. Health,

. & Welfare
5. Public
th Service

5. 300
v, 1-57

Doctor, coroner, etc. must use only standard nomencloture in item 18. MNa symptoms will be listed.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be cousally related.
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THE DIYISION OF HEALTH OF MISSQUR]

STANDARD CERTIFICATE OF DEATH

09-022472

STATE FILE NUMBER

hLF.U JUN 2 3 1gsgggis;ra1ioq District No. ____3__‘."1. ______________ Primary Regis!raﬁ?n Dis"iCLﬁ:- ______________________ — Regislrur'siﬁz_ﬁ_u_n_mr__ ,,,,,

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceased lived. If institution: Residence bpfare
o. COUNTY Putnam o STATE Mo, b. COUNTY Putnapimissi
b. CEFY (If outside corporate limits, give TOWNSHIP only) Inside Limits <. C,!_)TY Inside Limits
R R
o Unionville Yes ] Ne[] o  Rural-Union Tmp. [ YD @
c. FULL NAME OF (I NOT in hospital, give location) { Length of stay in 1b 0fg d. STREET {1 eutside, give location) Reside on Farm
HOSPITAL OR o ADDRESS
6 _nstitution Monroe Hospital 5 days o Unionville, Mo, | Yes[XNe[]
3 FTAME OF DE)CEASED First Middle Last 4. DATE Month Day Year
ype or print F
Mabel Maude Wood peaTH  June 16, 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE 1 FUNDER | YEAR| IF UNDER 24 HRS.
MARR[EDmEVER MARRlED[:] lui('" "::;‘; M 'b Do Hours Min.
F / v ¢ WiDowed [ ivorcEB[ ] J'U.ly 25—1 888 76 I I 21 I
t0a. USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT CQUNTRY?
during most of working lifs, aven if retirad) iNCUSTRY
Homework Rooks Co. Kansas U.S,
13s. FATHER'S NAME 12b. MOTHER®S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Jerone T Stroud Lucenda McCough Myran. leod
15. WAS DECEASED EVER [N U. 5. ARMED FORCES? |16, SOCIAL SECURITY NO.[ 17. INFORMANT Address
{Yes, no, or unknqwn)|{|f you, give war or dmad of service) none RO be _t, Wood-Unionville R MO .
18. CAUSE OF DEATH (Enter cnly one cavsegsferfine for {a), (b), and {c).} INTERVAL BEWEEN

PART I. DEATH WAS CAUSED BY,

IMMEDIATE CAUSE (a)

Conditions, if any,
which gave rise to
above couse (a),
+tating the undar

DUE TO {b)

/4
7

Aoty ) 1ot s
ILLHLTS )
% [ 2 bb=

Wk i
/]

! ONSET AND BEATH

oug3o ()

, CREMATION,
REMOVAﬁpriFy)

23b. DATE

6-19-

23a.

z cowse oy ¥ ¥
5 NDITIONS CON nat related 1o the terminal disesse condition glven in PART 1 (o) 19. ggaFAggoggY
< —_ M
& S5 X YES[ ] NO
[ IDENT  SUICIDE HOMICIDE INJURY OCCURRED. {Enter noture of injury in PART | or PART Il of item 18.)
w
u O O O
'-j 2c. TIME OF Hour  Month, Day, Year
a INJURY  g.m,
E p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor obout home, | 206 CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, foctory, street, office bldg., etc.)
WORK AT WORK 4 N P i
- 7y AT T =
21. | attend deceased from / and last sow ;=" alive on
Death gecupfed at dete stated above; and to the Dosi of rnm , from the couses stated.

Ay

22¢, DATE SIGN

s

23c. NAME OF CEMETERY OR CREMATORY

Livingston Cem.,

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

{State)

Appanocose Co. Iova.

24. FUNERAL DIRECTOR

ADDRESS

2
F.O0,Husted & Son-Unionville,MoL C-/7-59

5. DATE RECD. BY LOCAL REG.

26. REGISTRAR'S SIGN KTHRE

{Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY Liiiiiiiiiiiiii i ie et eie e i bt e st rareae st e reenstea et eaaanan et ann ., Student Embalmer No. ...................

P. 0. Addres {{(M’Z g /(?

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 2a STUDENT, he also shall sign in his OWN handwriting. —~ -

If this body is not embalmed, fact should be so stated above.

.

working under my personal supervision.

Student oo
Signature of Student Embalmer




