THE DIVISION OF HEALTH OF MISSOURE

854

Ith,
lare F”_ED JAN 2 1 1 STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
i .
::. gguarunon District No. 120 Primary Registration District No. ."é_j_{_z..%__h__ Rogisllrar's No.__[._é_.z _____
1. PLACE OF DEATH 2. USI.I.M. RESIDENCE (Whera deceased lived. |If institution: Res&;dnoncc bujore
. COUNTY STATE b, COUNTY admission
° Gentry Missourl Gentry
7 b. chY {If outside corporate limits, give TOWNSHLIP only) Inside Limits <. CEI'R?' Inside Limits
¢ om__ Athens Yes 0] No g Tom  McFall 23 fF, Y=g w0
c. Egls.é_l?AAM%OF {If NOT in hospital, give location} | Length of stay in 1b d. STREE"E)5 (If outside, give location) [~ Reside on Farm
L OR ADDRE
msTiruTion Plainview Jest 17mos Yes [} No X
3. NAME OF DECEASED First Tome Middle Last 4. DATE Month Day Yoor
(Type or print) ) o)
Logan McColloch DEATH January 8, 1058
5. SEX Of ¢. COLOR OR RACE[ 7., xprien[Jnever marmieo[J| B PATE OF BIRTH 9. AGE (1n ars IE LNDER i YEAR] iF UNDER 24 e,
M W woofeo{ _owvorceold| May— 19, 1870 g% I [
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state ar country) [& 12. CITIZEN OF WHAT COUNTRY?
during mest of working life, aven if retired) INDUSEBY
Tarming (ret red} arming Gentry County, Mo. U.S..
13a. FATHER'S NAME 13k. MOTHER'S MAIDEN NAME 14. NAME OF HUéBAND UR WIFE
Porter McColloch Sarah Reece Mamie Lear McColloch
15. WAS DECEASED EYER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Addrass
(Yes, no, pr unknqwn}f (If yes, give waor or dates of service)
Lnknowd o None Mre Tom Osborn Albany, Mo,

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o)

Condltions, if any,
which gave rise to
above couse {0,

DUE TO (b)
stating the wnder- }

18. CAUSE OF DEATH (Enter only one cause per line for {g), (b), ond {c).)

INTERVAL BETWEEN
OMSET AND

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

21. | attended the decensed from
Death occurred af

n the date stated above; and to the best of my knowledge, from the ccuus stated.

and last hwj:':ullv. on ‘ — 6’-— '{g’

Z2a. SIGNATURE p g {Degre.

2.
D0

lying cauvse lost, DUE TO (¢}

. PART !, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not refated 1o the termingl dissase condition gven in PART | (o) 19. WAS AUTOPSY
2 PERFORMED?
5 163 % YES[] NO
- 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART Il of item 13.}
=
H O O a
5 20c. TIMEOF _Hour Month, Day, Yeor
H INJURY  am.

: o

E 20d. INJURY OCCURRED Me. PLACE OF INJURY {e.g., inorchout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
pu WHILE ATD NOT WHILE 0 form, factory, street, office bldg., etc.)
& WORK AT WORK
£

L]

H
@

-

5
<

22¢. DATE SIGNED

1t

Mo,

a. BURIAL, CREMATION,{ 23b. DATE CEMETERY OR CREMATORY 23d. LOCAZIONACIty, tawn, o county) {Stare)
i REMOV AL (Specify)
o L burial an.10, 195 Fairview G 20

24, FUNERAL DIRECTOR ADDRESS

Ciifford Brooks._

m
MEDICAL CERTIFICATION

Albany, Mo.

Jan,

25 DATE RECD. BY LOCAL REG.

NATURE

wm

26- REGISTRAR'S a

12,1958

{Licenssd Embalmer’s Statement

on Reverss Sida)




STATEMENT BY LICENSED EMBALMER

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

by me, 0r by ..o e e e e e e e e .s» Student Embalmer No. ..covvveerenrenns

working under my personal supervision.

Student ....ovvriii
Signature of Student Embalmer

P. O. Address....A10any.,. M.

- Notel The above 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.




