THE DIVISION OF HEALTH OF MISSOURI

3695

. No.,300 H 1 .
e , FLED JAN 18 1949 STANDARD CERTIFICATE OF DEATH Stat Fite No :
! BIRTH RO. REG. DIST. No.3 2 3 ' PRIMARY REG. DIST. NO. ?442,2 Repistrar's No. gyl e
1. PLACE OF DEATH 2 USUAL RESIDENCE {Woers decossed lred. 1f ingBi@lisn: residence befors
a. COUNTY . a. . b _COUNTY d:oislon),
lg Schuyler Wssours Adair /
b. CITY (M cutalds corperate limlts, writs RURAL asd giva c. LENGTH OF e. CITY (If outeide corporata itiite, write RURAL nod give township)
- townahip}] STAY iln this piace) . o 5
0 T8 Queen City mon TOWN Kirksville g
d. FULL NAME OFA not in boapital or | 0. give atrect add loeation) d‘As[;rDRREEErS (H rural, give Jocation) : a
) INSTITUTIO% Queen City, Mo. /. _ f
3. gE%ME oF ¥ a. (First) b. (Middle) ¢ (LasH 4 ngrr—: (Month)  {Day) (Year
(Type or Print) Samantha Bailey pati  Jan, 13 1949
5. SEX /| 6. COLOR OR RACE | 7. #AR%‘I’EDD 'SWEECESER'ED ) 8. DATE OF BIRTH 5, I:A.GE e vean] 1w uoes | TR | ¥ tmtn u s,
(Bp-uuy onths | Days | Heurs | Min,
Female/| White dowe May 2, 1862 BE™ | |
10a. USU CUPATION (Givi - 0b. S Nss OR_IN- } 11. BIRTHPLACE o
2. USUAL OCCUPATIO | (Givakind of work 10b KIND OF BUSI R | F{{Y 1. 8 (Btate or forelgn country) d 1ztgm%m?r_w%1-§7
Schuyler County , Mo U W,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND OR WIFE
Henry L., Maize | Polly Ann Neal W. G. Baile
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? [ 16. SOCIAL SECURITY [ 17 INFORMANT' 5 SIGNATURE OR NAME ADDRESS
(Yes. 0o, or unknown) | (If yes, mive war or dates of service) NO. . R
No Co None Mrs, Leotia Wilcox, Lander, Wyo.
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only cnscausper | 1. DISEASE OR CONDITION s . ONSET AND DEATH

line tor (a), (b), and {c)- DIRECTLY LEADING TO DEATH®(4)

/
3/ .

*This does not mean ANTECEDENT CAUSES

the mode of dying, such
as heart faflure, asthenia,

Morbld conditions, if any, gising DUE TO (D)
rise to the abope cotse {a) stating .

-

etc. It meons the dia. | the underlying couse last. [
| zase, injury, or complica- DUE TO (e} "
tion which caused death. | [1. OTHER SIGNIFICANT CONDITIONS . -~ f
Conditions contrituting to the death but not W \
relaled to the disense or condition eausing deqth. \
192, DATE OF OP'FIROA. 19b. MAJOR FINDINGS OF OPERATION \'_\ 20. AUTOPSY?
b——“-—-ﬁ
. ves (] wo (3~
21a. ACCIDENT (Bpacity) 21b. PLACE OF INSJURY (ex..inorabout | 21c. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, fagtory, streat, afce bldg., et0) '
HOMICIDE e —
21d. TIME tMonth} (Day) (Yesr) (Hour) 21e. INJURY OCCURRED | 2M. HOW DID INJURY OCCUR?
oF —_ WHILEAT[} NOT WHILE —r——n
INJURY WORK AT WORK

2. I hereby cemfy that I attended the deceased from Qec 20

19 ?f l;cy(li-“\_ﬁ 19_% that I last saw the deceased
alive on 9 and that death occurred al _Z_L._ﬁ Fom the causes and on the dale staled above.

+ || 23a. BIGNZE ; EZ 2 Degmeormle) Oc. DATE SIGNED
Tl BUR[AL CREMA 24b. GATE

o) S ek e |5,
24c. NAME OF CEMETERY OR CREMATORY
1/16/49 |

24d. LOCATION (Qity, town, or county) (State)
I, 0,0,F, Cemetery
REGISTRAR'S SIGNATURE

WRITE .PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

Lancaster, Missouri

63 5. L DIRE 3 SIENATU ADDRESS
. 3(: 439. &"&‘{Kirksville, Mo,

DATEREC’DBYLDCAL

T




.

RECEIVED .
District Health Ofiioer No, ‘“—‘3

Distriat File Nms-r.wf‘fr (03

Daks F'.d e e g 1 R
E—— -

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me, 0f by

working under my persona! supervision,

Student Embalaer No.

Student co.eienns
Student Ernbalmar

i
Licenzed Embalmer No 44 J,Z

: | P. O. AddressM._..m..; LLT...... ‘
Note:

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

" -

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

h E
» K




