. 48

'BIRTH NO.

FLED FER 8 1949

THE DIVISION OF HEALIN Or
STANDARD CERTIFICATE OF DEATH

’ " REG. DIST. WO. -25/ PRIMARY REG. DIST. ﬁ._gi%m,;,m,-,m

MEBUUN

State File No.._.........mwcsq,-

1. PLACE OF DEATH
a. COUNTY

2. USUAL RESIDENCE (Whare decossed lived.
a. STATE

1t institution: resddence belore
sdmimion),

b. COU
Montgomery Mi ssouri "Yontgomery
b. CITY (If outzlde corpurnio Limits, write RURAL and give c. LENGTH OF ¢. CITY (If outelde vorporate lirmits, write RURAL and give towsship) 7
. tawbgtip)| STAY (i this place) - .
ToWN  Montgomery City TowN Wellsville 2-
d. FULL NAME ¢ OF (If 5ot ia hewpltal or nstitation, give strest addrem or location) || d. STREET, (f raral, ghve lotion) PP
HOSPITAL i ADDRESS
INSTITUTION Home / none an
S'DNEACME C,EFD . (First) b. (Mlddle) c. {Last) & DATE (Month) (D“) (Y!I’)
(Typeor Print)  FYONID Francis Marl ow DEATH _ Tew 30-=49
5. SEX 6. COLOR OR RACE | 7. #‘})Fg‘v:‘%g EIE\\;'EECESR(EI%) 8. DATE OF BIRTH 9. AGE (I years L't' x Ibﬂ ;m u ms,
v Q. ours | Min,
¥F _/ l ¥ POpCED @it | 4-16=-1862 I i | |
10a. USUAL(XECUPATION {Give kind of work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or foreign mntrx) 12. CITIZEN OF WHAT
dnrh;mmdﬁﬂh.llh.wml!ndnd) OUSTRY COUNTRY?
Readsville Mo 2 S, A

13a. FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

14. NAME OF &Rsmn OR WIFE

+

Mathew Duffy ‘Kathryn. Vi , Decesed
15. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S S| GNATURE OR NAME ADDRESS
(Y. 80, 0r ynknown) | (If yeu, plve war or dates of servies) NO. : i
o 1no J.D, Marlow Montgomery City
18. CAUSE OF DEATH i MEDICAL CERTIFICATION . INTERVAL, BETWEEN
Enter oaly enecsusper | 1. DISEASE OR CONDITION iy 45| © D DEATH -
) DIRECTLY LEADING TO DEATH® 0 Jw Qral) sl o = AR B J
line for (a), (), and (c) (@) = m . il
+This dors mot mean | ANTECEDENT CAUSES ~— l n ¥
! .‘ f " AL 4 5.0
the mode of dying, such Morbid conditions, if any, giving DUE TO (b) L Wa B AV 4 2. M T O A O T LYl
-8 heart faflure, asthenia, | ide (o the sbose cotuse e (ajuating - - - {} - . .
de. It means the dis- nderlying couse lond o w > /
care, injury, or complica- DUE TO (¢} Wal, 2 o WUA, ¥
tion tokich coused death. | 11. OTHER SIGNIFICANT CONDITIONS 7 e o
Condittons contributing to the death but 7ol ) ~ f V r{',"‘“ ~
velated to the discase or condition cansing death, aXie s A YD A3
19a.- DATE OF OPERA. | 190. MAIOR FINDINGS OF OPERATION ‘ ) _' A\ 20, UTOPSYT
g %ﬂ\ 0wkl
2ia. ACCIDENT (Bowcity) 21b. PLACE OF INJURY te.g. inorabost | 21c. (CITY, TOWN, OR TOWKSHI® 7 “(COUNTY} (STATE)
SUICIDE boma, farm, tastory, strest, ofios bldg., sa.) . .
HOMICIDE WAq/) —— — —
21d, TIME (Moath). (Dw) . (Year) (Heuns | 2la. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
LS - - L
INJURY e - ) \Vultl,.:‘ﬂ’ N‘O.'TIHILE . . .. . . .
2. I hereby certi, y that I attended the deceased from JLI_"L to _m‘:., 108F, that I last saw the deceased
.alive on 19.!& and that death occutred al ™., from the causes and on the date staled above.

)

= WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

En.a('i TU‘?E ( ! ! ’7 (Deau ot title)

dbs o |37 /23

24a. BURI CREMA- | 24b. DA [ 24e. ms OF ca]zrmv OR CREMATORY [ 24d. LOCAYION (Olty, tofn, orcounty) #  4Btate}
Tmmmlrj ;-L[M’ 92249 Wellsville q Wellsville Mo

DATE REC'D 8Y LOCAL | REGISTRAR'S s|(;|u1ung ::LD? 25. FURERAL DIRECTOR'S SIGNATURK ‘ADDRESS

2 -3\ Beryic o W¥ote 01CW, Hopkins Montgomery City Mo

ﬂ—‘ d Embal

e Sta

on Reverse Side)

HS .




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, oxde-on_ Lthe

_____________________________ . Studant Embaimer lo\.

working under my persona! supervision.

C, W. Hopkins

Student c..iveenneas Gesesssrisssssaians sias Signed
Student Embalmer :

Licensed Embalmer No 1487

P. 0. Address MoOntgomery City Mo

MNote: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply «
the above constitutes grounds for revocation of bcense.)

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




