L wriTE PLAINLY—USING UNFADING BLACK INK-—MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI

. Mo.300 . H o
-0 STANDARD CERTIFICATE OF DEATH - suue i e, O DD
B|RTMF'Nl5ED JAN 14 1957 REG. DIST. NO. 5 a.,l—\- PR IMARY REG. DIST. mm Registrar's Nob_.
1. PLACE OF DEATH e L 2. USUAL RESIDENCE (Where decossed lved. 1l institution: residence before
. T PR - a.- AT R 3 Il ont.
Bl WY gsaline =-STAEMissouri-- - " ®Nmexag ™
. CITY rpurate Umits, w v L . CIT N ence wi
b AR (1 outoide corpurate limits, wtite RURAL -“m.i.:.mp) gTAl?E:{[EE; ,S,F;; [= E)F\{ d.l.{'llllr;.l:. _mwwwu%t:g
TOWN  Marshall day TOWN Summersville = 0,
d. F}I’!‘IS-P?"I‘?AT.EO%F (I{ oot in hospital or institution, give sirect address or location} . ASD?;FEEES‘; (If rars]. Kive location) ? L%
INsTITUTION Fitzgibbon Hospital Streets not numbered IJ ©
BDNE‘Q:NEIES%FD 8. (‘First) b. {Middle) c. (Last) §. Dé}'E (Month) (Duy) (Year)
(TweorPrint) ~ Katherine Richards Charles DEATH Jan. 9, 1957
5. SEX / 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED,../] 8. DATE OF BIRTH 9. AGE (In yeurs| o unoER ) YEAR | F UNDER 2 nis.
WIDOWED, p!VORCED (Bpeci [~~~ Last birtbdsy} Mnnlhl, Days | Hours | Min.
| White | Widowe Aug, 30, 1866 | 901 2419 | |
10s. USUAL OCCUPATION (e iad ot wrk [ 10b. KIND OF BUSINESS OR I, | 11 BIRTHPLACE (i1 1ag State or Foraign Country) 12, CITIZEN OF WHAT
Housewife Uwn Home Jerseyville, Illinoils

13a. FATHER'S NAME

John Lamb Richards

13b. MOTHER'S MAIDEN NAME

Mary Ann Corbett

17, INFORMANT'S SIGNATURE OR NAME

14, NAME OF HUSBAND’'OR WIFE

line for {a), {b), and {c)

*This does mot mean
the mode ¢f dying, such
at Learl fatlure, asthenio,
efe. Jt means the dis-
case, injury, or tiea-

DIRECTLY LEABDING TO DEATH® ()

ANTECEDENT CAUSES

Morbid conditions, if any, giring DUE TO (b}
rise to the above cause (a) stating
the underlying couae last.

DUE TO (¢}

I5. WAS DECEASED EVER [N U.S. ARMED FORCES? | 16. SOCIAL SECURhT(;( ADDRESS
(Yes_no. orunknown) | (If yes, #lve war or dates of service) B
None Mrs. Earl Gorrell Malta Bend, Mo.
18. CAUSE OF DEATH MEDICAL CERTIFICATIQP INTERVAL BETWEEN
Enter only cnedauseper | 1. DISEASE OR CONDITION "ONSET AND DEATH

Ehro.

tion whick caused death,

t. OTHER SIGNIFICANT CONDITIONS
Conditions contribuling to the death but not

_related {0 the disease or condition causing death.

19a, DATE QF OPERA- | 13b, MAJOR FINDINGS OF OPERATEON 20. AUTOPSY? —
TICN ’ '
ves L] wo ()
21a. ACCIDENT {Bpecify) 21b. PLACE OF INJURY (s.5.,inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, faotory, street, office bldg., eta.)
HOMICIDE "
21d, TIME (Month) {Day) {Year) {Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?.
WHILE AT ] NOT WHILE
INJURY m. | “work AT WORK
22, ] hereby . 19(7, that I last saw the deceased

cerlifnihat I allended the deceased from ‘&1, to %_
alive on - N 19_ﬂ_7, and that death ocgffrred at/™ m., frodd the causes and on the dale staied above.

f%jdé F’ 2 é (Degrog or title) . ADDRESS 23c. DATE SIGNED
24a. BURIAL. CREMA- | 24b. DATE Zac. NAME OF CEMETERY OR CREMATORY | 24d. MOCATION (Qity, town, or coun (State)
TION, REMOVAL (fipecity) .
Removal Jan, 9,1957!Summersville @emetery Summersville, Mo.
DATE REC'D BY L%CEAGL REGISTRAR'S SIGNATHRE FUNERAL DIRECTOR'S SI|GNATURE ADDRESS

9 -G -~ Q,u.-.& iﬁu | Zﬂp’é!l!'l!!gia éz@gg xgéé Mao.

(]

(Licensed Embalmer’s Statement 'Gn Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

by M, OF By ... iiiiiiireiiiiiiinicetiiaaacccrraiiarra st ararrrr st asaasanaantasaas PR ' Studel:;t Embalmer No............

working under my personal supervision..

Student ..o voieiineiia i rira i caaaaaaaas
Signatare of Studemt Exbalmer .

o of Y
.Licensed Embalmer No. %’é

P. O. Addressw

Note: The above MUST BE SIGNED BY THE LICENSED.EMBALMER in his OWN HANDWRITING. (Fai
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN ha.ndwntmg
1* this body is not embalmed, fact should be so stated above.



