poit, nu,p Jui 111957

THE DIVISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH

19958

) W:llfur- 'STATE FILE NUMBER i
Public
Sarvice Registration District No. / a Primary Registration District No. 3_4__0 ﬂ,___..__ Registrar’s No.___, /___é _________
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence hefre
300 o COUNTY avdrain o STATE Migsouri > ONTYMonro ndmlsy‘f'
1-57 b. CgRY (If outside corporate limits, give TOWNSHIP only) Inside Limits [ C{EJTRY Inside Limits
o 7o Mexico Yas o No[] 1o Santa Fe Yeshel Ne[]
c. EBL#I.PASE QOF {If NOT in hospital, give location) | Length of stay in 1b Ob¢ L%%ET {tf outside, give location} Reaside on Farm kN
SPITA ESS
hautiogudrain Hospitall|Two days " Yes[J Nolof
3. NAME OF DECEASED First Middle Last 4, DATE Maonth Day Year
{Type or print) OP
Isabelle Fleming DEATH July 4, 1957
5 SEX I 6. COLOR OR RA_CE 7. MARRIEO[ INEVER “*PJ@D B. DATE OF BIRTH 9. AG:.E' (bl::.:;:;; ::ﬂ.:ﬁsn;;sm |:°|:1'~1'DER 2:“1:RS.
, Female White - WIDOWED [} ovorceo[JSept . 18,1876 86 |
:—: I 100. USUAL OCCUPATION (Give kind of work done | 10k, KIND OF BUSINESS OR 11. BIRTHPLACE {City and stgte ar country) 12. CITIZEN OF WHAT COUNTRY?
< during most of Whlng life, aven if retired) INDUSTRY
. ousewife At Home Santa ¥e, Missouri USA
g 13c. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
2 William W, Wilson Margarietta erson Deceased
E. 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Addrass
Yas, no, or unknqwn}| {If yes, give war or dates of icw
: ‘ ol 0 yen, give s o dgrerofservies) | 1 g Mr. J.C. Wilson Santa Fe, Missouri
3 INTERVAL BETWEEN

PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (o} _—

18. CAUSE OF DEATH (Enter only ane cause per line for [a), (b}, and (c) )

ONSET AND DEATH

VAT MY S TUNLUUNT NVTHEN LU & 1 Sl e

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Cond‘irionl, if any, DUE TO (b} A a2

which gave rise to

obove cause {a},

stating the wnder- }

Iying couse last. DUE TO (c)

PART {).‘OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bun not related to the terminal dissase condition given in PART 1'{e) - -| 19. WAS AUTOPSY .:;\

PERFORMED?
, Mool vEs[] No [

20a. ACCIDENT SUICIDE ~ HQMICIDE  {* 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury.in PART | or PART Il of item 18.)

o O O
20c. TIME OF .Hour Month, Day, Year

INJURY  om. ’
p.m.
. 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY I STATE

WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.} ) . .
WORK AT WORK - !

7 and last kow har alive on
=

21. 1 aMended the deceased from ﬁ:é- [ 9S g 1o S
) Death occurred ot é{ ) e : "# m on

date stated above; and to the be¥

of my kno

,Z,!h! Y 12572
wledge, frol the couses stated.

All dissases in Port | must be causally related.

22a. SIGNATURE -

(Degros or titla)

o

22b. ADDRESS

Z2c. DATE SIGNED

W7y s Fno 7-¢-97
23a. BURIAL, CREMATION,| 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 7 134! LOCATION (City, town, o¢ county) (S1are)
REHDV’AL fpnlfy] o + N
o Buri P=6=1957 Santa .‘F.e-AG'emeﬂt‘e-ry- : Santaw—Fe, Miasourl -
24. FUNERAL DIRECTOR ADDRESS 2% DATE RECD, BY LOCAL REG.

A.rnold Funeral Home Itgxico. IQ.

(Licansed Emba!

6-/95°7

Staterdin Reverse Side}




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 ....c..cenennnnns PP RPUR ., Student Embalmer No. ...................

working under my personal supervision.

Student .....leeeeeeevieriiinn] e e - Signed .\

W Signature of Student Embalmer

. . - Licensed Embalmer NOM?
- _ ' - - » P. O. Address 7@‘/
" Note: The above MUST BE SIGNED.BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallure
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.

- . e R ; ' : L . S . e DT f |




