THE DIVISION OF HEALTH OF MISSOURI

WHILE AT NOT WHILE L. : . ‘. . 2

-

INJURY = | wWORK AT WORK £ -

300 ' [
" ALED DEC 11195  STANDARD CERTIFICATE OF DEATH sue e o1 3OS0
' BIRTH NO. REG. DIST. WO. _‘£ FRIMARY REG. DIST. NO. ﬁQ’L Rggufmr:Na,___/,_Q 42,____,,_.___.
[ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where d d lved. I iowti idepoe before
a. COUNTY : a. STATE b. COUNTY sdinbuion).
Atehlison Missouri Atchi son
b. CITY (1f outcide eorpurate limits, write RURAL sad give c. LENGTH OF ¢. CITY (If cuwmide corporate limits, write RURAL and give township)
OR rowrahipt| STAY (in thie place) OR 0
5 TOWN  Markio Yrs,.j__ TOW Tapkio Y.
d. FULL NAME OF (If oot in houpital or institution. glve strest address or loestion) d. STREEF (I rusal, givy location)
[w] HOSPITAL OR ADDRESS
[ 5] INSTITUTION ‘%(2:2 S ! I t h
ﬁ 3. l;lEAchéES%% a. (First) b, (Middle) ('!. (Linst) 4, Ds}-E {Month) (Dag) (Vear)
4 { Type or Print) MARY ADALINE EWING DEATH Nov, 3 1956
é 5. SEX 6. COLOR OR RACE } 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH S, AGE (In years| ¥ iER | YEAR | o OOER 2 mxa.
= WIDOWED, DIVORCED (8 last birthday) Hcm.h, Days | Hours | Min
femate ! | white widoweq Apr.22,1865 o1 o
10a. USUAL QCCUPATION (Give Madof wark | 10b. KIND OF BUSINESS OR IN- | 71. BIRTHPLACE (State or forsign sountry) 12, CITIZEN OF WHAT
dene during mest of working life, sven if retired) DUSTI / COUNTRY?
B ||_housewife own home lottersyville penn U.S.
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
” John Wier ' 1 Mary Jane Pyle Harrvy B,
% 5. WAS DECEASED EVER IN U.S5. ARMED FORCES? [ 16. SOCIAL SECURITY ( 17. INFORMANT 5 SIGNATURE OR NAME ADDRESS
- (Yes. no.orunknown} | (If yes, give war or dates of service) NO.
= no 354k none Mra, Marv Zackerth St. Josevh, M
| 18, CAUSE OF DEATH ICAL CERTIFICATION ‘,’,‘,T,SE.}"}‘;{S%E‘:‘“
=] . Enter only onacause per 1. DISEASE OR CONDITION . ‘ TH
Z {ime for (a), (b), and {¢) | DVRECTLY LEADING TO DEATH @, frw Wa. Peép 4:5 g&ﬁ
E *This does not mean ANTECEDENT CAUSES _ 2;5
- the mode of dying, such | Morbid conditions, if ang, fluing DUE TO (b}
w as Leart faflure, asthenia, | ¥ise to the abose couve (o) stating . e PO CLe e
% de. It means the dis- the underiying couse last. / . .
o care, injury, or compiico- DUE TO}M a”é"?)'f [ 4 "E&é@y .
. * || tion which coused death. | 1. QTHER SIGNIFICANT 'CONDITIONS - .
= Condilions contributing to the death but mot yk’li X
a related to the disease or condition cauring death. \
t || 19a. DATE OF OPERAs | 190, MAJOR FINDINGS OF OPERATION . e - R e 20, AUTOPSY?
Z TICN
= - A YES D nnﬂ
o 21a. ACCIDENT {S8peciiy) 216, PLACEOF INJURY (o.g..in orsbout | 21¢c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
h SUICIDE boms, farm, fastory, sireet, offios blds..e0) . i e e e
5 HOMICIDE ] B
g 21d. TIME (Month) (Duy} (Year) (Hour) 218, INJURY OCCURRED | 211, HOW DID INJURY OCCUR?
Lol
w
7z
=

2.1 hereby certify Ahat d gtiended the deceased from __ZM_/L, 19 , lo _[%%AL’Q, 19 -, that I last saw the deceaszed
,ﬂé&ﬁé 19_____, and that death occurred al _-ﬁg;., from'the causes and on the dale stated above.

] W itle)~] Z3b. ADDRESS Zi. DATE SIGNED
] Z%w&qzw %5 _Tarkio,Mo, . - 11/5/56

24a. BURJAL. CREMA- 24b. DATE 24(: NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) - - (State)
ION AL (Bpecity)
11/5/‘;6 Home Cematerv Tarkio. -. - - Mo .
REC D BY GL 1STRAR'S SIGNATW 25, FUNERAL DI RECTOR'S SIGNATURE ADDRESS
3.7 4 /IDavis Funeral Home _ Tarkio,Mo,

{Licensed Embalmet’s Statement on Reverse Slde}




STATEMENT BY LICENSED EMBALMER

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

Student Embalasr Ko,

Signed ,ZLJW f ;W

Licensed Embatmer No..33.38

. Ll

. working under my personal supervision.

StudOnt sosveosncencsasnes rasassssdmisbunan
Student Embalmer

P. O. Address.Tarklo,Mo.

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

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




