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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally reloted.

-

Q-‘ Y,

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

S8-032222

STATE FILE NUMBER

Primary Registralion Dii'lriterO-._....Sf:ih? ________ Registrar’s No.______ 72 _______

F“_EU S EP 2 2 1qqﬁgistrution District No. ! 00 (2]
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceased lived. If institution: Rcséde_ncu h;’:iorg
I, . . aami
a. COUNTY DENT o STATE g qanRT > COUNTY DyEp /sofén
b. CITY (M outside corporate limits, give TOWNSHIP only} Inside Limits c. CITY o33 ¢ Inside Limits
OR - ' Yes [ ] NDK] OR - g Yes[] N m
TOWN W, SPRIIGCREEK TSP Town V7, SPRINGCREEK TVISP °
<. Eg%#l'?:l?%giz {I NOT in haspital, give location} | Length of stay in 1b d. SBREETS (If outside, give location) Reside on Farm
X ADDRES
INSTITUTION Route 2,5alem, Mo ILife Rte 2,8alem,Mo, Yol N[
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
(Type or print) OF
JULIA BELLE MOSES oeath SEPT, 19 1958
5. SEX 6. COLOR OR RACE} 7. MARRIED[ INEVER MaRRIED[ ] 8. DATE OF BIRTH -3 AE,E, Ei,:':;:;; l::J:ﬁE R tl;::AR 'E::DER 2:"::.125.
FEMATE VHITE mooweck] A_oworeeo[J|SEPT, 28 1867 I

$0a. USUAL DCCUPATION {Give kind of werk done
during most of working life, even if retired)

HO USEUTRE

10b. KIND OF BUSINESS OR
INDUSTRY

AT HOLE

11. BIRTHPL ACE {City ond state or couniry)

12. CITIZEN OF WHAT COUNTRY?

sSouRT | usa

130. FATHER'S NAME

HARVEY MCDONALD

13b. MOTHER"S MAIDEN NAME

SARAH JANE BLACKWELL

ENT_COUNTY

14. NAME OF HUSBAND OR WIFE

GEORGE W/, NOSES (DECD)

15. WAS DECEASED EVER IN U. 5, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yes,_no, or unknawn)| {IT yas, give wor or dates of service) - -
ND St NONE E Stricklin, Rte 2, Salem, lo,
18. CAUSE OF DEATH (Enter only one couse per line for [0), (b}, and (g).) INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ( ; . NSEM-D‘ DEATH
IMMEDIATE CAUSE (q) h\‘hlg rs
Comtions it om, - DUE T0 (3 d.,r\m.w. V\n..\ JL/%
which gavs risa ta } T M}M
aobove cavse (a),
ating th der- 5 imj ﬁ J C/(
z lying cavas losr. ?_DUE TO (c) 422 }
= PART ll. OTHER SIGNIFICANT CORDITIONS CONTRIBUTING TO DEATH but not relatad 10 the terminal disecse condition given in PART | {o) 19, WAS AUTOPSY
] . PERFORMED?
T YES[] No[] ¢
2| 200. ACCIDENT SUWICIDE HOMICIDE 20b. DESCRIBE HOW [INJURY OCCURRED. {Enter nature of injury in PART | or PART I} of item 18.)
w
v O O O
G| 20c. TIMEOF Howr Month, Day, Year
o INJURY a.m.
X p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home, | 20F. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, lactory, streat, office bldg., etc.)
WORK AT WORK VAR a-Lya d a A g
- -
21. | attended the deceased from t l-t‘ , to \ ~ D ond last sow her alive on l ~th_-Jl
Death occurred at A 1= A0 £ m on the date stoted above; and to the bast of my knowledge, fram the causes stated.
220. SIGNYTURE c‘c m:e ar 1@9 a 22b. ADDRESS ; I! o . DATE SIGNED ’{
(&
}fto L\A ) = T v rn" . ?‘? _ Zo iy
23s. BURIALLCREMATION,| Zib. DATE ;3:- NAME OF CEMETERY OR CREMATQORY 23d. LOCATION (City, town, or county) {State)
REMOV AT Specify)
RITRTAT. SEPT 2F. 1958 (Cadar Grovs Ceom, Salem I ggouni
24. FUNERAL DIRECTOR ADDRESS 25 DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNAJURE ﬁ @
Max L, Warfel Salem, lio. .20, /f.ff/ A, 7)). . % . 4 ’
{Licansed Embolmer's Statement on Reverss kido! T



STATEMENT BY LICENSED EMBALMER

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

by me, 'or By e e ettt e e r et teatas e nenaenns , Student Embalmer No. ...................

working under my personal supervision.

Student ..ot
Signature of Student Embalmer

Licensed Embalmif ................
P. O, Address........@ﬁ&:ﬁf:‘..
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN H-ANDWRITING. (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.

-~ . 2




