THE DIVISION OF HEALTH OF MISSOURI
e | STANDARD CERTIFICATE OF DEATH 3040695
I?h ::::::. IF”-EU D EC 1 Igsggisrtntioq District No. ,/ & 7 Primary Reglshotlan Dls!nct Ne. g___—[ _____ 1 _____ R eg:ﬂror 's No. ______.2-_‘_9:_____

= |
7 o i 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. !f institution: Residence before
$. 300 o. CONTYL,ivin gston o STATRYY ssouri b. COUNTY LiVing"é"‘E&Y’?
v 1-57 b. CITY (I ovtside corporate limits, give TDWNSHIP only) Inside Limits c. CITY — o Inside Limjfs
OR e ' 057 /
tow Chillicothe ) wvp. Yes [] No[d TOWNChllllcothe a | ve[) NE
¢. FULL NAME OF (If NOT in hospital, give Iaco!mn) LLeng!h of stay in 1b d. STREET (If autside, give location} Reside on Farm
s O Mi. Nof Chilligothe 73yrH ADDRESS DMi N.of Chillicothe«s® v
3. NAME OF DEfEASED First Middle Last 4. DA;E Month + Day Year
{Type or print Q
LENORA EDITH Ho) ¢ pEATH Nov 19 1958
S [ ¢ COORORRACE| 7 pugmeoucven mammeold] ® PNEOFBRTE |5 AGe (o femmen Tvenie moes s
i Female White WIDOWED ovorceoJ|June 6 88
o 2
E 100, USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BiRTHPLACE {City ond state or couvntry) 12. CITIZEN OF WHAT COUNTRY?
= during mo f,nfm, life, wvan if raticad) INDUSTRY ¢
= Hous'e ¥ At Home Livingston County Mo. U.S.A.
= 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN MAME 14. NAME OF HUSBAND CR WIFE
¥
¢ JAnanias James Davis Mary Carter Virgil Smith Cox
‘:E‘x 3 | 15 ¥AS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17. INFORMANT Address
= B (Yas no, or unknown)| (If yas, give war or dates of sarvice) 1 . .
> zhoNS | NONE Gregory Cox; RR#5 Chillicothe Mo,
z o 18. CAUSE OF DEATH (Enter only ona cause per line for {(a), (b), and {c}.) INTERVAL BETWEEN
% w PART |. DEATH WAS CAUSED BY: . ONSET AND DEATH
= w IMMEDIATE CAUSE (a) [a0] : e é é
2 e
= & .
£ w Canditiens, if any, DUE TO (b) a%ﬂ»m‘é»“q - Sz 5"4
4 = which gave rize to 4
g - above couss fa),
S z stoting the under-
- 8 z lying cause lost. DUE TO (¢}
E. ofF PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 10 tha terminal dizecse condition given In PART I (a) 19. WAS AUTOPSY
ER @ 3 - PERFORMED?
R Vil Y201 YeS[] NO[K| 2
5 X £ | 20a. ACCIDENT/AUICIDE  HAOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART H of item 18.)
2= Zfu
~ 3 %1 O | O
6§ % <US5| 20c. TIMEOF .Howr Month, Day, Year
E 2 m™pg INJURY  am.
- ‘g )_" £ p.m.
2E Z 20d. INJURY QCCURRED 208. PLACE OF INJURY (e.g., inor about home, [ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
S W wHILE ATD NOT WHILE O farm, factory, strest, office bldg., etc.} -
T ,,3_ b WORK AT WORK
E 21. | ottended the deceased from _@‘L ./ 7 S~5~ , to Mﬂﬂd last iuwh‘uliva on 2o~ [ ? i fo
H Death occurred a? Ol’le dI'hl rtv - A m on the date stated above; ond to tha best of my knowledgs, from the causas stated.
3 220. SIGRATURE {Degras or title) a2 22b. ADDRESS 22¢c. HATE SIGN
- -
E X P2l do. A P2ts w/ro/ >V
" 230, BURIAL, CREMATION, | 23b. DATE 4 _gJ:. "AME OF ¢EMETER\' OR CREMATORY 23d. LOCATIOP! {City, town, or county) {Stote)
REMOYAL (Speclfy) . . . -
7. JBurial 11-21-58 . |Plainview Cemetery Chula, Missouri /
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE

NORMAN FN'L. HOME:Chillicothe,Moi ///2g R SR 7PV Yy, ﬁM_

{Li d Embal on Révarse Side}




656l 9 334

STATEMENT BY LICENSED EMBALMER

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

DY M@, OF BY oieiiiiirniinivrn vt eeere sttt ee e s snsensansenesanrrensrsnserntrensernsisns .» Student Embalmer No. .........cc...u.n.n

working under my personal supervision.

SHUEAt -eeiiiiiiiiii ittt : ngne@uﬁ“w ..................................

Signature of Student Embalmer
Licensed Embalmer Noﬁﬂ.\?.ﬁ ...........

P. 0. Address aé.d(c%, 77

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.

* \




