THE DIYLS| F HEALTH OF MISSOURI
Helth, 0N O S8-028002
& W;lfuu f STANDARD CERTIFICATE OF DEATH STATE EILE NUMBER
. Publie
y Service F" Eﬂ JUL 2 9 Tgﬁ:m.on District No. 3 60 Primary Re_g_is!ru!i_on Dislri;i No. ______| 6 225 _________ Regishur'sﬁ,,no ,,,,,,,,,,,
9_ 1. PLACE OF DEATH 2. USUAL REMIDENCE (Where deceased lived. If institution: Residence before
. COUNTY a. STATE b, COUNTY admission,
. 300 a Vernon Migsourd Hic
. 1-57 b. CITY (If outside corparate limits, give TOWNSHIP only) Inside Limits . ClOTRY o Y Inside Limits
R 7 3
Town  Washington Township Yes Ll Moly tom _ Wheatland g | YO vl |
. FgLé. NAME OF (If NOT in hospital, give lacation) | Length of stay in b d. STREET {If outside, give location) Reside on Farm
HOSPITAL OR ADDRESS
insTiTuTion State Hospital # 3 9 yrs, 9 mosl nore Yes K1 Mo [
b |
3. NAME OF DECEASED Firss Middle 407 Lost 4. DATE Month Day Yeur
{Type or print) OF
| Effie I. Rickson DEATH  July 22, 1958
5. SEX 4. COLCR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (tn ysars i FUNDER 1 YEAR| IF UNDER 24 MRS,
| ! uarrieo[ Ineyer marrien(] ast birthdey) [agths | Do~ | Fowrs— | Min:
- Female White wiooweok] o4 oivorceo(]| Nov, 15, 1878 yreon§ | 7 1
100. USUAL OCCUPATION (Give kind of work denas | 10b. KIND OF BUSINESS OR 11- BIRTHPLACE (City and state or country) v 12. CITIZEN OF WHAT COUNTRY?
during mo st of working life, sven if retired) IN TRY
Hone Berksville, Kentucky / US.A,
130. FATHER'S NAME 13b. MOTHER'S MAIGEN NAME 14. NAME OF HIUSBAND OR WIFE _
Unimown Unknown deceaged |
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17. INFORMANT Address
{Yus a:r unknawn)] {l{ yes, give war or dates of service) none Adm. Pm) ers '
18. CAUSE OF DEATH (Enter only one cause per line for (o), (b), ond {¢).} INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (a) Coronary Vessel Disease Years ‘
E
]
Condltions, if any, DUE TO (b) Chronic Brig!;ts mgease Years

above causs (o),

whieh gave rise 1o
stating the under-

5§

ete, must use only stoandard nomenclature in item 18. No symptoms will be |

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

21

and last scwE alive en
rrtm-dr’ date stated above; and to the best of my knowledg

"

e, from the causes stated.

Doctor, coroner,

22b. ADDRESS

l State

143

23b. DATE

23e. NAME OF %EHETERY OR CREMATORY

5/‘/91)( (o PQ/#(‘G

22¢. DATE SIGNED

7-22-58

z fying couss tast. | DUE TO (c) 2 X
= =4 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING T0 DEATH but net rulated to the terminal dizeass condition given in PART | {a) 19. WAS AUTOPSY
. hy! PERFORMED
< Y . YES{] WO
- 2| 200. ACCIDENT SUICIDE HOMICIDE 20%. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART il of item 18.}
E g O O '
5 S| 20c. TIME OF Hour Month, Day, Year
2 g INJURY  o.m.
E x p.m.
E . 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
< WHILE ATD NOQOT WHILE D farm, foctory, street, office bldg., ete.)
& WORK AT WORK
£
"
a
[+]
H
3
<

”:f’/0‘29:l£i£F

ADDRESS

23d. LOCATION (City, town, or county)

meﬁ('ap{f 2,

{Stata)

L Dy

. MZEGISTR»\ sS




3"

STATEMENT BY LICENSED EMBALMER

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

|
DY ME, O BY it iic it reee i eit e e erense e s st rsarrbennsnrvabaressnscnnans .+ Student Embalmer No. ........cvvveenrens |
working under my personal supervision. ‘

Student .oernrii e e e
Signature of Student Embalmer
. . L. D . Licensed Embalmgr N %Z AP
p.0. Address.z TR N y ¥
- - 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 shail sign in his OWN handwriting.
If this body is not emba}med, fact should be so stated above.

-




