X Dr. Sweets THE DIVISION OF HEALTH OF MISSOUR|

wolth, |8—-0262'79
Welfare STANDARD CER""(A“ OF DEATH 574 m““-—sé:rE FILE NUMB-E?KF“_:“-_““"
ublic 3_0#- o “t A
ervice IH, Fn J U L 1 6 Igsaglslmhon District No. _____'Zf_ﬂ__i________..,anury Regul’mhon Dlltrlcl NO " _.,,_..S,._'_,_,_,_ Reglnrul s Np _2{3_3 _____
. PLACE OF DEATH 2, USUAL RES")ENCE (Where dnceasedlwnd If institurion: Reild,encc befure
300 COUNTY Mzrion o STATE ywonmgag-.. » COUNTLaBe e u--qn)
CiC;FRY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. C|TY T e *Ihside Limits
TOWN Miller Township ves O MG ||8/€0 130 Parsons Yesld NolJ
FgLL NAMEOOF (If NOT in haspital, give location) | Length of stay in 1b , iTDT)EEEES (If outside, give location) Reside on Farm
HOSPI
Werutionomiles W/O Hann 1 bal, : 2020 QOak Yos ] Nog]
] A
3. NAME OF DECEASED First SRR M‘ax. Last 4. DATE Month Day Year
{Type or print} OF
Deborah K Rogers OEATH 7/11/195
5. SEX 6. COLOR OR RACE | 7. marRIED JnEvER marriegE]| & DATE OF BIRTH 9 AE.:: (bll:t:;:;‘; x?ﬁ“é:ﬁ“ 'f;:.’.f‘.m 2:“:315.
Female /| White wooweo [} ¢y oworeen()} 11/27/1951 3 |
100. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country} 12. CITIZEN OF WHAT COUNTRY?
during mest of Wlklng lifw, sven if retired) INDUSTRY
= Parsons, Xansas / U.S5.4A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H‘USBAND OR WIFE
Willard J. Rogers Gene lLeonzrd ~- =

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address

Yeas, or unl W #3, give wor or dates of zervice
(Yom Qg ko) U rome o dates of service) Willard J, Romers, 2020 Qak,Paraons Kd
INTERVAL BETWEEN

18. CAUSE OF DEATH (Enter only one cause per line for {0}, {b), ond {c).}
PART ). DEATH WAS CAUSED BY: W M ONSET AND EEATH
IMMEDIATE CAUSE {a} .
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Y Conditions, it any, . DUE TO (b}

> which gove rise to

[ d obove couse ({a}, }

r4 stating the under-

8 g lying ceuse last. DUE TO (<)
s ZfF PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termine! disease conditlan given in PART | (q) 19. WAS AUTOPSY
LA b PERFORMED? @
2 & YES[C] NOf]
- 52_5 w1 206. ACCIDENT SUICIDE "HOMICIDE 20b DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART I or PART il of item 18.)
= ZBu -
3 %)
] 0 t A A,Z, ebirs giveired Lo
S < WG| 20c. TIMEOF Hour Month, Day, Y Z 7 "

v c. our n ay, Yeaor
5 =g M
3 o B %t,.lURY oy FY.4 ;&m,é/r 2
E £ 20d. INJURY OCCURRED 20e. PLA E'6F INJURY {o.9., imar abouthome, ] 207, CITY, TOWN, OR LOCATION (&%  COUNTY STATE
T w WHILE ATD NOT WHILE | factory, street, ofhcc bldg , alc.) . »
5 g | work AT WORK ey, /‘M Zo
< 21. | ottended the deceased from ond last wwt alive on
- Iy
H Death occurred ot 1 w A. Ho m on the date stated above; and to the best of my knowledge, from the cavses stated.
5’ ! n/SIGNATURE :‘ : : (Degree or 22b. ADDRESS 22c. PATE SGNED
o - "
2 / 94%‘/ 4 3 /W /77 o 7 // 4/5 rl
_ 230. BURIAL, CREMATION, | 235, DATE 23:. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, tawn, ar county) {State)

MOV it . - . d
! Hords ™ | 7/15/1958 |Memorial Lawn Cemetery Parscns, Kansas.
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REG. 26. REGISTRAR'S NATURE

H.M, O'Donnell, Hannibal, Mo. 7s2-4"8 '&l

{Licensnd Embalmet’s Stctement an Reverse Side)




s '.s\iL 5 ‘“j‘_k
MARIGN CO. HEALTH DEPT.
DATE FILED_SUL 1 5 |

STATEMENT BY LICENSED EMBALMER

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

Y ME, OF DY i et s st e s s s re e s e d siaa e e s e s es .» Student Embalmer No. ...........covuvene

working under my personal supervision.

£33 41T (= o | U
Signature of Student Embalmer

Licensed Embalmer No...2889........
P. O. Address... Jannibal, Mo,

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

Note: 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.
N ) ) -




