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nomenclature in item 18. No symptoms will be listed. Al!
Coroner cannot certify to o death due to ngtural causes.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

fiseasos in Part | must be casually relatad.

'] 10a. USUAL OCCUPATION {@ipe kind of work done

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

L-n QF p 9 A 1qq8 Registration District Na...z_%...ﬁ ........ - Primary Registrotion Distriet Ne. 5§é 2/

58-032495

"STATE FILE NUMBER

-r
.. Registrar's No. _%T ..... -

1- PLACE OF DEATH 2. USUAL RESIDENCE (Where daceased livad, If institution: Residence efore
o. COUNTY Tron o STATE Mo. b. COUNTY T ron °Jissien
b. CITY (I cutside corporate limits, give TOWNSHIP only) | Inside Limits c. CITY ‘" Inside Limi
. c %7 é nside imit
OR -
SR Rural-Arcadia Yosu Ry fural-Arcadia a | veo s
<. ﬁg%é—lymgl??hNOTﬁh°lP"d Iq"' location) | L ength of stay in b d. STREET 1. {If outside, give lacetion) Reside on Farm
msTITUTIoN Aged Bapti sts Imo.23da. aporess  Lsmi.E.on Hwy.70| ve.o wob
3. NAMEK OF First Middle Lost 4. DATE Month Day Year
OECEASED .. - OF
(Type or prin) Georgia Alleh veath Sept.15,1968
§. SEX 6. COLOR OR 7. 8. DATE OF BIRTH 9. AGE (/] IF UNDER L YEAR | )
{ - RACE MaRrIED [ NEVER MaRRiED [] lost mﬁnﬁf&'f Months | Dews r"u::n z;ﬁs
Female White wicowen Kk oworceo [ March 12,1870 é I 3 ‘

104, KIND OF BUSINESS OR INDUSTRY

own home

during most of working life, cven if retived)

housewife

1. BIRTHPLACE (City and statc or country)

unkown

12. CITIZEN OF WHAT COUNTRY?

U. 8.

13. FATHER'S NAME

Geo., W. Gregory

14. MOTHER'S MAIDEN HAME

Mary Ann White

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SGCIAL SECURITY NO.|I7. INFORMANT Address
(Vea, no, or unknown} | (If wer. give war or dates of seraiee) . . .
no none Dolores Weiss, Ironton, Missouri.

18, CAUSE OF DEATH [Enter only one cause per line for (a), (b}, and (¢).]
PART I, DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

Fro 3al/é&s ChRe Aompg Siemo.p Colon/

INTERVAL BETWEEN
ONSET AND DEATH

20d. INJURY OCCURRED

WHILE AT
WORK

20e. PLACE OF INJURY (e. ¢, in or ahout Some,

NOT WHILE farm, fectory, xireet, office bldp., elc.)

AT WORK

O |

20f. CITY, TOWN, OR LOCATION

Conditions, if any,
mrch gave rise fo DUE T (b}
ve couge (@)

stating the under- . 5
= fying cause laatl. OUE TO (¢} 1533
[=4 PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(a} 15. r;ﬁg:;gg\f
[ E
o . . _
5 K rErio SclEROS!S . visO) v L
[T T
= 20a. ACCIDENT SUICIDE HOMICIDE § 200. DESCRIBE HOW INJURY OCCURRED, (Enfer nalftre of injury in Part I or Part 1 of item 18.)
§ O (| O
;i 20c. TIME OF Hour  Muonth, Day, Year
o INJURY a, m,
=1 p.m.
had
=z

COUNTY STATE

[{-]

Q-'lll-‘;ﬂ

and fast saw

her alive on _9_—12:58__.._

21. ] attended the deceased from _25_2_3_58—_ . to 2 e
Death occurred at m on the date stated above; and to the beat of my knowledge, from the causes stated.

22b. ADDRESS

22¢, DATE SIGNED

- %’a‘

109 N, Main, Ironton, Missouri| 9-15-58

'z( Depree or title) é 0&’

2135, DATE

P ST

23q. eurliL. CREMATION,
REMOVAL {Specifi)

USRI

23%. NAME OF CEMETERY OR CREMATORY .

YO ME ChameTen )y vy

wret

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

{State)

e

24. FUNERAL DIRECTOR

ADORESS

WHITE Fumnenal Homeg TreNron Mo,

25. DATE #ECD. BY LOCAL REG. 26.

7-47 -58 |

fLicensed Embalmer’s Statement on Reverse Side)

REGISTRAR'S SIGNATURE

e aiias Sommse s

v




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name,is rgcorded on the reverse side ‘of this certificate was em
i)y me, or by '%Z%‘%éf ZE » Student Embalmer NO..:\5.-.£

working under my personal supervision..

Student.. %M

i Sa'putu.re of 'S-t.ud;:nt.

Signed. @/M@L‘;,’WM

Licensed Embalmer No34/42Z,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (
to comply with 'the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he alsoc shall sign in his OWN handwriting.

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




