
FH&P?‘PE_EOOF (If not in hoapltal or inathgtion, give street addrows or loentbon) d'ASDrDRREEErSS (I rural, ghvs boeution) [ >
INSTITUTION S+ ar Ronte  Tavior Ma. O
3.6‘E1‘\:ME OEFD 8. (First) b. (Mfddle) ¢, {Last) 4. DATE (Manth) (Day) (Yean)
(Typeor Printy  SAMUEL ELDER mnHJuly 3,1956
5, SEX Lrﬁ. COLOR OR RACE | 7. x&%}% EIE‘\’ngCEBRRIED, ;l 8. DATE OF BIRTH 9. I.A‘(‘;E (In .r-;u l: llr 1YEAR | o oMDER M aE,
A . {8pe: birthday; on Days | Hounm | Min
Male White Widowed Nov,15,1876 79 | |
10a. USUAL OCCUPATION (Gekindof work | 10b. KIND OF BUSINESS OR [N- | 11. BIRTHPLACE (State or forelen oountry) / 12, CITIZEN OF WHAT
dwhlmmdwarhntl?.ﬂln COl g
armer-retire Gen.Farming Cuba, Kansas oA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
unknown unknown -~ | Susie Elder
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY l7 INFORMA T 'S ATURE OR. NAM ADDRESS
(Yen, Nmuknown) {If yom, giwe war or daten of servioe) NO. @ J fﬁ%)\ # ?
g~
18. CAUSE OF DEATH ' - MEDICAL CERTIFICATIG'N 'é,“.é;}’ﬁ. gsggsiu
1. DISEASE OR CONDITION T
- Enter anly anecanseper | Lo ey LEADING TO DEATHS (g) (" ot el - ttnegigtactdiacd M.‘-_,Arn T srtien
line tor (a), (b}, snd (e} (2) y /
*This does not mean ANTECEDENT CAUSES -
the mode of dying, such | Morbid conditions, if any, gicing DUE TO (b} C T ALy Aelet oo Codbon
-as beart fallure, asthenia, | rise to the above cause (o) stating [ e T R
de. It means the dis- the underlying cauxe lost,
ease, infury, or compli - DUE TO (c)_
tion which cansed deazh. | 11, OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but sof
related to the disease or condition eausing deaih.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF CPERATION ‘20. AUTOPSY?
TION e _ 4 At /
. o ) . . ves (] wo X
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (s.g.inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, {agtory, street, office hidg., ei0.) B
HOMICIDE _
21d, TIME (Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
oF - : . WHILEAT[—] NOT WHILE,
INJURY WORK AT WORK
2. 1 hereby certify that I atiended the deceased from 7 - 182 % lo 7Z-7 '19'[; , that I last zaw the deceaged
alive on , 19, and that death occurred at .14_3_0_ B. ., from the causes and on h‘w date stated above.
23a. Sl TURE (Degres or :111@;(1 Z3b. ADDRESS 23c. DATE SIGNED
rv':k—r L Lforarde A20.9 Streiney DLL 7-5-JT.
L. CREMA- | 24b. DATE 28c. NAME OF CEMETERY OR C_REMATO 24d. LOCATION (City, town, or county) (State)

Illinois

DATE REC'D BY LDCEEL IST??%'GNA S 5. FU"Z -DIRECTOR' S SIGHNATURE ADDRESS
REG. - i / -
| 2 54 Abp,ai%ggt e s e it A

(Licensed Embhlmer's Stastement on Reverse Side) -




1 - . - - . -
RECEIVED ‘oL 181356 . o
MARIGN CO. HEALTH DEPT,

DATE FILED_sUL 18 1956

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

...... , Student Embalmer Mo,

smm.ﬁf%.,?/_@[) t&;,c./ﬁ /la/}ﬁ

Student Embalmer Licensed Embalmer No..Zr <2477

P. Q. Addresszzfc&&\ﬁy

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

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

working under my personal supervision,




