Health,
 Welfare
Public
Service

300
1-57

:

USE oMLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Alldanusn in.Pnn | must be cousally related.

7
F“.Eﬂ MAR 3 195@!5"0“% District No.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

g_ e Primary Registration District No.

599-005998

STATE FILE NUMBER
30:&4___ Registrar’s No..__,,..»..g_é__.._--

. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residence befpfe
o conty  Jackson o STATEMi sgourl b COUNTY JacksoH ™"
b. CIOTY {If outside corporate limits, give TOWNSHIP only) Inside Limits <. CIOTRY q &0 5 Inside Limits
R >
Tom Independence YesX1 No [ town Independence ¢ | Y] Nel]
<. FgL‘L_] NAM%SF (1§ NOT in hospital, give locatien) | Length of stay in 1b d. STREEES ({If outside, give location) Reside on Farm
HOSPITAL . ADDRE .
mstijuvion 819 So. Main 3k Yrs 819 So. Main Yes ] Nofy]
3. NAME OQF DECEASED First Middle Last 4. DATE Month Day Y ear
{Type or print) [n]
EMMA JEAN CRAIG DEATH 2 22 1959
5. SEX I 6. COLOR OR RACE| 7. MARRIED [ TNEVER Mmmeom 18 DATE OF BIRL—H ' E"'f.:m; ::Jr't:ien ;:’:AR I:ol.::llDER 2:‘:'!!5.
irthda e X
wIDOWeED ] pivorCED[ ] 7/ 192 3 4 I
10a. USUAL OCCUPATION {Give kind of work done | 10b, KIND OF BUSINESS OR 11. BIRTHPLACE (City and state ar country) 12, CITIZEN OF WHAT COUNTRY?
ANGNE?’ working life, aven if retired} INDUSTRY Kansa s Oi ty ’ MO o U . S. A
13a. FATHER'S NAME 13k, MOTHER®*S MAIDEN NAME J4. NAME QF HUSBAND OR WIFE
Horace Craig Julia A, Shaw
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yas, o, Nghoavai] (1 yos, o1 Fver or ddffs of neri K NONE Mrs, Grace Aenold Lee's Summitt,Mo

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

PART 1.

Conditions, if any,
which gove riss to
obove couse (a),
stating the under-

18. CAUSE OF DEATH (Enter only one cause per line,

DUE TO (&) M

(a), (b}, and {c).}

INTERVAL BETWEEN

Ubﬁ Ag DEATH
e Lovih

(Bubfest) (J

g lying couse last. DUE TO (c)
E PART Il. OTHER $IGNIFICANT CONDITIONS commau‘r[% TO DEATH but not related te the termingl dissass condition givan in PART | (a) 19. \gegp{l}l&'ﬁgg\’
hi ?
£ 25/X YEs(] NO[#77.
% | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART |l of item 18.)
w
; O | O
U] 2c. TIMEOF How Maonth, Day, Year
a INJURY  am.
k] p-m.
204. INJURY OCCURRED Xe. PLACE OF INJURY {e.g., inor chourhome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE D form, foctory, street, office bldg ., a1c.)
WORK O AT WORK

Death occurred ot .,

21. | attended the deceased from / z :2% ! Z /éf

m on the date stuled above

M\/ d last lnwh ulw.nn:ﬂ 7‘-?.4 \CY

and t& the best of my knowledge, from the cavses stated.

22a. SIGHATURE

{Degree or tiyhy)

22¢. DATE SIGNED

4 ﬁ—WA;ERESSE E 2 ee

2333y

23a. BURIAL, CREMATION,

Bugritgdeitn

23b. DATE

2-24-1959

23e. NAME OF CEMETERY OR CREMATORY

Floral Hills

fzu LOCATION (City, town, or county} (Srate)

Kapsap City, Missoupi

24. FUNERAL DIRECTOR

ADDRESS

Floral Hills Memorlal Chapels, I

25. DATE RECD. BY LOCAL REG.

nc 1-d¢g-59

{Licensed Ebalmar’s Statement on h.m.. Side)

ie :iTRAR'S SIGNATUR
L
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STATEMENT BY LICENSED EMBALMER

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

DY MEm@BBT L.ooiiuiiiie i s eyt , Student Embalmer No. ........coeennnnnne

working under my personal supervision.

SEUAERE «evreereererreesrrsesernsasseseesersesceesserreneeiees SigneW . M g

Signature of Student Embalmer

Licensed Embalmer Noy7/ .

P. 0. Address....&f...@:.mﬁ..

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.




