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b, HLED NOV 13 057 STANDALI;D CERTIFICATE OF DEATH .t
uhli.( .. © am awer . _~ - Registration District Moo ... % Primary Ragistration District No. . 40..14 _______ .. Registrar's No /of
RFYICE
1. .PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Rasldenjc bafora
. COUNTY o. STATE b. COUNTY odmizsion
O} . Atchison Missourdi Atc
|305% . b CITY {If outside corparata limits, give TOWNSHIP only} | Inside Limits e, CITY Inside Limits
- OR OR
TOWN Fairfax Yot NoO Toww Fairfax . L AM] Yedw Neo
] €. ggllj.;.];l:lflE'?F (Hf NOT in hospital, givelocation) Long:;.h of stay in 1b 4 STREET {1% outside, giva%cc’mion) ‘9 Reside on Farm
¥ wstitution Comm., Hospital 25 days ADDRESS Yosa NoO

"

5 g 3. NAME OF First Middle Least 4, DATE Month Day Year

8 O ?7‘*:“'“{ OF :

2 : pe or print) GEQRGE GREEN HATH Now 1; 718987

v 2 . SEX 6. COLOR OR RACE 7. B. DATE OF BIRTH 9. AGE {In years | \F UNDER 1 YEAR HIF UNDER 24 HRS.
3 : ‘ MARRIED (3} wever marrieo O I lest birthday) {Montha | Daw | Hours | Min,
= Male White wioowsn [ - ovorcen () Jan. 29,1882 75 .

4 : "] 102. USUAL OCCUPATION {Give kind of work done [10b. KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE (City and atoto or cocmitry} O 12. CITIZEN OF WHAT COUNTRY

'E' 3w during most of working life, even if retired} .

'U

@ | Ovn farm | Atchison County Mo, U,S.4,

23 = 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME

-0 o

e 9 Solomon R, Green Nancy Melvina Wright:

2 15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO,|17. INFORMANT Address

s - {Per, na, or unknown) | {1f urs, give war or dates of servics)

2w | Ho 334308 495-07-0057 Mra, Letah K, Green Fairfax Mo,

5 = 13, CAUSE OF DEATH |Enier only one cause per tine for (a), (b). and (c).) + R ~[INTERVAL BETWEEN
U = PART I. DEATH WAS CAUSED BY: °"5§‘ EATH -
s ¥ IMMEDIATE CAUSE (a) - avs
= E > ¥}
-
=]

- r4 Conditions, if any,

2§ O which gave rise fo DUE Ta (&) — - T

- alaling the under-

EG x - fying cause lost. DUE TO (&)

3 o =] PART Il OTHER SIGMIFICANT CONTITIONS CONTRIBUTING TO DEATH SUT NOT RELATED TO THE TERMINAL DISEASE coxomou GIVEN IH PART [(a) - -. - H9. WAS AUTOPSY

g © = “ PERFORMED? ok
52 x g N 2o] ves[ no 37
5o ; £ }200. AccioenT SUICIDE HOMICIOE | 200. DESCRIBE HOW INJURY OCCURRED. (Enfter nature of injury in Part T or Part 11 of itemi 18)) :

2 E )

=2 |8 U U O

=g o 20c. TIME OF ~ Hour Month, Day, Year :

’E‘,‘n 3 INJURY, ** g.m. * ' P . . -

E v : E p-m. ’ . - R N T, o

. -3 g E | 204. INJURY OCCURRED 20¢. PLACE OF INJURY {e. ¢., in or about home, | 20f. CITY. TOWN. OR LOCATICN COUNTY STATE

> WHILE AT (7]  NOT WHILE! 0] fatm, foclory, street, office bidg., ete.) - ’ Ve
= v W WORK AT WORK

s E D - , - :

5 - 2l. J attended the deceased fra%_%&%_ﬁw_ , to M\' 7 2957 and tast saw ’m alive on _MLZI_ZM_
F: "é Death cceurred at _é m on the date stated above and to the best of my knowledge, from the causes atated.
§°— .| 2c. menaTuRE. - v {Degree or title) R . - . ADDRESS , . R /TE SIGNED
S ¢ " .- o ADer . . P

5 S . e

s ‘M_./@—«J rae e lGa Mo 1/5/51
> n 23a. DURIAL, CREMATION, [23b. DATE. © = = . . | 23c."NAME OF CEMETERY Gt 23d. MBCATION (Citp, town, or county)— (Sta'e}

5 : Rﬁ-om. iSpcify) ] R .

: 3 uria II/II/57 “Pleasant Ridge -]l - Fairfax g Mo

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. , GISTRAR'S SIGNATURE ~
Schooler Funeral Home Emmf

{Licensad Embalmar's Statement on Reversa Side)

ob




- STATEMENT B}' LICENSED EMBALMER.

I hereby certify that the body whose name is recorded on the reverse side of this certificate was err
by me, o by ....cociieiiainnns TP PR [ ,- Student Embalmer No.........

working.under my personal supervision..

Student .. ... iiiiiiieaiiesasisa e,

S T T ST :Licensed Embalmef' No..#../ﬁ

. v I T POAddress

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITH{G. (
L to comply with the above constitutes grounds for revocation of hcense).:, ¢~
If embalmed by a STUDENT, he also shall sign in his OWN handwntmg.

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




