diseases in Part | must

.

L W o

EWRITE IF POssiBLE®R

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

Ll JAN 12 19739.,.,,,,..“ AL — -

...Primary Raglsfrutlon District No. 3_2. a -2

.292-000005...

STATE FILE NUMBER

.- Ragistror's No. .!...

-

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceassd lived. If institution: Ruid.nze_;/h.)
a STATE b. COUNTY ocmispien
COUNTY  Adair * Mo, Adair
k. CITY {If cutside corporate lintits, give TOWNSHIP only)} | Inside Limits . CITY" : /3 Inside Limits
OR ¥ N OR 67 ¢
town  Kilrvksville e3¢ Ned TOWN Kirksville Yesit NoO
c. Eggé'l#m% OF (If NOT in hospital, givelocation)]Length of stay in 1b 4. STREET {1f outside, give location) Reside on Farm
wsTITuTioN Comm, Home # 2 b yrs aDpRESS 905 S, Osteopathy | veo ~Nam
3. mamME oF First Middle Last 4. DATE Month Day Year
DECEASED OF
(Type or print) MARGARET JANE CASON DEATH  Jan 2 1959
€ SEX | 6. COLOR OR RACE 7 m\nmzoﬂ' b4 4 ﬁ DATE OF BIRTH |9' :grs inir?hﬂfz%')' ;:::E T ln‘::. hnu:.fn z:::s
Female White XROENWEX XXX Dec, 22 1880 78 _ I l

10a. YSUAL OCCUPATION (Glve kind of work done |10b. KIND OF BUSINESS OR INDUSTRY

during most of working life, even if retired)

11. BIRTHPLACE (City and ntafo or comtry) 12. CITIZEN OF WHAT COUNTRY?

housewlfe own home Montgomery Co, Mo, Us
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
Cornelius Noell Elviras Snesthen

15, WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.
{Yes. no. or unknown) | (IF pea. give war or dates of servies)

No Non No

7. WERY"*Wa x1ne Babeock’ ™
905 S, Osteopathv,.Kirksville, Mo.

Do

USE ONLY BLéCK INK OR RIBBON TYP
[
b O% w4

18. CAUSE OF DEATH [Enter only one cause per line for {(g), (b), and (¢).]
PART 1. DEATH WAS CAUSED BY: ' .

IMMEDIATE CAUSE (a) MW rbeegin ™ 3

-

Fva .

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any. | pue To (b} __T Cfdsmets

Medullary Failiure B o
1-13% yeelts
Toxemia I 7 fo wad,

which gare risg fo
above cauze (6).

stating tAe under- (a.,..r;..c sy

Cardiovascular Accident

o

( Throm?o ,-i

REMOVAL (.

cify)
Bur af

5 1859 Green City

z lying cause laat. DUE TO (¢} et &
=] PART ). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT MOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN JH PART (1) . ;?R -‘;_ Sg:ﬂgg\f
=
B 4 20 { ves [ ng¥l o
E 20a. ACCIDENT SUICIDE HOMICIDE | 206. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of injury in Part Ior FPart 1] of item 18.)
g ] (W] (]
a* 20¢. TIME OF Hour  Month, Day, Year
h] INJURY  a. m.
E pP-m, .
X [ 20d. INJURY OCCURRED 20¢. PLACE OF INJURY {e. ¢., in or about home, 20f. CITY,. TOWN, OR LOCATION COUNTY STATE
WHILE AT (] NOT WHILE [ Jfarm, foclory, streel, office bidg., ele.)
WORK AT WORK
- . - £
2l. f attended the deceased from - 4G ra’ Lto _ 1= 2 = 57 and fast saw 7 afiveon T % 5
Death occurred at 5718 21! fp m on tha date etated above; and to the beat of my knowled{e, from the causes srated.
L. SIGNATURE Degree or tirle 22b. ADDRES 22¢, DATE SIGKED
L o ‘i_’ b = 800 W, Jefferson 1/,/59
(Y . : [ . /1|.
Comowm. M. Voo eare Lo BElrksville, Mo,
23a. BURIAL. CREMATION, ]23b. DATE 23¢. NAME OF CEMETERY OKCROUKIGIE, 23d. LOCATION (City. town, of eounty) ( State)

Green City, {Sullivan, })Mo.

ADDRESS

Kirksville, Mo |

N.ERAI. 7

25 DATE RECD. BY LOCAL REG.

J -

Sy 787

25, SGESTRAR S SIGNATURE

CALw)-J H. V4

{Licensed Embalmer's Statement on Reverse Sld'o)




L STATEMENT BY LICENSED EMBALMER

1

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

L3 o o T % S - e , Student Embalmer No,.....

C Bt

NovaE. f‘oéter
47

Licensed Embalmer No,.'%

working under my personal supervision..

Student............... et cnasareres feeememaen Signed.. /.
Signature of Student Embalmer

o P. O. Addrefdrkaville,
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 also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.

-




