THE DIVISION OF HEALTH OF MISSOURI
Haalth _5_____ i

& Welfore - STANDARD CERTIFICATE OF DEATH
Publfc l-“_ED OCT 1 6 195839“"‘“;“! Distriet No. / 7 fe) Primary Re_gi:_m:ﬁon Distriﬂi-_ag_ia _________ RegistruriﬁAm__[Tizﬂ-_:__-

 Sarvice

& 1. PLACE OF DEATH 2. USUAL RESIDENCE {Whare deceasad lived. If institution: Rcsjdgncg‘yb?‘e
a. COUNTY a. STATE b. COUNTY oadmissi
Laclede Missourd Laclede

b. CITY (I outside corporcne limits, give TOWNSHIP enly) Inside Limits c. CITY - Inside Limits
OR s34

OR
TOWN lebanon Yesp ] No[] tom  Lebanon Yol Ne [

. FULL NAME QF {If NOT in hospital, give location} | Length of stay in 1b . STREET (If outside, give location) Reside en Farm

HOSPITAL OR ADDRESS
INSTITOTION _3lallace HoSpa 3 vays 785 5. Adams Yes (] MY

3. NAME OF DECEASED First Middle Last 4 DATE Month Doy Year

(Type or print) Hyr tle C. Stanton DEATH Qc t. 2 N 1958

5. SEX 6. COLOR OR RACE} 7. MARRIED] JNEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE {In yeors {F UNDER 1 YEAR| IF UNDER 24 HRS. -

F | W woowes] 3 ovorceo(lj0ct. 22 1880 lu'?r blrthday) | Months | Deys Huou Min.

10a. USUAL OCCUPATION (Glve kind of work donw | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
rigs " rof vmrklng lifa, aven If retired) INDUSTRY
V% il yan Buren County,Iowa | USA
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H_UéBAND OR WIFE

Samuel J. Marriott Sarah M. Shester J« D. Stanton

15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address C owden y Il 1
- L ]

(Y-nmm unknqwn)l {If yus, give war or dores of service) 497_ 22_41 82 Mr s . I‘ﬂ,c Dona 1 d
18. CAUSE OF DEATH (Enter only one cause per line for {al, (b), and (<).} INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY W ONSET AND DEAT
IMMEDIATE CAUSE (o} 9)%/ . yavi
DUE TO () M W
stating the under-

Iying cavse last. 7 DUE TO (c) 33')(

PART Il. OTHER SIGNIFICANT CONDITIONS CORTRIBUTING TO DEATH but not related to the terminal disease condition given in PART | {a} 19. WAS AUTOPSY
% 2.

Conditions,  eny,
which gove riss to }

above cavae (o),

PERFORMED?
YES[ ] NO

2a. ACCI UICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18.}
0 O

Xe. TIME OF Hour  Month, Day, Year
INJURY a.m.
p.m.

20d. INJURY OCCURRED e, PLACE OF INJURY (e.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE ATD NOT WHILE D fm'm, factory, street, oifice bldg., etc.)
WORK AT WORK 4

e
21. | attended the deceased frem M [7 VY to ﬂ— W and last uwt alive on j m W

Death-gecurred at 79, -I-O - m on the daote stal%bovn. and to the best of my Lnowludqa, from the causes stated.

220. HGNATURE {Degreo or title) 22 % %
~ °
MW DALI p
-

230. BURIAL, CREMATIDN’, 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d4. LOCATION {ii!y, town, of EGUATY) {5tate}

reHSvaT" |10/6/58 National cemetery Springfield, Mo.

B Py etrai e 15e3 1950 | 4belte Lo Alingy

{Licensed Efbalmet's Statement on Reverss Side)
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Received OCT 141958

- o . Laclede County Health Unit
File No.___ /39
Date Filed GCI 1 f} 1958

STATEMENT BY LICENSED EMBALMER

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

By e, OF DY it et ere et ras et a e e e are e s s e s ranneans .» Student Embalmer No. ...................

working under my personal supervision.

Student i e e e
Signature of Student Embalmer

P. O. Address.cA& g e 27 ).

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 shall sign in his OWN handwriting.
If this-body is not embalmed, fact should be so stated above.




