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WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD.Qem

P THE DIVISION OF HEALTH OF MISSOURI
tizD MAR 3 1949  STANDARD CERTIFICATE OF DEATH

7190

State File No.orsimssmssnsinmsinisene

line for (a), (b), and (¢} DIRECTLY LEADING TO DEATH* ()

ANTECEDENT CAUSES
AMorbld eonditiona, if any, giving DUE TO (b)

*This does not mean
the mode of dying, such

as heart fotlure, asthenda, | Tise to the above ou:uf {a) dozing - I}
de. It meana the dis- the underlying couse lost.
ease, infury, or complica- DUE TO (¢}

* BIRTH NO. : . REG. DIST. %0. _ 3 5%  PRIMARY REG. DIST. m.!};_&&_ Registras's Nowo .. i
1. PLACE OF DEATH 2, USUAL RESIDENCE (Whars deosssed lived. 1f fstitution: residence before
a. COUNTY a. STATE b. COUNTY admision),
Yernon Missouri Bernon /77X
b. CITY (1 cutelde corpurate limits, write RURAL and give c. LENGTH OF ¢. CITY (if outside sorporate limits, write RURAL and give townahip) 7~ i
ownshipt| STAY (in this piace) 0
TOWN Dederick 50 yrs TOWN  Dederick e
d. FULL. NAME OF (If not in hospital or instisution, eive streot addres or location) d. STREET (II rara!, glve loeadon) ~
HOSPITAL OR ADDRESS
INSTITUTION _— - 7.
3 NAME OF . (First) b. (Middle) c. (Last)
DECEASED 4. DATE (Month) (Dey) (Yean)
(Typeor Pri)  Bop jamin Frankiin Galvin DEATH Febe 20, 1949
5. SEX 6. COLOR QR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 8. AGE (fo yeara| o UNOER | TEAR | @ UredER a4 mms.
WIDOWED, DIVORCED (sr'dl.r) hl‘kgr'-bdu) Monthl, Duys Eoml Min.
Mala V| White ! Oct. 11, 1869 o :
102, USUAL OCCUPATION (Cisvekind of work 10b. KIND OF BUSINESS OR IN- § 11. BIRTHPLACE (State or forslsn country) t2. CITIZEN OF WHAT
done during most of working lita, evan if retired) DUSTRY " COUNTRY?T .
. Faming — Unknown @ sidelle
13a. FATHER'S NAME 13b. MOTHER®S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
. Unknown
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | I7. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, 80, 0r unknown) | (If yea, Kive war or dates of service) NO. .
Mo Mrs, Irs €61lns  Dedericry /Mo
18. CAUSE OF DEATH MEDICALLCERTIFICATION INTERVAL BETWEEN
Enter only cnecousper | 1. DISEASE QR CONDITION 2 E ‘ , Q E j f ' E D | ONSET AND DEATH

2Tl ol lom Bl cipnl foilive.

11. OTHER SIGNIFICANT CONDITIONS

Conditions contribuling to the death but not
related £0 the disease or condition causing death,

tion which caused death,

a r
. ;}!/ Hy O

19a. DATE OF OF'FIROAI‘i 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
ves [ wo &
21a. ACCIDENT (Bpecifr) 21b. PLACEOF INJURY teq.,inorabom | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) . (STATE)
SUICIDE homa, farm, fastoty, sireet. offics bldg., ste)
HOMICIDE
21d. TIME (Month) (Day} {Year) (Houn 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY = | “woRk AT WORX,

2. I hereby certify 'that I attended the deceased from

18 lo , 18 , that I last gaw the deceaszed

alive on , 19449 , and that death occurred at

Mrn from the causes and on thc dale stated above.

Ba. 512?)1‘% , Z 3 (Degmanuiue)

24a. BURIAL, CREMA- | 24b. DATE 4c. NA!
TIONBREMOVALM) Pob

a
\TE REC'D BY LOCAL | REGISTRAR'Y SIGNATURE

REG.

329

23b. ADDRESS I 23c. DATE SIGNED

o N1b 234

OR CREMATORY 244. Lx-ATION (Oity, town, or county) (Etate)
mtﬁ? Near Dadarick __Moe
25. FUNERAL DIRECTOR'S SIGMATURE AbORESS

41349

-
—

's Statement on Revetrse Side)



RECEIVED o

‘District tioalth Officer No. 7,

Oistrick File #umber._ 2o H L L
Dato Filed -_...-..-.cr.’f.'_ —.“.ﬁ.Z-..;-

[

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.

working under my personal supervision.

Student c.eceeereersnenan é;b; .............. . Signed. "MM
Student almar ,
/Licenscd E:y. . /,/ .........................
r
P. O. Address S W TR, T <

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

. (Failure t6 comply”with

I thi‘s body is not embalmed, fact should be so stated above.




