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THE DIVISION OF HEAL TH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

F“-ED UCT 6 195 Reagistration Distriet No. ... 3 ;+ ............. Pri

mary Registrotion District No.. _307':\’ .- Registrar's No. ...l.~..5:J._».._..

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence beford
* udml:s )]
o COUNTY  Sgline = STATRIisgsouri b COUNTY Splin /%
b. CITY {If cutside corporote limits, give TOWNSHIP only) | Inside Limits <. CITY & ? 7_.2 Inside Limits
OR
rown Marshall Yosjg HNow T Marshall o YesX Noo
c. FULL NAME OF (If NOT inhaspital, give location)|L ength of stay in Ib 1 id ive ] . Resid
HOSPITAL OR d. STREET outside, give locotion} aside on Farm
W Fitzgibbon Fosp. 10days aooress 479 S.Redman YesO Nog
3. NAME OF First Middle Lost 4. DATE Month Day Year
DECEASED oF
(Type or print) Tdna. Vs e _Mead st Sept.29«58
5 SEX j 6. COLOR OR RACE 7. maRRIED ] never marmigp [J| 8 DATE OF BIRTH '9. ’Agfzgilr?hggr)a ;::::R ID:E:‘a r’:::‘fn :;u:s
Female Negro wiooweo (15 oworcen RINOV 12,1894 63
[ 10a. USUAL OCCUPATION (Give kind of work done | 100. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (City and atate or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, ecen if retired) . . A 2
Nurses Aid Hospital Marshall Migsourl U.S5.4A,
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
Monroe Mead Alice TFreeland
15. WAS DECEASED EVER IN U. 5, ARMED FORCES? 16. SOCIAL SECURITY NO.[17. INFORMANT Address
(Fer, no. or unknown? {If yeu. give war or dates of service)
Nnos j 721-05-585( Mlsngattle Mead Marqhall,M1ssour1

18. CAUSE OF DEATH [Enter only one causae per line for (a), (5). and (c).]
PART 1. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE {(a)

Terminal Malignancy of the intestinal

INTERVAL BETWEEN
ONSET AND DEATH

Mo.

tract with extensive metastasis,

Death occurred at

Conditions, if ary, DUE TO (b)
which gate ris fa
above cguge (8) . - A .
Hating the under- .
= tying cause laal. DUE TO (¢) 1537
=4 PART L. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{n) 13 ;‘::;SFS:;%?Y
™
g ves (] no X -
E 20a. ACCIDENT SUICIDE HOMICIDE | 206. DESCRIBE HOW INJURY OCCURRED. (Enfer nafure of injury in Part Ior Part Il of item 18}
& ] O a
o
3 De. TIME OF  Hour  Month, Doy, Year
INJURY  a.m. .
=1 p.m.
w
X | 20d. INJURY QCCURRED 20¢. PLACE OF INJURY {(¢. 0., in or ahout home, | 20f. CITY. TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE 0 farm, factory, streel, office bidy., efe.)
WORK AT WORK
2i. 1 attended the decened!romj/l/SB ., to 9/29/58 and Iast “w.h;‘:m alive on Q/ZQ/L;B

P m on the date stated above; and to the best of my knowledge, from the causes stated.

Zla. SIENATU

(aile A M&w—:« 7.8,

22¢. DATE SIGNED

25 aooress 5y W, Marion St.
9/30/58

Marshall, Missouri

ADDRESS

25. DATE RECD. BY LOCAL REG.

10-1.—~5%

23a. BURtAL, Cﬂgnn?ﬂ‘. 235 DATE 23¢. NAME OF CEMETERY OR CREMATORY 23, LOCATION {Cify, town. ar county} (State}
REMOVAL (Specify
Rnr1n1 10/2/54 Fairview Cemetery arshalkl ,liissouri

26. REGISTRAR'S s%ﬂmt

{Licensed Embolmes’s Statement on Reverse Side




_STATEMENT BY LICENSED EMBALMER

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

by me, or .by

working under my personal supervision..

‘____._—————l-.\ .
Student .. _C. i i Signed ¥ =K \ o e A

Signature of Student Embalmer
Licensed Embalme No.?‘l
v N P. O. Addresa/z,m"

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in h1s OWN HANDWRITING. (|
' to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN ha.ndwntmg

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




