v.s. wo.so0 EILED DEC 23 195.7 _ THE DIVISION OF HEALTH OF MISSOURI . o ;
- 0. o - . )
o5 o2 STANDARD CERTIFICATE OF DEATH stte pie 0 BB DL
BIRTH NO.________________________ REG. DIST. NO, © 0 priumay mec. o1eT. wo. 201 Registrar's No 'y ‘J—'
I. PLACE OF DEATH T 2. USUAL RESIDENCE (Whers decessed lived, If institution: residence befors
a. COUNTY a. STATE, . b, CQUNTY ndicisian).
Dent : Missouri Dent
b. CITY (f catnide corpurste limits, writs RURAL and glve c. LENGTH OF ¢. CITY . d Is Residencs withio Bmits of
OR wwnahlp)| STAY (o this place) OR  city of incorporated town!
© TOWN  Salem 18 YIS || _TOWN Salem i« S =
d. FHESLP?AAF_EOOF (If ot in hospital or instization. glve streat addrem or loestion) ..A%Télégs (It rural, give loaation) 5 5 /
Nehiuton. Hart Clinic 7 Rhodes P
3. NAME OF a. (First) b. (Middle) ¢. (Last) "4 DATE (Month) (Day) (Year)
DECEASED
(Tome or Pring) Emma - Ragsdale o Dec 14 1957
5. SEX f 6. COCLOR OR RACE 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| * vvoER 1 TEAR | o emem 1 mm3,
female white WA HWEPRCED @ Nov 12 1884 "'7'3‘“‘” “"“‘"‘l D [Houm | 2
10a. USUAL OCCUPATION (e kindof work | 10b. KIND OF BUSINESS OR IN. | I1. BIRTHPLACE  (civy st Staca or Foraign Countryl 0 126‘5“%1?;%”
housewite x Dent Co Mp ,
138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND'OR ¥IFE
iEdward Welch JLucinda Larkins Wm__R i
5. WAS DECEASED EVER IN U.S ARMED FORCES? | 16. SOCIAL SECURITY 17. INFORMANT" & S SIGNATURE OR NAME ADDRESS
ﬁ-. Bno, or u_nkno-rn) (I yos, klve war or dates of sarvice)
0 - Beaulah Adam ns a] g;_n Mo

18, CAUSE OF DEATH ‘ - MEDJCAL CERTIFICATJON INTERVAL BETWEEN
_Eatet only onscauseper | |- DISEASE OR CONDITION 2 DEA
Mne for (a), (B), aad (9 | DIRECTLY LEADINGTO DEATH®(q) _ 40

*This does not mean ANTECEDENT CAUSES

the mode of dying, such | Morble conditions, if any, giring DUE TO (B)
ar heart failure, asthenia, | T to the above caute (o} stating
dte. It meona the diy. | ‘he underlying cause last.

eaae, infury, or complica- DUE TO (¢)
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS - o 4 .
Comditions eontributing to the death but not . M
related to the disease or condition causing death.
19a, DATE OF OP'}::IF:JAPJ 150, MAJOR FINDINGS OF OPERATION . - 20, AUTOPSYT O
23/ | w0 wO
21a. ACCIDENT {Bpecity) 21b. PLACEOF INJURY (e.x..lnorabout | 21¢, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm, factory, strect. office bidg., ewe.) f
HOMICIDE - .
21d. TIME {Month) {(Day) (Year) (Hour} 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
‘ , - . WHILE AT [™] NOT WHILE
TNJURY m. | T woRK AT WORK

t
|

2. I hereby c:szfy that I atltended the deceased from 19_‘£Z lo M 19.57, that I last sai the deceased

alive on 19.{?, and (hat deathl occurred at 1.3.09 m., from the couses and on the date stated above.

-\l 23a. SIGNATURE or”".lt)). 23b. ADD } . 23, DATES]
| W Dﬂ\vs %4.«..«4.‘ , \r2r7

BURIAL. CREMA- | 24b. DATE . 24c. NAME OF CEMETERY OR CREMAT_ORY 24d, I.OC-AT'ION (Olty, wwn.qroounty) ~ {Btats)

TION REMOVALM)
uria Dec 16 1957 _Jadwin: Ce ’—\-a ﬂ§>r1+ Co Mo f\) :
DATE REC'D BY LDCAL EG] 'S SIGNATURE SIGHATURE nnnnx
12/17l59 " ;IL}%W /l’df( ;i QA \WJ
— Sy

Emhlmut&ummmouﬂ Side)
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W, 7S WRITE PLAINLY—USING TUNFADING BLACK INE--MAEE A PERMANENT RECORD
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T STATEMENT BY LICENSED EMBALMER

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

DY M, OF By oot ieaiasreeess e sais it , Student Embalmer NO,..ccvevvvuern.--
working under my personal supervision..
Stud?nt........-..._ .................................... Signed...............ll e
Signature of Student Embalmer
‘ s L " Licensed Embalmer No.................
' R o P. O. Address..........cccevmnvnennnnn...

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

If embalmed by a STUDENT,. he also shall sign in his OWN handwriting. ’

T4 this body-is not embalmed, fact should be so stated above. S
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