. Mo, 300
. 10.48

Q,.?: WRITE PLAINLY—USING UNFADING BLACK INKE—MAKE A PERMANENT RECORD )

THE DIVISION OF HEALTH OF MISSOURI

smnflul:)ED O%T S Thé ?'.S-L REG. DIST. NO.

1955".4. STANDARD CERTIFICATE OF DEATH

State File No

32836

L. PLACE OF DEATH

3;.&,_ eriusry Rec. oisT. wo. 043 Reai.rfrcr':No._.]....'tg

2. USUAL RESIDENCE (Where 4

d llved.

1

a. COUNTY . a. STATE. . b, COUN
Saline Wissouri ba.'iﬂle
b. CITY (if sutside corpurate lmits, write RURAL and give | ¢. LENGTH OF ¢. CITY In Residence within llmits of
R townabip) Y (in this place) OR " u tity of jneorporated town?
TOWN Pasn o M FEVHT TOWN Rural U Nip
d. FULL NAME OF (1f not in bospital or institution. give strect addrom or lossten) STREET, (If rursl, glve locstion)

HOSPITAL O . . .
WstiTorios On_way to Saline Hospita. "%Illeg South East of lliami,lic. -
3 l;lE%héEs%IE . (First) b. (Middle) ¢ (Last) 4. DATE {Month)  (Day)  (Year)
{ Twpe or Print) Dorothy Way Voolery DEATH Sept. 24 15856
5 SEX 6. COLOR OR RACE | 7. wﬁ)%luiég E%CE‘ECQSRRIED f, 8. DATE OF BIRTH S.I:Gmmn ;{F uz:- 1 YEAR ; UNDER 14 HES.
. . (Opacify) t ob ours | Min.
_Temale |White Single loy. 27-1956 13 |27 |
10a. USUAL OCCUPATION . = 10b. KIND OF BUSINESS OR IN-. [ 11. BIRTHPLACE
done during most of working llf!c:..:'v:‘i;lztlr:‘;t h DUSTRY 'B (City and State or Foreiga (‘mnl.ryl O lng{JTN"IZ'IE{‘:'IOF WHAT
Mone-Child - - - - | lizrshall, Misgsourl UeSehe
ﬂlSa. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
Christ Tonv Woolery | Pearl Cash _-—. - - - - - ‘et
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY 17. INFORMANT S SIGNATURE OR NAME ADDRESS
(Yo, 5o, or unknown) | (If yea, give war or dates of ssrvics) . e .
0 - None Christ T.VWoolery ---Hiami,iiissouri

1B. CAUSE OF DEATH . . MEDICAL CERTIFICATION Igfm\rilhawm
. Eater enly ongcauseper | 1. DISEASE OR CONDITION / NSET AND DEATH
Jine for (8), (L), and (0) DIRECTLY LEADING TO DEATH® () UM S.‘ i [‘cz‘,{-‘)\ 3-\. %lf J
*This does not mean ANTECEDENT CAUSES
the mode of dying, auch | Aorbld conditions, if any, giring DUE TO (B)
a2 heard failure, asthenia, | 1iee to the above cause (a) slating
de. It means the dig- | e under!ymg cauae last.
ease, injurt, or complica- DUE TO {¢)
tion which coused death, | 11. OTHER SIGNIFICANT CONDITIONS
’ Conditions contributing to the death but not
related to the disease or condition causing death.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION g?é ?
ves [ ] wo[]
21a. ACCIDENT (Bpecity) o | 216. PLACEOF INJURY (s&., inorsbost | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE boms, farm, factory, strect, offica bldg.,e10)
HOMICIDE w .
21d. TIME (Month)  (Day) {(Year) (Hour) 2le. INJURY OCCURRED | 2)f. HOW DID INJURY OCCUR?
WHILE AT NOTWHILE
INJURY = | work AT WORK

2. I hereby certify that I attended the deceased Jrom _ﬁj_LJ_
alive on _Sugad 2 4, 19.5L ., and that death occurted at _B_A_

1916 to S—afed 2¢ 1904 , that I last saw the deceased

m., from the causzes and on the date slated above.

23a. SIGNA . ) (Dexne or title] 23b. ADDRESS

23c. DATE SIGNED

Z-24-5C

24s. BUREAL, CREMA-
TION, REMOVAL (Bpeeity)

24b. DATE

7’/1.// J’tf

TE REC'D BY LOCAL
REG.

L/

24c. NA'VIE OF CEMETERY OR CREMATORY

25, FONERAL DIRECT

S SBIGNATURE

24d. LOCATICN (Cliy, town, or county)

(Cicensed Embalmer’s Sybment on Rtvcru

(State)
1




e e e e el —e e S S

STATEMENT BY LICENSED EMBALMER

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

/
by me, or by ... et eateeaaseeeeeeeeodseesiavanesneestreneeenesttantaraaans , Student Embalmer No,.............

working under my personal supervision..

L TR0t L1 Y PP Signed.....%-.M,M .........

Signeture of Student Embalner
Licensed Embalmer No. ¢ 2773

P. O. Address.

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

1f embalmed by a STUDENT, he also shall sign in his OWN handwriting,

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




