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WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD ™3~

THE DIVISION OF HEALTH OF MISSOURI .
FILEDMAR 7 1948 STANDARD CERTIFICATE OF DEATH

. ||. Enter only onecanseper | . DISEASE OR CONDITION

'BIRTH NO. REG. DIST. NO. hz — PRIMARY REG. DIST. NO. 1000 Kegisirar's No..... 232.._..
1. FPLACE OF DEATH 2. USUAL RESIDENCE (Whera deconsed lived. If inatitution: residence befora
a. COUNTY a. STATE b, adiniwlon).
Buchanan Missouri Bi&%anan Y,
b. CITY (I outslde corpurate lmits, write RURAL snd give ¢. LENGTH OF ¢. CITY (If outaide corporsats limits, write RURAL acd give township) " /
OR woahipd| STAY (lo shis place) OR
©own  St. Joseph b Town  gt, Joseph 7y
d. Fﬁlé'épf?ﬂaoo; (If not in hospil or lustivation] glve atreat addreas or loeation? a.ASDI'LI)REEEEgS (If rarsl, give location) L=
merimorion 518% South 6th St 5}18% South 6th st
3. NAME OF a. (First b. (Middle c. {Last
DECEASED sy lark ( ) {Last) 4.DATE  (Montt) (Dey) (Yewn
(Twpewr iy MaT' jorie Clar DEATH 2-22-49
5, SEX 6. COLOR CR RACE | 7. \”IAD%R\‘!'EE gfggscfgSRglE%, 8. DATE OF BIRTH 9.11\3E (In v‘;n bI: Bﬂt;ﬂ.l :D'z ; UNDER U HES.
* . pacify ¥ on ours } Min,
Female /| white unknovn . 4 ank ivp l [
10a, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR_TN- | T1. BIRTHPLACE (Btats or foreign oountry) 12, CITIZEN OF WHAT
dome duriag ot of working life, even 1f retired) vz / DUSTRY ' COUNTRY?
_ unknown TSA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
unk A unk
I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE QR NAME ADDRESS
(Yes, oo, or unkgewn) | (If yee, xlve war or dates of service) NO. .
v v J, G, Morin, Maryville, Mo,
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL SBETWEEN

ONSET AND DEATH
DIRECTLY LEADING TO DEATH® gy AHRonV; e ko MEAU W AR ﬂ/ﬁip HRl17s 2 YRS
. T

*This dors 1ot mean ANTECEDENT CAUSES

the mode of dying, such | Aforbid conditions, if any, giing DUE TO (b) Venir

rise to the abose cause o) stati . T tPe . Lt omem o . vt
as heart fallure, asthenia, ke tnderiging couse Iagt ng

line for {a}, (b), and (c)

ete. It meens the dis-
ease, Infury, or complice- hd '_DUE T0 () — )VU MY
tion which ecaused death, | 11. OTHER SIGNIFICANT CONDITIONS ) ir 1 7,\
Conditions contributing to the death but not ,st hf‘ Ll
. | related to the disease or condition cousing desth. Neat 17 = A .
19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION T ~ ; F 20. AUTOPSY?
TION D
Mo s i : - L YES NO m

21a. ACCIDENT (Bpweity) 2ib. PLACEOF INJURY (e.g.inoraboat | 2le. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE bome, farm, (aatory, atrest, ofice bidg., e1a.)

HOMICIDE Nalv tad
21d. TIME (Month} (Day) (Year) (Hour) 2ie. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?

WHILE AT~ BOTWHILE
iNJURY Mons— WORK AT WORK

22. I herebiy cerii y that I attended the deceased from ZL.A'_._.Lh_ 19449, to _Eﬁ_.&.é__ 19.?:3_ that I last saw the deceased

alive on 15 _‘}_ and that death accurred at @QIM  m., from the causes and on the date staled aboye,
23a. SIGN URE (Deg:rm or titl 23b. ADDRESS 23¢. DATE SIGNED

: 4 EQ(A&,;,W“ } 1300 T agaow SYo - | 22495
24a. BURIAL, CREMA- | 24b. DATE 24z, h.‘\'ﬂE OF CEMEI'ERY OR CREMATORY ~ | 24d. LOCATION (City, town, or county) = (State)
TION REMQVALfmd!v)
2=25~49 oad Fe llows Cemetery St. Joseph, Mo,

DATE REC'D BY LOCAL

%2 /?‘/?

REG! AR'S S 25. FUNERAL DlRZCTOR 5 SIGNATURE ADDRESS
/% /Z Barry Funeral Home,St.Joe,Mo,

¥ (licensed Crbalmers Snu'mn\‘ on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

Student Enbaioer 0.

Signed wa

working utder my persona! supervision,

/
st dovnsssasrsnanansasssnssnnesassnannsas chebee . 0’2_‘
gne student Eobatmer Licensed Embalmer No._..-_........‘%...........Zﬁnl_.....
P. O. Address S (. - i W
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in kis OWN HAND' to comply with

the above constitutes grounds for revocation of license.)
If this body is not embalmed, faa;chnddbexomdjabove.



