MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFAREK
¥ v Y . - . o
NOT WRITE AMENDED Registration District No, ______.______ ———_Primary Registration District No. _ga_a_a___-.nagumu Mo

Do
“ON THIS STUB - e -
1. pigc! #ﬁﬁ Al ﬂ 19 Tsw 2. USUAL RESIDENCE (Whera deceased lived. If institution: Residence before

VS 300 a. COUNTY Adair 8, STATE MO. b. COUNTY Adair admission)
Rev. 4/59 b. C{;‘I”z\’ (If outside corporate limits, give TOWNSHIP only) | Length of stay in 1b c. %TY Inside Limits
! R

TOWN  Kirksville ears TOWN  Kirksville ¥ No
c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location} Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION. Ardella Apts. Yes (f No[J Ardelia Apts. Yes O NI

STATE FILE NUMBER

To0i1
250 174

DATE AMENDED

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yoear

{Type ot print) ; R OF
Martha Lou Dena Payne DEATH  April .
5. SEX 6. COLOR OR RACE 7. Married ]  Never Marcied 7] |8. DATE OF.BIRTH | % AGE [fast birthday) } IF UNDER 1 YEAR IF UNDER 24 HR

) W ivore ontha ays ours n.
female white Widowed I Oiveread O | 54 49 7880 73 Months T Deys T H i

: 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY 11. BLIRTHPLACE (City and state or country) [ 12. CITIZEN QF WHAT COUNTRY
duringﬂmﬂ of wor]k_i{w lite, aven if retired) . .
ocusewlie Homemaking Green City, M

il

AMENDMENTS ON THIS 'RECORD ARE AS FOLLOWS
INSTEAD OF

2 UaS.A
"13a. FATHER'S NAME 13h. MOTHER'S MAIDEN NAME 14, NAME OF RUSBAND OR WIFE

o

Thomas Rouse | Sarah Jane Smith James I. Payne
15. WAS DECEASED EVER IN U.S.. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address
{Yes, no, or unknown]| (If yes, give war or dates of servi

1o Mrs, Bessie Chevalier Kirksville, Mn,
18. CAUSE OF DEATH (Enter only ona.cause per line INTERVAL BETWEEN

PART I. DEATH'WAS CAUSED BY; 05551 AND DEAJH
IMMEDIATE CAUSE (o) M&U&M\ ! "\Aﬁ-‘;ﬁ

Conditians, if any,]  DUETO (b) MAAA )_JLB-& m {"‘ 104nA

which gave:rise fo

abave c;uu d(a),_ ¢ Q .
1 re B

S e e BUE 10 () M m ‘{m

) |
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING DEA"H but not related to the terminal PART 111, If deceased was female wad

% . isease condition given T ) {a) there a pregnancy in last 90 days. A
_— -@z\n\a\.@ dﬂm& [ ves [Nt | O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIEE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I} of ltem 18.)
PERFORMED' ) o m] ] . :
YES[J NO

20c. TIME OF  Houl Month, Day, Year
INJURY a.m. :
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION - COUNTY
WHILE AT WORK farm, facfory, street, office bidg., efc.)
NOT WHILE AT WORK D

-]

i)

(=1}

DOCUMENT

\MEDICAL CERTIFICATION

%"' AL — 'b\_‘ to. "" ‘5’ b 3 nndlastsawmlllwm‘ df ~ 6‘—- &3

o m on the date stated sbove, and to the best of my knowledge, from the causes stated.
E 22, DAIE SIGNED

B B0, | eosseoes Won
L 23c N

23a. BURIAL, CREMATION M_J% E OF CEMETERY OR CREMATORY :23d. LOCATION (City, town, or county) (Sta!e)

REMOVAL (Specify) _b:'ﬂL__ | Maple Hills Kirksville, Moa.

25. DATE RECD. BY LOCAL REG. EGISTRAR'S SIGN4TY

_ Buprial |
D& RN FUREral Home, lagy 0 :
e onerel Home, fac, %QA.L ¢. g /963
Z/. {

Kirksville, Missourl ‘ Licensed Embalmer’s Statément on Reverse Side)

21. | attended the d d from
Death occurred at.

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




5
j
'

_STATEMENT BY LICENSED EMBALMER

$

| hereby certify. that -the body. whé_'se ‘namée ‘is recorded on the reverse side of this certificate was embalmed by me,

, Student Embalmer No.

or by

working under my personal supervision.

Student. ' : . ‘Sighed A .
Signature of Studant Embaimer :

. ) v > -. Licénsed EmBlaImc_ar N_O'S, J'-g

— . : . R T P.O’.Address_&M;L'

Note: The .above MUST BE SIGNED BY THE LICENSED EMBALMER -in: hls OWN HANDWRITING (Failure to comply
with the above consfitutes grounds for revocation of license). ~

If-embalmed by a STUDENT, he also shall sign in.his OWN handwrmng .

If this body |s not embalmed fact should be so stated above

. - R . .
~ - o~




