THE DIYISION OF HEALTH OF MISSOURI

59-014060

. Health,
& Welfore STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
. Publi
h S:rvi':n UAPR 1 7 mmegmmnon Distriet No. _..______. 1&7_ ________ Primary Reglstruﬂon D.sm:t No.. 3_4 gd ------ Req'ﬂrﬂr s N° _____ LO J“wu
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residence before
5. 300 CONIY T.iyingston o STATE Mfj ggouri b COUNTYgu1] i vt
. 1-57 b. CBTY {If eutside corporate limits, give TOWNSHIP only} Inside Limits c. CgRY Inside Limits
ow Chillicothe You K1 Mo O 7om Green Cestle Yes (3 MY
<. FgL:,_[NAlh-d%OF {[E NOT in hospital, give location) | Length of stay in 1b /OS‘S SB%EEET (1¥ outside, give location) Reside on Farm
H TAL OR . Al <
O  iNstirution C1ty Hogpital 7 davs 0o 2 mi. W. Green Cast lefﬂlINoEl
3. NAME OF pECEASED First Middle Last 4. DATE Month ¥ ear
{Type or print) ¥Nannie W  —come—ee Muir DEATH Anril 11 19 59
5. SEX 6: C.OLOR OR RACE| 7. marRIEC[ ] NEVER MARRIEDL] 8. DATE OF BIRTH 9. ::;GE EI’:'K;:;; ]:ol::l"D'ER;LfAR I:::DER 2;:115
Female | |White wooweX 1L oworceo[J| Hov, 6, 1883 o] B et
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11- BIRTHPLACE (City ond state or country) 12. CITIZEN OF WHAT COLINTRY?
during mest of working life, aven if retired) INDUSTRY o
ife Farm Rome Brookfield, Mo. UsSA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Charlees Allen Cynthia Carlton Arthur Muir
15. WAS DECEASED EVER IN U, ., ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
Yes, or wnknawn}] {1f yas, give war or dotes of service!
T e e e 'z ' |Don't know Mre. Arthur Capps, Tina, Mo.

Doctor, coroner, etc. must use only standord nemencloture in item 18. Ne symptoms will be listed.

All diseases in Part | must be causally related.

o~

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

18. CAUSE OF DEATH {Enter anly one couse per
PART |. DEATH WAS CAUSED BY

IMMEDIATE CAUSE (a)

line for {a), (E, end {c).} M@

INTERVAL BETWEEN
CESET D DEAT

Condltions, if any, DUE TO (b)
which gove rise to
above couse (a),
stoting the wnder-
lying couse lost. DUE TO (¢}

PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal dissase condition glven in PART | (a}

19. WAS AUTOPSY 5

’Pecih occurred ot

m on the date stated ol

PERFORMED?
332x YeEs ] Nom’
20a. ACCIDENT SUICIDE HOMICIDE 0b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART N of item 18.)
O | ]
Xc. TIME OF Hour Month, Day, Year
INJURY  a.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D tarm, foctory, street, office bldg., etc.)
WORK AT WORK
21. | attended the deceas Frnm t! 2 a 5 # and last auwh alive on m’ A/ ,5 7

&; and to the best of my knowlcdge,/m the colses stated. 7

{Degrea or tj,

2

e}

Zet, D

o

550

DATE SIGNED
-

23b. DATE
4/13/1959

REMOVXL (Specify)
Fs 1urial

23: NAME OF CEMETERY OR CREMATORY
Green Castle Cemetery

23d. LOCATION (City, 10

Green Castle,

}d L]

UNERAL DIRECTOR

E. Fi e

zADDR ESS 44‘ m .

lf

25. DATE RECD. BY LOCAL REG.

[ /3T

26. REGISTRAR'S SIGHATURE

Zoraneto/ B Yl

LT

d Embkal

on Revarse Side}




BS6l €2 438

oo -
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. ...................

working under my personal supervision.

- ' © " Lidehsed Embalme No. 7 8D
- P. 0. Address.AZ4re (% w7

Student -viiiiiii e sa e Signed ,....”%
Signature of Student Embalmer

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.




