w500y DLED JUL O - 195 THE DIVISION OF HEALTH OF MISSOURI 19481
Q. -
e , STANDARD CERTIFICATE OF DEATH State File No
. 7 ' BIRTH NO. REG. DIST. NO. 3 g Z_ PRIMARY REG. DIST. '«1-54 M Rcmnmr:No....’.? zk.~.
' é go 1, PLACE OF DEATH 2. USUAL. RESIDENCE (Where dscossed lived. If instltution; residence befors
: a, COUNTY a. STATE b. COUNTY .umh.iun).
| Moniteau Co Missouri Moniteau _
| b. COI};Y (It oyteide corpurate limits, write RURAL and liv:'h 4 LENGT}; OF c. CBFY (If outside corporate Limite, write RURAL and give township) }
. woghi this place)
A TOWN California, Mo Wa ay Toww California, Mo Walker )
‘ g d. FU!._SLPINTAME ORF (If not in hoeplia! or ioatitution, give sireet addrom or loestion) d.AS.SrDRREE{S (II rural, give loeation) a é g/
i 3 INSTITUTION T.atham Hospital 802 West St.
; o 3.DNE¢:ME OEFD 8. (First} b. (Middle) ¢. {Lnst) 4. DATE (Month) (Day) (Yeir)
B (Typeor Print) Minnie May Scheneverk peati  June 10 1955
i 5] 5. SEX 6. COLOR OR RACE | 7. MARR\.!'EB. EIE\yEECRQSRRIED. 8. DATE OF BIRTH 9. AGE (In rt,lrs BI; UNGER T YEAR | o GoER it MBS,
. 8 s (Bpecity) birthday. o Houm | Min
; S Female White idowe =2 [0ct 5 1885 &9 B |
. 21 10a. USUAL OCCUPATION (Gwekindof work | $0b. KIND OF BUSINESS OR IN- 1 11. BIRTHPLACE (State or foregn sountey) 12. CITIZEN OF WHAT
. 5 Irb nuT‘!i king Life, even if retired) - DUSTRY F COUNTRY]? |
4 || House Wife Own Home iissouri o .80y
< 132, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE -
g W.J. Cunningham } Alice Kaylor Deceased
% I5. WAS DECEASED EVER IN U.S5. ARMED FORCES? | 16. SOCIAL SECURITY FORMANT S SiIGNATURE OR NME ADDRESS
< (Yes, B0, o7 uaknown) | (If yee, give wat or dates of sarvice) N Q * - |
= No None }E%N\A‘ W B AN L 5r S % fa) .
| 18, CAUSE OF DEATH MEDICAL CERTIFICATLION 7 E‘IES}"}";.SEJE‘:“"
i || Enteroni I. DISEASE OR CONDITION TH
2 |l line for (a), (b, and (o | PIRECTLY LEADING TO DEATH® () Lo ;—/Z-\_a-/f = [0 Ay s,
i *This does not mean | ANTECEDENT CAUSES
' the mode of dying, such | Morbld conditions, if any, giving DUE TO (b)
. 3 .|\ a2 heart faiture, asthenta, rise io the above cauve ()} stating . i - - .- . . - -
= e, It mecns the dis. | the underlying cause last. 3 3 /X o
o || care tnsors, or compica- ___DUE ,m {c)
P tion which caused death, | i1, OTHER SIGNIFICANT CONDITIONS
= Conditions contriduting to the death tut not
9 related to the diseare ar condition couzing death.
- ﬁ; 19a, DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION - - : - - F B et 2. AUTOPSY?
= TION
- - - YES D NO D
o 21a. ACCIDENT {Speciiy) 21b. PLACE OF INJURY (ex.,inorabout | 2Tc. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
b SUICIDE, boms, farm, fastory, street, office bldg., ota.} o o T k
Z HOMICIDE
g 214. TIME (Month) (Day) (Year) (Hoar 2le. INJURY OCCURRED { 21f. HOW DID INJURY QCCUR?
- . WHILEAT ] HOT WHILE
J' INJURY = | “work AT WORK
i ; z Iih;reibiy ce ify that I atlended the deceased from A i 19 J- ,%M 1943 7 , that I last saw the deceased
i alive on _} O 19537 and thal death occurred af. the causes and on the dale stated above.
b 233, SIGNATURE . . (Degroe or title) DDRES 23. DATE SIGNED
~ - -
Ta | - M-ﬂaw.o Wﬂ——«q, Areo . e J-'/_/-UJ
B zﬁgaumn EMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, town, cr county) - (Stale}
Bpediiy) -
S " _6/12/55 Flag Spring Cemetery| California, Rural, Mo
DATE REC'D BY LOCAL | REGISJRAR Z)SI TURE 25. FUNERAL DIRECTOR'S S| GNATURE ‘ADDRESS
G//2. /5 o c

easstn.




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, or by

- Tt b etcoeetdoenonttamteesasTokeaARE e A= <Fae RS s PREA BESTm A s e ArAS FORASLAn £ FALA ARt AR AT AR PR RSt eam e nomemnr kbbb SE e 1oty anas y Student Eabalmer No.

ﬁmw&ﬂm o

STQgNad crereecsorsrnsnsassantssassnanaansntssoas Licensed Embalmer No %7\? <

Student Embllnor '
P. Q. Address M..C_éy 7

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND
the above constitutes groumds for revocation of license,)

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

working under my personal supervision.




