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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Port | must be cousally related.

-h!én JAN 2 8 Tsssqimurinn District No.

THE DIVISIOM OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

L

29-001176

STATE FILE NUMBER

Primary Ro@iuruﬁ?!: Di:lri:iﬁ:._-_..!ﬁ;h_h..__..__ Rogislrw'ilo-....._l_‘*.!e

PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

I institution: Residence before

a. COUNTY Iron a STATEMO . b. Cl Lhin toﬂn '“‘f';)
b. CITY (If outside corparate limits, give TOWNSHIP only) Inside Limits c. CITY InsideL imits
TOWN Kaolin Yes[] No[] romi Belgrade Twnshp Yos(J NoXD
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b /é& STREET {If vutside, give locotion) Reside on Farm
i Iﬁﬁie' Nurs ing Home Month ADDRES&MI So., of Be lgrade Yes No []
3. (NTAME OF pE;:EASED First Middie Last 4. DS;E Meonth Day Yoor
ype or print Jan 20 1
Bertha lLeona Pierce DEATH ! 1959
5. SEX 6. COLOR OR RACE 7'MARR|ED[X]N5V5R MaRRIED[ ] 8. DATE OF BiRTH 9. AGE {In years IF UNDER | YEAR| IF UNDER 24 HRS.
F } w WDOWED[:I I DIVDRCEDD Jan. 15 s 1879 Bobmhdur) )Snllu Dsn Lﬂaur- I Min,

10a. USUAL OCCUPATION {Give kind of work done

ﬁu"n{lﬂgié%\f‘f"é life, even if ratired)

10b. KiND OF BUSINESS OR

‘Uwi Home

11. BIRTHPLACE [City and stote or country)

Caledonlsa

o

12. CITIZEN OF WHAT COUNTRY?

usasa

13a. FATHER'S NAME

Henry Akers

13b. MOTHER'S MAIDEN NAME
Ida Sesbourne

I 14. NAME OF MLISBAND OR WIFE
James Plerce

15, WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Yes, ne, or unknqvm][(ll yes, give war or dates of service}

16. SOCIAL SECURITY NO.

17, INFORMANT

James Plerce

Address

Caledonia Mo.

18. CAUSE OF DEATHA
PART 1. DEAT

Enter only one cause per tine for (g}, (b), and (c).}

WAS CAUSED BY:
IMMEDIATE CAUSE (a)

Cerebral Hemorrhage

INTERVAL BETWEEN

ONiET aﬂg EATH

Q
Conditlens, if eny, . DUE TO (b} Arterio sclerosis _
which gave rise to
above couse {a), }
stating the under
lylng cousw last. DUE TO (c)

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related 1o the terminal disscse condition given in PART | (a}

19. WAS AUTOPSY

MEDICAL CERTIFICATION

- PERFORME 2.
BAX] ver M
20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 38.)
| Il O
20¢. TIME OF Hour Month, Day, Year
INJURY  a.m.
p.m,
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, ctory, street, office bldg., etc.)
WORK AT WORK L A L oy
21. | attended the deceas from il- dLI' bo , o 'L-du-by and last mw: olive on J'-Il'l:-f E

Death occurred at

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

23a. BURIAL, CREMATION,

2.

220. SIEE E, ) ’ g (Dearagmle)}& J_p ]

22b. ADDRESS

Ironton, Missouril

22¢. QATE SIGNED

1-23-59

REMOVAL (Speeify)

FUNERAL DIRECTOR

te Funeral Home,

23b. DATE

-59

234 NAME OF CEMETERY OR CREMATORY

Methodlst Cemetery

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

Caledonia

{State)

Mo.

ADDRESS

{Licensed Embolmer’s

25. DATE RECD. BY LOCAL REG.

26. REGISTRAR'S SIGNATURE




STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer No. ............ceiiie

BY M, OF DY it e e e e e e saa s b ea et

working under my personal supervision.

Student ..o
Signature of Student Embalmer

Licensed Embalmer Nb.

P. O. Address..

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failﬁre
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.




