USE ONL Y BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

2

~59:004080

I“_h- writd 1 9 1959ng|s:muon District No. Primary Registration District Mo __________ =T Registrar’s No. M oo
i . PLACE OF DEATH 2. USUAL RESIDENCE (Where deccosed lived. [f institution: Residence béfore
. COUNTY Saline a. STATE Missouri b. COUNTYSali °d““9; n}
CgRY {If cutside corparate limits, give TOWNSHIP only) Inside Limits c. CBTRY / 9 2. Insife Limits
Towwn Marshall Yes Ne [] oww Marshall u YesK] No[l
FULL NAME OF (If NOT in hespital, give tecation) | Length of stay in 1b d. 5TREET {1f outside, give location) Reside on Farm
_ISTIASB03 Belle 10 months A 303 Belle Yoo e ¥
I 3. NAME OF DECEASED First Middle Last 4. DATE Maonth Day Year
{Type or print) OF
Molissa Ann Shepard PEAT™MTan, 10, 1959
5. SEX 6. COLLOR OR RACE| 7. maRRIED[INEVER MARRIED ] 8. DATE OF BIRTH 9. AIGE {In y:u,, :Ur:hnERgYEAR l: UNDER Q:AINRS.
Female White wooveo[x Jpvorceo[)| Sept, 16, 1865 gH[|C [ | ™

108, USUAL OCCUPATION {Give kind of work done

10k, KIND OF BUSINESS OR

11. BIRTHPLACE (City and state ar country)

12, CITIZEN OF WHAT COUNTRY?

Hm' mo st of woshipg life, aven if ratired) INDUSTRY l

ousewifle one Mc Clain County, T11, USA

130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Samue). Mc Clain Nancy Miller Joseph W,

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?
(Yc:ﬁaur unl(nqvm)+(|f yus, g:v- wer or dates of service)

INFORMANT

14. SOCIAL SECURITY NO. 17.
None

Address 303 Belle

frs, Forest Howell Marshall, Mo.

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o)

18. CAUSE OF DEATH (Enter only ane couse per line for (a), (b}, and %E)
\

s B e

A ?

INTERVAL BETWEEN
ONSET/AND DEATH

f

Canditions, if any, DUE TO (b)

obove couse (o),
stating the under-
Iying cousw last.

which gave rize ta }

DUE TO {¢)

PART U, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1a the terminal disecss condition given in PART | (0)

19. WAS AUTOPSY
PERFORMED?
YES[] NO

H2.2.72

20u. ACCIDENT SUICIDE  HOMICIDE

O | O

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART [l of item 18.}

/ A)

2c. TIME OF Hour Meonth, Day, Year
URY  am.

p.m.

MEDICAL CERTIFICATION

20d. INJURY OCCURRED
WHILE ATD NOT WHILE D
WORK AT WORK

20e. PLACE OF

-

farm. factory, street, office bidg., etc.}

INJURY (e.g., inor about home,

s I--Lm

20f. CITY, TOWN, OR LOCATION

COUNTY STATE

21. | attended the deceased fr
Death occurred ot

o

l and last mwt alive on

-_\'] b’m on the date stated above; ond 1o the best of my knowledge, frem the causes stated.

?‘m 25;\2“ ’Z/O %9 ()o.mnu.n-) W F)

I2c. PATE SIGNED

N (19-59

230 BURIAL, CREMATION, | 23b. DATE 23e. NAME OF CEMETERY OR CREMATORY
REMOVAL {Speciy}
Burial Jan,12,1959] Slater City Cemetary 9la-

234. LOCATION (City, town, or county)

{State)

24. FUNERAL DIRECTOR ADDRESS

aines Funeral Home,

Slater, Lo,

- 12, - 5%

25."DATE RECD. BY LOCAL REG.

28, ns_msr‘bn's &N

{Licensed Embalmar’'s Statement on Reversa Side}




STATEMENT BY LICENSED EMBALMER

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

DY M@, 08 DY ittt et e ertr e e e ettt rinaraaaaes , Student Embalmer No. ................

working under my personal supervision.

SHUAENE revreeiicee st SIBHEMU C;@Aw

Signature of Student Embalmer
Licensed Embalmer No/7(5 ........

P. O, Addres

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



