THE DIVISION OF HEALTH OF MISSOURI

apt. Health,
c., & Welfare STANDARD CER."F‘(AT! OF DEATH STATE FILE NUMBER
. §. Public g .
alth Service istration Districy No. _.a,.a__b._......,._..,__anary Registration Dlsmci No. ﬁ% ? _______ Registror’s ”""'Zt;--------“
}. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutien:-Residence bffore
* i
V. 5. 300 a. COUNTY Ore gon a. STATE Missouri b, COUNTY omgon ':/"}'
Rev. 1=57 CIRY _{If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY ﬂ Inside Limits
Yes [ Ne [] OR 6 7 a Yes{ ] MNo[]
: Woodside Township Toww  Alton Rural
‘ . . Egl.s_’g_ NAM%OF {1f NOT in hospital, give location} | Length of stoy in 1b d. STREREEES {If outside, give location} Reside on Farm
. ITAL OR ADD
' iNSTITUTION 75 years - Yes [] Ne[]
3. HAME OF DECEASED First Middle Last 4. DATE Month Doy Year
{Type or print} oF
Mattie Shehorn DEATH Rebruary 10, 1957
5. SEX ( 6. COLOR OR RACE| 7. MARRIED[ ] NEVER warrieo[ ]+ § DATE OF BIRTH -2 Aﬁi Eﬁ::::;«; 1::1:‘1‘:.&[\):,:‘.\1! l:‘:::bsn 2:‘:115.
Female White viooweo) _f owvorceo[l|: May 14, 1870 ] ]
[} 10e. USUAL DCCUPATION (Give kind of work done | 10b. KIND OF BLISINESS OR Il BIRTHPLACE (Cuy and state or couvntry) 12. CITIZEN OF WHAT COUNTRY?
during mast of wwkmu life, uven if retired) INDUSTRY R . p
Hougewife Bome stic Thaye r M ssourd USA

130. FATHER'S NAME

James B, Powell

13b. MOTHER'S MAIDEN NAME

Francis Bledsoe

14, NAME OF HUSBAND OR WIFE

J{ E, Shehorn

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?
{(Yas, 'ﬁ" unkmwﬂ]l(l! Yo, glvanr or dates of satvice)
o orne

16. SOCIAL SECURITY NO.[ 17. INFORMANT
‘None " Troy Shehorn,

Address

ARton, Missouri

18. CAUSE OF DEATH (Enter anly one cause
PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

line for {0), (b), and {c}.)
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INTERVAL BETWEEN
ONSET AND DEATH
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21. 1 attended the deceased from.

\'\ﬂ - \ and last
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Doath occurred at

Sow :‘:;_glivc on h—‘-—.— ld
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m on the dote stuted obove; end to the best of my knowledge, from the couses stated.

22a. SlGNATU% E (Doqroo or title)
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72c. PATE SIGNED
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w Conditions, If any, DUE TO (b)
™ which gave rise to
- above couse (o), } ®
r4 stating the under:
8 g lying couse last. DUE TO () \
w Z2EF PART Il. DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the terminal diseass condition given in PART | (o} . 19. WAS AUTOPSY 0
'g < 3 l PERFORMED?
] 331X | vestywor]
- x | 200. ACCIDENT SUICIDE- HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
= ZQu
: ox@v a (] ]
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o <BG| 2c. TIMEOF _.Hour Month, Day, Year
2 m3o MNJURY ~ am.
§ iy & p-m.
E 5 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T w WHILE ATD NOT WHILE D farm, factory, stroad, oHice bldg., etc.} - . .. .
5 sf | work AT WORK
£
"
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* Doctor, toroner, ete. must use only standard nomenclature in item 18. No symptoms will be listed.

Z30. BURIAL, CREMATION, | 23b. DATE 20c. NAME OF CEMETERY oR CREMATORY i@_LOCATIUH {City, tawn, or county) {State)
) : REMOY AL (Snecify) E T .
% yrial 2-13"1957 (Hickory Grrvp {‘eme_‘l:pﬁr —-Oregon Cointy el
\ . |zs oaye rECO. Y"Locu. REG. | 26. REGISTRAR'S SIGNATURE
Fi_ 5 )3 3 ) A - .
h.’ d Embalmar’s on Reverss Sid-)
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= T - STATEMENT BY LICENSED' EMBALMER

4

i . "I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
'b'y'-me, O by s o reratetiiaaneranreinennrararetianesenssneaeneenesiey Otudent Embalmer No, ......ooovvvenntn
| working under my personal supervision.

Student e
) Signature of Student Embalmer

N ! !

4
.
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Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hlS OWN HANDWR[TING (Fallure
to comply with the ‘above constitutes grounds for revocation of hcense) o

If embalmed.by a STUDENT, he.also'shall sign in his OWN handwritidg.- ="+ .~ LGN

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




