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lature in item 18. No symptoms will be listed,

r
I"NQI'IE

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Doctor, ct“;roncr, otc. must use only standard no
All diseases in Pert | must be causally reloted.

FILED DEC '9- 1957

Registration District No,

THE DIVISION OF HEALTH OF MI350URI

STANDARD CERTIFICATE OF DEATH

L2

JOOU

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution:-Residence bafere
OUNT ¥ STATE b. COUNTY admission) -
- COUNTY Buchanan Missouri Buchanan__ -
CITY {if cutside carporate limits, give TOWNSHIP only) Inside Limits €. CETRY 1 Inside Limits
TowN St. JOSEDh Yos X} Ne []  TOWN 5t, JO&Q{]]L D‘\ N Yes(X No[]

c. FULL NAME OF (H NOT in hespitol, give lecation} | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
HOSPITAL OR ADDRESS Yes{] N
INSTITUTION Mo, Meth, Hosp. 4 years : 2325 Lafayetie ” k!

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yoor

{Type or print) OF

Lillie Kathleen Whitmore DEATH Nov. 20, 1957

5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE ¢l FUNDER 1 YEARI IF UNDER 24 HRS.

- M'AR?‘EDENEVER MARRIED[ ] bl’:';;:;; Momth T aye | Fisurs ey
female white wipowen [ ] ovorceo{ ]| Jan., 14, 1930 pad | I
10a. USUAL OCCUPATION (Give kind of work done | 10b, KIND OF BUSINESS OR 11. BIRTHPLACE {City ond state or country) E‘ 12. CITIZEN OF WHAT COUNTRY?
during most of working life, svan if retired) INDUSTRY
employee Noma Lights Col Stanberry, Mo. i IRY:Y
13a. FATHER'S NAME 3. MOTHER'S MAIDEN NAME M. NAME OF H‘HSBANQ OR WIFE

0

G

F. Messner

Bertha Osbo

Marshall

15. WAS DECEASED EVER IN L. 5. ARMED FORCES?
(Yus, no, or unkngwn)} {If yea, give wor or dates of servica}

o

14. SOCIAL SECURITY NO.

PART 1.

Conditlons, if any.
which gave riss to
above cawvse {o),

stating the under- }

18. CAUSE OF DEATH (Enter only one couse per line for
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

(b}, ond {c}.)

{e), ! 9

17. INFORMANT

Address

T
O s e s

DUE To' (b) M W

o

/

% lying causa last. DUE TO (c)
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the tarmina! disease condition given in PART 1 {a) 19. WAS AUTOPSY
= K /PERFORMED?
[ . - 3 5 32 YES[X No[]
% | 20a. ACCIDENT BSUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or FART Il of item 18.)
w
v &2 0O O
S| 20c. TIME OF .Hour Month, Day, Yeor
o INJURY  a.m,
B3 p.m.
20d. INJURY OCCURRED . e, PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE ] farm, factory, street, office bidg., atc.}
WORK AT WORK
21. 1 attended the d dtom LI 5 co__ NOV420,195%d 105t o B * alive on
.+ |. . .Death occurred ot 12: m on the date stoted above; and to the Bwst of my lmowl-dqe, frum the couses stoted.
2Za. SIGNATURE or title) ", 22c. DATE SIGNED

Vs

Y
23a. BURIAL, CREMATION,

2%c. NAME-OF CEMETERY OR-CREMATOR

23b. DATE 2d, ﬁe‘l'ﬂ% Clty, town, or county) {Stota)
REMOVAL {Specify) ,
removal 11/20/1957 {Green Ridge Cemetd&ry- | - Stk Mi ssouri
24. FUNERAL DIRECTOR ADDRESS 2%. DATE RECD. BY LOCA.L REG. N
Bowman St. Joseph, \10. KWL

(Licansed Embaimee’$ Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER - jl :
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I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed '

by me, O DY .o s cerererererieae, .» Student Embalmer No. ...................

working under-my personal supervision.

Student

........................................................

[ Fr

- Llcensed Embalmer

Tl
-

Vh o ‘_ - . P. O, Address” ........ d

Note: The above MUST BE SlGNED BY THE LICENSED EMBALMER in hns OWN HANDWR!TING ail e
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,

¥ g b




