» THE DIVISION OF HEALTH OF MISSOURI 819"
STANDARD CERTIFICATE OF DEATH State File Nowmia o el
- _-"uar;ﬁ#P”R 7 195 - REG. DIST. m._/_iz_rmmv REG. DIST. m.m Registrar's No /é‘
p T PLACE OF DEATH 2. USUAL RESIDENCE (Whern decomssd lved. If lostitution: residence befors
, a CDUNTY a. STATE . b. COUNTY adimiston).
Dunicddin -« Migssourd Sunklin
, bCITYuf telde X URAL and . LENGTH OF . CITY {If ouwide limits, . ;
, oR on corpurats umn- vrrlh R L m"::.hip} gTAY N piors < R {It ou corporata ts, write RURAL acd give township) ﬂjp&
TOWN = TOWN 11
* "d. FULL NAME OF (If not i hoapilal or lnstitation, give strest sddress o7 locktion) || d. STREET (It rural, ghrs locstion)
HOSPITAL OR ADDRESS
INSTITUTION  ~y 4 o City
3 NAMEOF ™ o (Firkt) b. (Middle) ¢ (Last) COAE (Mot (Den) (Yo
(Trpeor Prine)  SARAH. CATHERINE PORTER DEATH ~ MAR .£4,1954
5. SEX / 6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In yesrs| ¥ UNDER | YEAR | & UWDER u s,
WIDOWED, DIVORCED (Epecify) Laat birthday) Mcnﬂa' Days | Hours | Min.
4 dor 2| mMar.15 1872 laz 9 |
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11 BIRTHPLACE (State or forelgn sountry) 12. CITIZEN OF WHAT
done during most of working life, even if resired} DUSTRY U UNTRY?
Housewife Indiana / 2.
ltaa. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Edmard McBride {18arah wacIngtary ~—=
15. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCJAL SECURITY | 17. iNFORMANT'S SIGNATURE OR NAME ADDRESS
{Yea, 1o, 0r unknown} | (If yes, mive war or dates of service} NO. e . - s
No - Neope Wuidrev il . Hommel, St .Clair,hic,h. —
19. CAUSE OF DEATH ) MEDICAL CERTIFICATION INTERVAL BETWEEN

ONSET AND DEATH
| Enter onty cnecauseper | 1. DISEASE OR CONDITION .
Jime for (a), (b, and (0 DIRECTLY LEADING TO DEATH® (g ?' : : z

«This does 1ot mean ANTECEDENT CAUSES

the made of dying, such | Aforbid conditions, if any, gieing DUE TO (B)

as heart fallure, asthenio, | Tise to the above cause (o) sating . ce s - e e S
ele. It means the dis- the underlying couse last, - - L B R

case, infury, or complica- D,UE 70 (@ - e T
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS - B R

" Conditions contridbuting to the death bui not
related fo the disease or condition causing death.

19a. DATE OF OP_F%AN-- 191; ' MAJOR FINDINGS OF OPERATION - h LI i t N I - B ' 1| 20. AUTOPSY?

21a. ACCIDENT (Bpecily) 2ib, PLACEOF INJURY (e.g.. lnorabout | 2fc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
algggglEDE home, iarm, fagtory, atrest, offion bldg.,ete.} L. e R T -

21d. TIME iMonth) (Dwy) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

. | wHnEAT ) NoOT wHILE . .
INJURY : = | “work AT WORK - e s e Y

22.'T hereby ceriify that I altended the deceased from 341 1983 1o M_Z.L_ 19_& that T last saio the deceased
alive on _ELIJ{._ 19& cmd that death occurred all_220F . m., from the causes and on the date stated above.
232, SlGNATuR (Degree or titla) Z3b. ADDRESS . 23¢c. DATE SIGNED
a}lm.au_M.dAaq WA - .. Coamnple . Mg 3/3075°y
Zis BURIAL, CREMA- | 24b. DATE 4o, NAME OF CEMETERY OR CREMATORY ¥ | 24d, LOCATION (Clty, tows, oz county) . - . (Stato) .
. (Bpacity) .
Buriazl Mar.28,1954| VWoodlawn Cemetery Campbell, .}o. <
7 EGIST SIGNATURE G I FUNERAL TIRECTOR'S S GRATURE ADDRESS
‘ “landess Funeral Home,Campbell, Mo

s § on Reverse Side)

1

WRITE PLATNLY—_-‘—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD




g
A

RECEIVED ouwmm cﬁUNTY HEALTH
DEPARTMENT . 45 ~ (‘“Lf

~UNTY FILE NUMBER

au’!ununlouuu""

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—..

Student Embalmer No.

working under my personal supervision.

SEUAORE <enremneensmnneens ettt Slgned.Q”LA&Zf@M ______ 7_77_75

Studant Embalmar
Licensed Embalmer No Q 2.z 27

P. 0. Address— (Lo p PP

' )
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITIN (Failure to comply witl
the above constitutes grounds for revocation of license.)

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




