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

THE DIVISION OF HEALTH OF MISSOURI roy
STANDARD CERTIFICATE OF DEATH Stoe Fite Nowrn £ 33D

F"'En APR 8 1948 REG. D1sT. M. 3Y PRIMARY REG. D)ST. loa.QQ.(p— Registrar's No..8.1.

! BIRTH NO.
1, PLACE OF DEATH 2. USUAL RESIDEMNCE (Where deceased lived. If Inetitution: residence betore
a. COUNTY a. STATE 3 3 b. COUNTY ad al.
Boone Missouri Callaway 7‘%;_
b. Cl”l’;\' (It outside corpurats limita, write RURAL and cive €. ALENGTH OF c. Cg'Y (If outmids oorporate Limits, write BURAL and give township:
TORN Columbia townahip) Y fin this place) Tom Hatton a
d. FHOUS-PN_#AT.EOOF (If oot in bospital or institution, give streat address ot location) dAS-DrDRREEEgS (If raral, giva loestlon)
insTitution  Noyes Hospital Rural Route: /
3. NAME OF a. (First) b. (Middle) €. (Last) 4, DATE {Month) (Da,
DECEASED 7] ., (YD)
{ Twpe or Print) JOHN LON DUNN ooy April 1, 1949
5, SEX 0 6, COLOR OR RACE | 7. MJ})%I?IFSEB NE\\;CE)SCMARRIED- 8. DATE OF BIRTH 9.1:\35 (In yoars| IF UNOER 1 YEAR | O OWDER 1 s,
N (Bpacify) ) [Montha| Days | Hours | Min.
Male White o May 31, 1873 A [ |
10a. USUAL OCCUPATION (Givekindof work | 10b, KIND OF BUSINESS OR _IN- | 11. BERTHPLACE (Btate or foreign couttry) 12, CITEZEN OF WHAT
done, mowt of working life, sven if retired) DUSTRY B . . UNTRY?
armer Lincoln County, Missouri- e
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN' NAME 14. NAME OF HUSBAND OR WIFE
Mason Dunn | Julia Knox Agnes Craig Dunn
15. WAS DECEASED EVER IN U. 5. ARMED FORCEST | 16 SOCIAL SECURITY | I7. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Y bg orunknown) | (If yes, xive war or dates of service) | NO., : N
0 None Mrs, J. Lon Dunn, Hatton, Mo,
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enteronly onecsusper | |- DISEASE OR CONDITION _ (O '—.tQ Q “ ONSET AND DEATH
tine for {8}, {b}, and (c) DIRECTLY LEADING TO DEA'!'H @ Q H.&-—ml - 1_. wg_‘_,‘._,___,-

ANTECEDENT CAUSES L“"Q“'

*This doer not mean

the mode of dying, such
a# heart fatlure, asthenta,
ete. It means the dis-

24

case, injury, or complica-

Morbld conditiona, if any, giving DUE TO (b)
- rise to the above cause (a) sating - .
the underlying couse last,

.- . . BUETO (o) -

tions whkeh eaused death,

1. OTHER SIGNIFICANT CONDITIONS ~

Conditions contribuling to the death bul not
related to the disease or condition cousing death.

=

20. AUTOPSY?

19a. DATE OF OPERA- | 13b. MAJOR FINDINGS OF OPERATION
TION )
. . : ves [ ] wo E
21a. ACCIDENT (Bpecity} 21b. PLACEOF INJURY (ox..Inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, Iarm, factory, strset, office bldg., s10.} -
HOMICIDE
21d. TIME {Month) (Day) (Yer) {Heus) 2le. INJURY OCCURRED | 21r. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY WORK AT WORK

22 [ hereby cegiify thal I eilended the deceased from _W";‘SA.:L 19_"&1 to ‘@gn:ﬂ_L,
i c&ﬂ:ﬂ,‘_‘_ 19%9_, and that death occurred al LE_Q_E m., from t

alive on

19_(£5| that I last saw the deceased

causes and on the dale stated above.

o thes. SN P g I

' 23%. DATE SIGNED

4-2-44

L, CREMA-
TIONE%&@ ﬁcw,)

24c. NAME OF CEMETERY OR CREMATORY
Memorial Park Cemetery

24b. DATE

April 3, 1949 |

-] 24d. LOCATION (City, town, or county)

Colum {04

(Stote)

T

DATE REC'D BY LOCAL

REG,
Lgn\ 2 1949

REGISTRAR'S SIGNATURE

My RE&G Palvnor S

2]

25, FUNERAL DIRECTOR'S SIGNATURE

PBorrers Fumenal

‘ADDRESS

Otndin D)

{Licensed Emh!mer- Statemnent on Reverse Side}

0
*
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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 Embeimer No.

i LA Lt i

Student Embalner ) Licensed Embalmer No. 'q /j;

A
P. O. Addreg_Mmszg_@J,,A

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
the above constitites grounds for revocation of license.)

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

working under my persoena! supervision,




