o

¥V  WRITE PLAINLY—USING UNFADING BLACK INE=-MAKE A PERMANENT RECORD

THE
FILED NOV 5 - 1956

STANDARD CERTIFICATE OF DEATH

DIVISSION OF HEALTH OF MISSOURI

Iine for {8}, {b). and (c)

*This does not taean ANTECEDENT CAUSES

(ke mode of dying, ruch
as Beart feilure, asthenda,

e, It means the dua- | he uadaiying canse lost,

DIRECTLY LEADING TO DEATH" (5) gff‘-’

Morbid conditiens, if eny, gising DUE TO (b)
rise 1o the above catise (a) slating

! BIRTH NO. REG. DIST. MO. g__ig_ PRIMARY REG. DIST. mﬂlﬁ_ Repistrar’'s No
i. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. 1 institution: residance befors
a. COUNTY . a. STATE _ | . b, COUNH , . sdintsion).
Naw Madrld Missouri ew Madrid
b. CITY (f outside u ROEAL and g ¢. LENGTH OF |[ -c. CITY :
OR - v D i WP m‘;hinl STAY (in this place), OR a city %meo:tp‘o:;hdm\o‘:mo;
TOWR povnal~Rarnes. Bi dga 1/ Years TOWN Rural @
d. FULL NAME OF (If not in hoepitst or In:duuﬁoa ive streot address or location) o STREET {If rursl, give location) v
HOSPITAL OR ADDRESS .. re)
NSTITUTION Ridan East Prairie Mo, Star Rt,
3. NAME OF First _" . (Middle ¢. (Last
DECEASED a ¢ )_ { ) ) 4. DATE  (Month) (Day) (Year)
( Type or Print) Fannie Belle Allred peATH  Cet, 21, 1956
5. SEX | 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED,f | 6. DATE OF BIRTH 9, AGE (Ic yests| IF UNDER | YEAR | If UNDER 4 23,
-t ° s e , WIDOWED, DIVORCED (Bpacit; last birthday) Monthl, Days | Hours | Min.
Femsle i__White ‘Married Feb, 27,1903 53 l
10a. USUAL OCCUPATION (Giekindofwork | 10b. KIND OF BUSINESS OR |N- | 1). BIRTHPLACE - — o) 12 ciT
done dori l.nutn!-uhumn.mﬂ tradd) = ) DUSTRY (Ca.r.y sad State or Foreign Cosattyl 0 ) COU!:']Z'Er;?OFWHAT
Domestic Domestic Braggadosia Mo, SeA,
138, FATHER'S NAME 13b. WOTHER"S MAIDEN NAME 14, NAME OF HUSBAND'OR ¥IFE
I Fred Church Lillie More Kin Ira Allred
i5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
{Yes. no, or unkoown} | (If yus, give war or dates of strvics) NO.
No = No Ira Allred East Pralrle Mo. Star RT.
1B. CAUSE OF DEATH - toe T o - PR MEDICAL CERTlFICATlON INTERVAL BETWEEN
| Enteronly anscausaper | 1. DISEASE OR CONDITION - ONSET AND DEATH

W
%M—»—W

P ..~ =

DUE TO (c)

case, infury, or complica-
tion which eaused denth,

{I. OTHER SIGNIFICANT CONDITIONS

' Conditions contributing to the death but not
related to the disease or condilion causing death.

19a. DATE OF OP‘FPO‘;; 19b. MAJOR FINDINGS OF OPERATION ' . . 20. AUTOPSY?
/'53 x YES D KO
21a. ACCIDENT {Bowelty) 21b, PLACE OF INJURY (e g inorubent | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . bome, farm, tactorr . sireet, offioy by . wte.) .
HOMICIDE i T
21d. TIME (Moath} (Day) (Year) (Hour) 2te. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
: 'H“-EAT NOT WHILE
INJURY AT WORK

nlhaabquymraamaadmmedﬁm Ly’ 3

9"_ ‘ to Se¥F 2/ 19_§ that I last satw the deceased

]

alive on , 1956, and thai deaih occurved af ______ m., from the causes and on the date stated above.
Z3a. SIGN mq;;’mlu) 19:: ADD) % 23¢. DATE SIGNED
Z %. M o251
%aONBURIg)}. CREMA- | 24b. DATE - 24c. NAM_E OF CEMETERY OR CREMATORY 24d4. LOCATION (Oity, town, or county) {Etate)
]
uria Oet, 22, 56 W.0.W., ——.——Ma
DATE RECD BY L%:AEGL REGISTRAR'S SIGNATURE ADDRESS
) Tra¥is Shelby Jr. Eas Prairie Mo,

Embeloer's Statemest on Reverse Side)

L




DATE Recevep_OCT 20 1084
NEW MADRID CO. HEALTH CENTER
]

1
s, . - v

STATEMENT BY LICENSED EMBALMER

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

byme, orby .....coiiiiiiniin e mes e e seaeanasanenaasanannnan e aran e , Student Embalmer No............

working under my personal supervision..

-
Student................ e e e Signe%- : % ...............

Signature of Student Fmbalmer |
Licensed Embalmer NOALZ/.{/.

P. O. Addres&.- ¢ el

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




