I#h THE DIVISION OF HEALTH OF MISSOURI ,5-2
i - FLED JUL 9 1957 STANDARD CERTIFICATE OF DEATH et 8
blic
rvice Registration District Na. 362 Primary Registration District Nc-,__.J.;_E.B.l, ......... Registrar’s NO-.MHA_/_Q_g _______
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lci:aed. If institution: Rasjdqybf‘o"
} 3 b. UNT admisgton
o COUNTY Warren ° ST"TEMissour'i " Montg
51 b. C(IJTRY (bf outside corporate Limits, give TOWNSHIP only) Inside Limits c. CIC;I'Y Inside Limits
Tom_ Warrenton Ves (XML || - sown Bellflower Mf‘ﬂ Yes(J Mo ]
c. FI.OJLIL. NAMEOOF (If NOT in hospital, give location} | Length of stoy in 1b d. STREE-'S-S {If outside, give |°C°“°"‘) Reside on Farm
HOSPITAL OR ADDRE
Nsrutionkatle Jane Home | 10 Mos-l |Days Yes (7 No (]
3. (NTAME OF DE)CEASED First Middle Lost 4. DATE Month Day Year
ype or print OF
Cinderella Davie peats Feb, 17, 1957
5. SEX 6. COLOR OR RACE]| 7. ™ 8. DATE OF BIRTH 3 n years {F UNDER | YEAR| IF UNDER 24 HRS.
/ marRIED{] NEVER MARA*EDM ? AEE,EIHEJ“) Months [ Days Hours 2‘lmln.
Female White winowen{ ] oivorceo[J] Dec. 15, 18773 1
10a. USUAL DCCUPATION {Give kind of work dens | 10b. KIND OF BUSINESS OR 1. BIRTHPLACE (City and stare or country) {112, CITIZEN OF WHAT COUNTRY?
during mest of working life, even if retired) INDUSTRY 1
Housework PricesBranch, Mo U.8.A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Turner Davis _Mary Knight NONE
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY ND.| 17. INFORMANT Address
(Yeos, r )1 {If yos, give wor or dates of service) .
L e ' none Mrs Mabel Lotton, High Hill, Man
18. CAUSE OF DEATH {Enter only one cause per line for {a), (b}, and {c).} INTERVAL BETWEEN

PART L. DEATH WAS CAUSED BY ONSET AND DEATH

MMEDIATE caUsE (@ verdict of Coroner's Jury.

Conditions, i e, - DUETO vy i€ ab Katie Jane Home,about 2:35 P.M.
iy Origin of Fire wndetermined,

obove causs {a),

stating tha under " DUE TO (¢} Body completely consumed by Fire.

lying couse lkaat

PART [1:'OTHER SIGNiFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated’te the terminal diseass conditien glven in 924’1 (Qr" 19. geg AéJTOEF'SY ‘:)
. FORMED?

YES[ ] NO[]

S |
~

20a. ACCIDENT ° SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)

& O O 7 y y
Kc. TIME OF Houmﬂl 9} Year 3>

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabauthome,j 20f. CITY, TOWN, OR LOCATIgN COUNTY . 2 q STATE
WHILE AT NOT WHILE farm, iuctory, street, office Wdg., atc.) g l '
WORK AT WORK e a .
21. | attended the d d fr p L) and lost hwtmallveon
Death occurped °'M&4— m on the date stated obove; ond to the best of my knowledge, from the couses stated.
+ 220, ﬂcﬂéf (Dognc or title) 3 22b. ADDRESS c. QATEQEP%)
D A e 722 (ecrn | 9y

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Port | must be causally related.’.

({ s>
23a. BURIAL, CREMATION, | 23b. SATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) v {State)

—— .

REMOYAL [Specify)

24. FUNERAL DIRECTOR ADDRESS . 25. DATE RECD. BY LOCAL REG. 256. RE TRAR'S SIGNATURE
,@q_ /7, 7/ ?J 7 Q;A%’ag.ﬁw/

{Licensed E-L{J/ sm._y an Reverss Side}

_v-»ll..




o ’ b, e
‘ :_' ' STATEMENT BY LICENSED EMBALMER-

I hereby certify that the body whose name is recorded on the réverse side of this certificate was embalmed
by me, or by oot eteerretemereeseasrenreeetentonnestaarrtrarenen e raiats .» Student Embalmer No. .........oe.uueeees
working under my personal supervision.

STRABNAL ceoevrviiriiiiiinee e e e e ee e e - Signed,.......... Miereereneerenenerrrosnesisens err et earar et e rrerran
Signature o‘f Student Embalmer .

' Licensed Embalmer No.......c.cc.eee...

e . - P. O, Address....... S-S UON

7+ > *Note: The abové MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
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. :

.,



