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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. 2 2 PRIMARY REG. DIST. m&Lé_ Registrar's Naééé?..mm

_ FILED NOV 27 1956

~

srrieno. 0 0 203

"BIRTH MO. -
1. PLACE OF DEATH AL 2. USUAL RESIDENCE (Where d d " I institution: resid bafors
a. COUNTY c 010 . a. STATE MiSSOU_I‘i b, ne adunbuion?.
b. Cclj};v (I suteide corparsie limits, writs RURAL and qv;h . c. Al?ENGTH DSF c. CITY (If outeids sorporste limits, write RURAL aod give townehip)
to ) ]
tom Jefferson City “™|¥"&&y™~| 6w Piedmont, Mo, 0
d. FHOLIS.P#;EEO%F (If not in bospital or in'lthutinn_. iva strost address or location) d'Asr;rr';REEEs{s (It rural, give loeation) / [ (
INsTITUTION St, Mary's Hospltal
3,DNE¢:ME %FD . {First) b. (Middle) e, (L:st) 4. DS;I,:E (Manth) 7 (Day) (Year)
(Typeor Pty EEIMA —" DAVIS peat NOVEMBER 14,1956
5. SEX 6. COLOR OR RACE | 7 #IADF:)R\'!'Eg g!]i\\;’ggchélgRRlED. ] 8. DATE OF BIRTH 9. AGE {n r‘)ﬂn l: UNDER 1 TEAR | & UNDER M W3,
\ (BpacifF* g t birthday’ o Days | Hours | Min.
Femele | white widow April 7,1876 | &0 7|7 |
102, USUAL OCCUPATION (Givekind of work | 10b. KIND QF BUSINESS OR IN- | 11. BIRTHPLACE (State or foreien oountry) 12. CITIZEN OF WHAT
done during most of working life, even if retired) . DUSTRY C C -COUNTRY?
Housewife Moniteau, Co, Missouri e He
ISaM FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR ¥IFE
artin Jaim | Mary Weisser R. B, Davig
IS. WAS DECEASED EVER IN U,5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR N ADDRESS
(Yes, 8o, or unknown} | {II yes, ive war or dates of sarvice) NO. . s
no None  (Mis., Frawes, Hatd ..l i MW,
18. CAUSE OF DEATH MEDICAL CERTIFICATION . Ig:gg_l\!.:lﬁgm .
I. DISEASE OR CONDITION DEATH
ﬁiﬂf‘:ﬂ:":ﬂ“{:’(’; DIRECTLY LEADING TO DEATHy _Intestinal Obstruction
- ANTECEDENT CAUSES
*Thkis does nol wean
the mode of dying, such | Morbid conditions, if any, gising OUE TO (v _SErangu lation 9f : 1‘?‘753” _
a# heartfallure, osthenta, | riae to the abovr canae (o) sating incisional hernia containing
de. It mesns the dis- the underiying cause last. f bd i 1 i [
cate, infury, or complica- . . ~DUETO (o) - MOSt-of abdominal visceral
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death bt not
i related to the disease or condition causing death. . .
19a. DATE OF OP_F%AIG 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
Sbf3 | O wE
21a. ACCIDENT (Bpecily) 21b. PLACEOF INJURY (eg..lnorabons | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, fastory, sireet, ofice bidx.. ev0.)
HOMICIDE
21d. TIME (Monts) (Day) (Yes) (Houn | 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
OF | wHnEATF— NOT WHILE
INJURY = | “work 'AT WORK
2. | hereby ceﬁify thatiaﬂtended the deceased from Nov. 13 s 1@6 , lo Nov, 14 , 19 56, that I losi saw the deceased
alivegn oV, , 19 56 , and that death occurred at .g_ifﬂpm., Jfrom the causes and on the dale slated above.

{Degren or title)

m’ﬁi@% Cuwtene % S G

23¢. DATE SIGNED
‘Jefferson City,Missouri 11-16~56

| 230, ADPRESS

1AL, GREMA- | 24b, DATE

T

24c. NAME OF CEMETERY OR CREMATORY

24¢. LOCATION (Oity, town, or county) (State)
Cometery- Jamestown, Missouri

BGFTSL Nov. 17, 1956  Bethel
DATE REC'D BY LOCAL

25. FUNERAL DI ‘ADDRESS

RECTQR'S SIGMATURE
Q. ¥. W*éo\ California,Mo,

(D Hev 195" | FIA ity (V5 M

(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 by me, of by — e

Student Embalmer No.

Signed C? . E- W«b‘g‘ﬂﬂ

~
Signed......... 5.; . -d.e.r.. i. .E.,;;;.;..-;'r ............. Licensed Embalmer No 2 3 5 /
u - 1
. : \
P. O. Address Califarie Ms

working under my persona! supervision,

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




