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Coroner cannot corﬁfy to a death due to natural causes.
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THE DIVISION OF HEAL TH OF MISSQURI 20004

STANDARD CERTIFICATE OF DEATH

STATE FILE NUMBER

.MEDICAL CERTIFICATION

PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE {a} -

FILED JUL - 58
9 1@5":“!0" District Neo. --—-——‘---w--]-'-§~~.--.--—------Primar)’ Registration District No. ....8 _.o .. Registrar's No. ________________,,_;_c_
1. PLACE OF DEATH 2. USUAL RESIDEMNCE (Where deceqsed lived. Il institution: R--idun:’a‘b-f_
0. COUNTY a STATE b. COUNTY wdmi ssjén}
Barton __Missouri Barton /
b. Cg;‘l’ (If outside corporate limits, give TOWNSHIP only) | Inside Limirs c. CéLY Inside Limirs
vown Lamar Twp. Yes  No} TowN Lamar 2249 Yesu nok
c. P":Ing.I!‘-l':"AAL‘:‘EOgF (16 NOT inhospitol, givelocation}|Length of stey in 1k 4 STREET g‘ autside, give location) Reside on Farm
iNsTiTuTion At Home 25 yrs. ADDRESs Route Lo YesO NoD
3. NAME OF First Middle Last . 4, DATE = Month . Day Yeor
DECEASED e =
(Type or print) MARY ELIZARETH kLIBBY) . DAY DEAT%‘_July 3’ 1957
5. SEX 6. COLOR QR RACE 7. B. DATE OF BIRTH 9. AGE {7n pears | IF UNDER 1 YEAR hF UNDER 24 HRS.
F / marRieo [] neveq marrien [] l tast birthday) [Monthe | Dave | Hours | Min.
wiood#6X] ~  oworcen [} Aug. 16, 1874 82 .
| 10a. USUAL OCCUPATION (Gire kind of work done | 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (City and atare or country) £ | 12. CITIZEN OF WHAT COURTRY?
during most of working life, even if retired)
Housewife Own Home Jasper County, Mo. U, S. A.
13, FATHER'S NAME J4, MOTHER'S MAIDEN NAME
Peter Shell Unknown
15., WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY MO, |17. INFORMANT Addresy
( & ) 1) dale: )
[ 3 Mﬁul nown | wew, vive war or dales of servicel None Ml'. van Day. L . Mo. Rt. 3
18, CAUS! OF DEATH [Enter onlr One cause per tuufnr (n) b). und [(3 8] INTERVAL BETWEEN

ONSET AND DEATH

jﬂ__ﬂﬁﬁﬁ

Conditions, if any, DUE TO (b)
which pare. m(g {o -
u.tbow c:uac ::' .
atating the under- .

lying cause lost. | DUE TO ()

$p ek

" PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(n) -7 15. WAS AUTOPSY
Du % (;0 PERFORMED? )
"” f »
[ E M 7 A i ; ~ f x. ves ] wo [

20a. ACCIDENT SUICIDE HOMICIDE § 206. DESCRIBE HOW INJURY OCCURRED. (Enter nattire of injury’in Part I or Part I of item 18) T
20¢, TIME OF FHour  Month, Day, Year e

INJURY  a.m. ... . ; .o

p.m,

20d. INJURY OCCURRED - | 20e. PLACE OF INJURY (e. g., in o ahout heme, | 20f. I WN. on LOCA OUNTY TATE
WHILE AT NOT WHILE [ farm, factory, street, office bidg,, erc.)
WORK AT WORK "

21,

I attended the deceased fro

T
Death occurred at jd '@

M . ta and last saw "h." alive an lE
m on the date stategfabove; and to the best of my knowledge, from tivh causes stated.

(PR G

22¢, DATE SIGNED

VIpwAR (257

23a. 'BURIAL, CREMATION, 23b DATE -
-REMIQVAL (Specify)

rial July 65,1957 | Lake” Cemetery

?Jc NAME OF CEMETERY OR CREMATORY - 23d: LOCATION (City; towwn. or countyd ~  (State) /

P [

-Lamar;-Missouri - -

24. FUNERAL DIRECTOR ADDRESS

Chiles Fumeral Home, Lamar,

25. DATE RECD. BY LOCAL REG. 26, REGISTRAR'S SIGNATURE

{Licensed Embalmer’'s Statement on Reverse Side)

Mo. JUt 6 ~ 57 7/77’_«;4.% 7‘?47
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Ea . .« *.. STATEMENT. BY LICENSED EMBALMER -

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

working under my personal B'upervisior;. .

T L T Signeda%%..?z{... g .........

o - LT ’ Licensed Embalmer Nc; ..
i PN oot
S o . - VR P. O. Addreéley.... £

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

If-embalmed by a STUDENT, he alsc shall sign in his OWN handwntmg

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



