Doctor, coroner, etc. must use only standard nomenclature in item 18, No symptoms will be listed.

All dissases in Part | must be cousally related.

FILED APR 30 1958

Ragistration District No..

THE DIVISION OF HEALTH OF MISSOUR!

STANDARD CERTIFICATE OF DEATH

28-015030

STATE FILE NUMBER

2 /i______________anc:y Rogistration District No. .w‘é{x? <. .Z-....._u“ Regurrw s No.__ _z_,,,w,______,__

}. PLACE OF DEATH 2. USUAL RESIDENCE (Whero deceased lived. If institution: Ruldunco befo
a. COUNTY TAT NTY edmissio 5
Miller Mf Jourd  Mi11& 0
b. CgRY (1§ outside corporate limits, giva TOWNSHIP only) Inside Limits CBTRY Inside Llrmu U
TOWN I1beria- Yos LI e U TOWN Iberia Yes2 No[X
c. FULL NAME OF {If NOT in hospital, give location} | Length of stay in 1b d. STREET (If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS . Yes[J N D /
INSTITUTION Home i b °
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeoor
{Type or print) oP
Lizzie Elizgbeth Shackleford DEATH April 13, 1958
. SEX \ 6. COLOR OR RACE| 7. MARR!EDMEVFR MARRIED[] 8. DATE OF BIRTH 9. A]GE' (bli:l:n::;; :::.':p&ﬂ ;:'E-AR 1;::05»2 2;‘:95.
as o
White wipowen[] oivorcen[]| Sapt 14, 1887 |
100. USUAL DCCUPATION (Give kind of work dene | 10b, KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or eountry) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, sven if retired) INDUSTRY
wife Miller Co. Mo i USA
13a. FATHERS NAME 13k, MOTHER'S MAIDEN NAME 14, NAME OF H.USBANQ OR WIFE
William Sloan unkn own Roscoe Shackleford
15. WAS DECEASED EYER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yas, no, ar unknqwn)| (If yes, give war or dates of service) .
0 Nona Rnscoe Shackleford Tberig, Mo

PART L.

18. CAUSE OF DEATH (Enter only one causa per line for (o}, (b}, and (<).
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o) Qz&%

G e foned

INTERVAL BETWEEN
ONSET AND DEATH

30 Fraier

.

w
]
@
g
o
a
w
m]
=
& .
w Conditions, |f any, DUE TO ) / - .
& wh?ch :::. tl::‘rn ® . Vad
- above :ﬂc‘\u" &a).
z i r
3 5 fying cavee baar.  DUE TO (c) H426] [
N =t PART (1. OTHER SIGNIEICANT CONDITIONS CONTRIBUTING TQ DEATH but nat related to the terminal disease condltion given in PART I (o). 19. WAS AUTOPSY/)
= fe . 72 z g - PERFORMED? &
ke G‘iw-—wr- (ot . YES[] no[]
x = | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART 1l of item 18.}
« £l d | . .
1
<15 20e. TIME OF .Hour Month, Doy, Yeor
@ ga INJURY  o.m.
: ¥ p-m.
% 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
L1 WHILE ATD NOT WHILE D form, factory, street, office bldg., etc.)
3 WORK AT WORK
21. | ottended the deceased from /?4{{ ‘, to W /z/ﬁmd last hwhuhvu on /& /fﬁ
Death occurred at m on the dote nule{obov-, and to the best of my knowledge, from the couses stated.

22a. sucru%un; , 4’ /%; (D.gn:/;on E Cé) 9_

23%. ADDRESS R
b%&az %—

22¢. PATE SIGNED

P i

23b. DATE

23e. BURIAL, CREMATION,

23z. NAME OF CEMETERY OR CREMATORY 234,

Livingston

LOCATION (City, tawn, or county)

Iberia, Missouri

{State)

(Liconsed Embolmer's Statement on Reverse Side)

25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE .
\, Mo \Weopik-r5-/95¥ ;)m,w Gntoinca
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STATEMENT BY LICENSED EMBALMER

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

BY M, OF BY ettt te v v riv e trssrrerse s e e s bt s snasraasnneraranans ervarres «» Student Embalmer No. ............coe.ee.

working under my personal supervision.

SERAENE -evererrenrnnriirreereeeee e ceaeessinneane eererrernen.
Signature of Student Embalmer

-

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for tevocatnon of hcense) i
If émbalmed by a STUDENT, he also shall s:gn I-in"his'OWN handwriting. -~ 'y 2
If this body is not embalmed, fact should be so stated above.
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