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FLED FEB 25 1949
s vo. LA

THE DIVISION OF HEALIH OF MISSORUR -~
" STANDARD CERTIFICATE OF DEATH

State Fite N-'a ...... _“5“"5.1&.“_

REG. DIST. m.&é/__ PRIMARY REG. D)ST. m.?ﬁh[i Registrar’s No. /ﬁ

Mtne tor (), (b), and (c)
ANTECEDENT CAUSES
Morbid conditions, if any, giving PUE TO {

rise to the above couse {(a) dating
- the underlying catise last.

*This does nxt mean
the mode of dying, such
o4 hearl fatlure, asthenia,
ee. It means the dis-

DUE TO ¢ ‘M.

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decsassd llved. 1f lostltution: retidence befors
a. COUNTY - a. STATE . . b. COUNTY ldmlllion)
Mao) o8/ Missouyi MﬁDlSOA)
b. CITY (If outaide corpurste limits, write RURAL and give ¢. LENGTH OF ¢, CITY (If outeide eorporate limits, write RURAL acd cive townabip)
OR townghip} STAY (Ln thin place) OR
oW FRED ER) K Towa/ 'Th 50vedvs || T "HuRar — S+tMichaes 3
d. FULL. NAME OF (If not in hospital or lnatitgticn, dn strest sddress or location) d. STREET (If rural, give loeation) o
HOSPITAL OR ADDRESS
insTiTuTion.  East Colleae Rovre 3, Fredevicktswin, Mo,
3. :I;JEACME cu-'D n. (First) b. (Middle) e, (Last) [ 3. Dé}-g (Menth)  (Dey)  (Yest)
{ Twpe or Print) LoRA ReBeecs Undevwioo o DEATH  Feb. 9, 1949
5, S5EX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In ywsrs| o UNOER | TEAR | @ ooem m pey.
} i WIDOWED. DIVORCED {Bpecity) : lagt birthday) |Months , Days | Hours | Min
Female !l Whie | 3| Maveh 231277 |7 peavs |
10a. USUAL OCCUPATION (Qiwekind of woek | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE réhuurrordn ecyntry) ! 12, CITIZEN OF WHAT
dona during meet of working lifs, wyen If recired) DUSTRY COUNTRY?
Mrvsew fe ANane Tewnessre_/ U o
ll:ia. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
» L4
Benjomin B Tvous ddie | Loyisa . K Joh w/oo
15. WAS DECEASED EVER [N U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes. 50,01 unknown) | (If yes, Kive war o dates of sarvice) | NO. . p M .
_AlD — NONE Mys Trecia  Fhipps fredev cets win AMle
18. CAUSE OF DEATH ' ‘ EDJCA CERTIFICAP : 0 ! lgﬁa“.n."n gnw.zrzuu
Estntyneonemer | 1A O N e Zgﬁay :

case, Infury, or complica-

tion which enrused death. | 1). OTHER SIGNIFICANT CONDITIONS P
Conditions contributing to the death dut not
related Lo the disease or condition eavsing deqih. -
19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATI . ' - 20. AUTOPSY?
TioN J 4 i
. ) hNEVS ves L] wo
21a. ACCIDENT (Bpecity) 21b, PLACE OF INJURY (o, inorabent | 2lc. {CITY. TOWN, OR TO_WNSHIP) (COUNTY) (STATE)
SUICIDE bomae, farm, fagtory, strest, office bldy.. eta.} ¥
HOMICIDE
21d. TIME (Month) (Day) (Year) (Hoan 21e. INJURY OCCURRED 21t. HOW DID INJURY OCCUR?
oF WHILEAT[~] NOT WHILE
IIURY WORK AT WORK

thg d

o _&E.’.._q,.___, 1949, that 1 iast saw the deceased

2. I hereby cegtafy that I altended
alive on , 19
7 Vs

, and that death occurred al ‘m.

, from the causes and on the date slated above.

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

Za. SIGNATU (Degres or :it!e)

23b. ADDRESS Zxk. DATE SIGNED

35K o, Fardiwrch am oy | 2y Nl

24, BURIAL, CREMA-
TIGN, REMOVAL Epecity)

A

24c, NAME OF CEMETERY OR CREMATORY
Undevweod

24d. LOCATION (Clty, town, or connty)® °  _{Btate) [

2-12-49
DATE REC'D BY LOCAL

P . 1,

25. FUNERAL DIRECTOR' S B1GRATURE ADDRESS

o)

R—ﬁ‘f Cvedeviee town, Mo
His,

(Licensed Embuﬁn-ru Staternent on Reverse Side)




' e CEIVED
C'atrict Health Officer Ho.-.‘f_..-._..:::
District File Eumber__ézixf?_:?_-.?.l

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.

SIgned.eciasencsnancsrsssssrsanscnnancsanasscnns Licensed Emhalmer No 4(.2 9 5

Student Embalmer
P. O. Addr"“ 44%4@)\ %

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply mﬁ:
the above constitutes grounds for revocation of license.) . : -
If this body is not embalmed, fact should be so stated above. '




