 Healt THE DIVISION OF HEALTH O.F MISSOU:ﬁl - __,0 O"?
Swatra s STANDARD CERTIFICATE OF DEATH : SQTE F.ﬁ%&

e b LP 2 2 ‘lg%ufruuon District No. / Primary Registration District No. —rt QRO Registrar's Ne. ,,*,,,,______7_______..

. PLACE OF DEATH 2. USUAL RESIDENCE ere deceased lived. I in Residence befara
. COUNTY Adair : a. STATE o b COUNTY Adadr e dmission)/

. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limirs G- CiTY {nside Limits
OR Kirksvill coid

N irksville Yo No [] ronyKirksville 2 Yos[F No [
- FULL NAME %’; ('.IlfI:T-S ok ;o&,:l.ml giva location) | Length of stoy in 1b - STREET 1,02 S(If oufoside, give location) Reside o0 Form
INSTITUTION + Osteopathy Yes [] No B
3. MAE OF DECEASED Fir}:I Middle Cast 4 DATE Month Day Yeur
ancy I. Turner pEATH Septe 9, 1958

6. COLOR OR RACE T.MARR,EDDNEVER marriec[ ] 8. DATE OF BIRTH 9. AGE (In yeors |F UNDER | YEAR| IF UNDER 24 HRS.

w.‘ _WiDQWEaE ’a\ DIVORCEDDJq‘ugl 19, 1875 Iasgjrlh&uy) Maonths | Days Heurs Min.

100 USI:IAL OCCUPATION (F}ivc kind.u! w?tk done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Clty and state or country} 12. CITIZEN OF WHAT COUNTRY?
doring mo qrel posking life, aven if retired) mnlﬁBPﬁ:B Adair County, Mo. @ U. S. A.
13a. FATHER'S NAME 13, MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
Joseph Waeren Martin Louisa Jane Ross Charles L. Turner
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17. INFORMANT Address
(Yes, no, Nclmqwnjl(lf yes, give wargm dates of service) Nom Miss Glaws lILumer’ KiI'l'E Vi ]-.le , Mo .

18. CAUSE OF DEATH (Enter only ons couse per line for (a), (b), and ().} INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (o) __Acute mvocardial insufficiencv,

o symploms wi

which gave rlse 10
above couse {al,
atating the under-
lying cause lFaar,

Conditions, if any, } DUE TO (b) Hypertension 1l vear,

buE 10 () __Arteriosclerosis, 1-{44)(

PART fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat reloted 10 the terminal disease condition given in PART | {a} 19. gAS AgTOPSY
ERFORME
YES{] NO -

200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of irem 18.)
2 O O

0c. TIME OF .Hour «Month, Day, Yeer
INJURY  a.m.

p.m.

20d. INJURY OCCURRED 20s. PLACE OF INJURY (e.g., inor gbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE ATD NOT WHILE 0 farm, factory, street, office bidg., etc.)
AT WORK

21. | attended the deceased from 9"9-57 . o 9'9"58 and last taw tx clive on 9-9-‘58

Deoth occurred ot R:QO =% — m on the dote stated cbove; and to the best of my knowledge, from the causes stated.
SIGHATURE {Dagree or title) 22b. ADDRESS . Zic. PATE SIGHED
i a Yl RO N o Kirksville, Mo.

oW 1 S - PP L N IR Y 9-;0-§

i —

3a. BURIAL, CREMATION, DAT758 ’ 3¢, NAME DF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county} (Stare)

REUOgiL {Spacily)
Buri Brashear Cemetery Brashear, Mo

24, RAL DIRECTG ‘ADDRESS 25. DATE RECD. BY LOCAL REG. REGlsTRAR'S‘SIGNA‘I’URE
&=L Kirksville, Mo. |F-/3- /95] |Deree 2 GutBfy
v = T Vi

{Licensed Embolmer's Statement on Raverss Side}
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All diseases in Part | must be causally related.

-




STATEMENT BY LICENSED EMBALMER

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

by me, orby ......... T LRSRTIELALIELECEE , Student Embalmer No. ................ee.

. N P
working under my personal supervision.

Student .....................................

S1gnature of Student Embealmer )
. Licensed Embalmer No.. ; .... 7 f’l

P. O. Address.

- . - -

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his QWN, HANDWR[T[NG (Failure
to comply with the above constitutes grounds for revocation of licensge). .

If embalmed By a STUDENT, he also shall sign in his OWN handwriting.

1f this body is not embalmed, fact should be so stated above.

I’z -



