THE DIVISION OF HEALTH OF MISSOURI

No. 300 M
o2 FILED APR 2 1955 SVANDARD CERTIFICATE OF DEATH ver it o 1208
' "MIATH RO. REG. DIST. No. 2 97 PRINARY REG. DIST. 0. L2 /  Repistrar's Nowo 2o
1. PLACE OF DEATH j 2. USUAL RESIDENCE (Where decensed tived. If hmlmunn residence before
. T STATE dsnisalon),
)Sqo a. COUNTY Ray 2. Mi esouri b. COUNTY Ray sdiniselon
/ b. %EY (I outside corpurste Hmit, write RURAL and give §'r ALYENifE: OF c. Cg’g (11 cutelde eorporats ikmits. write RURAL and give township)
{ place}
Town RURAL, Grape Grove THEV'™| 54" 1 s, | To#n RURAL, Grape Grove Twn. JF70¢
d. FULL NAME OF (If not in hosplial or Institation, give strect addres oz losation) d. STREET {If rura!, pive loestion} 0
HOSPITAL OR ADDRESS
INSTITUTION - _ .
3. NAME OF . (First b. (Middle) e (Last)
DECEASED a. (First) l 4. Dg;k‘ (Monuf) (Day)  (Year)
(Typeor Pint),  B14zabeth —-——— Hughes DEATH A pril 9, 1955
5. SEX / | 6 COLOR OR RACE | 7. m\p%m%. ’[‘,F\‘,’&ECESR(E'E?;, B. DATE OF BIRTH 9. A?E e v-)ulLLI{F Do 1 i | Doc u .
. 8 pecity. brthday’ o oum .
female white wi dow 2t July 7, 1864 | 90 yr | > |
102. USUAL OCCUPATION (Give kind ot vork | 10b. KIND OF BUSINESS OR IN. | 11. BIRTHPLACE (Stata or forslgn oountry) 12, CITIZEN OF WHAT
- done during most of working life, ¢ven if retlred) DUSTRY COUNTRY?
housewifs own home Llansanan , Wales, .9,
13a. FATHER'S NAME 13b. MOTHER'S MATDEN NAME 14, NAME OF HUSBAND OR WIFE KB
Tudor Hughes Barbara Owen ] deceased
5. WAS DECEASED EVER IN U.S. ARMED FORCES? [ 16, SOCIAL SECURMTY | 17. INFORMANT 5 51 GNATURE OR NAME ADDRESS
(Yes, oo, or yunknown) (II yom, xive war or dates of nervice) NO. . .
no no none Misa Katie Hughes Stet, Mo,
18, CAUSE OF DEATH MEDI CERTIFICATION INTERVAL BETWEEN
Bater only onecsusper | ! DISEASE OR CONDITION 4?:. . ONSET AND DEATH
Jine for (), (b), and (o | PIRECTLY LEADING TO DEATH® (5 7 cka,

*This does not mean ANTECEDENT CAUSES %\
the mode of dying, such | Mdorbid conditions, if any, giving DUE TO (b)

.|| ae heart fatlure, asthenia, | _ 7ite o the above cause (a) ;mmg

cte. It mieans the" dig- " the underlying cause last. + - - - Tt
ease, infury, or complica- DUE TO (c)

. related to the disease or condition cxusing death, p
-19a.-DATE.OF OPERA- | .19, ‘MAJOR FINDINGS OF OPERATION .- T T s T ML AUTOPSY?

tion which caused death, | 11. OTHER SIGNIFICANT: CONDITIONS -
TION : T e
3l A A8 K | 0wl

Conditions contributing to the death but not

21a. ACCIDENT (Bpecily) 21b. PLACE OF INJURY (p.s.. Inorsboct | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
bome, farm, factory. street. offies bldg.. ete.) : R L L P
HOMICIDE — ey e

21d. TIME {Month} (Dsy) (Year) (Hour 2le. INJURY OCCURRED | 1. HOW DIO (INJURY OCCUR?

WHILEAT[ ] NOTWHILE
- INJURY - JE— m. | “work AT WORK — -

2. I hereby. ﬁi‘y ‘!hat I atiended %e.depcgaed from (s nt o IRT ‘/7 lo M 19.{1-!};0! I laat saw the deceaced
L3

alive , and that death occurred a{ mmmﬁ'om the causzes and on the date stated above,

WRIm.PLAmLY—USING ‘UNFADING BLACK INE—MAEKE A PERMANENT RECORD

-l 23a. SIEGNA URE e v . - {Degres or title} 23b. ADDRESS 23:. DATE SIGNED
D ﬂ?zf;-’; g )** 2).MD .-}, - . . BraymeryMo ., .. -y . . 4-11-55
s BURI YL, CRENKS| 240, DATE ¥ 34 NAME OF CEMETERY OR CREMATORY | 24. LOCATION (City, town, or county) ., (State) |
R v 4-12-55 Plymouth Cem. _ _Btaymer, Mo, e
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE J 73 -~ | &5. FUNERM. bl RECTDI 5 SIGNATURE ADDRESS

MJ/—/%’?‘(‘ n O |Mead Funeral “ervice Braymer, Mo
(Licensed Embaliner’s Statemment on Reverse Side) e J- (




STATEMENT BY LICENSED EMBALMER

gttt gad

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

..... , _Student Eabslmer Wo. ..

working under my personal! supervision,

Student cocuceicusasnaranns eerareraserasansn

Student Embalmer A
Licenzed Embalier No 280

Braymer, Mo,

P. O. Address

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

If this body is not émbalmed, fact should be o stated above.

’




