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WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERM‘ANENT RECORD

!

I FILED APR 11 1949

! BIRTH MO,

REG. DIST. NO. 423 ——

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

D4
State File No BOGN

PRIMARY REG. DEIST. MO. _.9_.-.3_ Registrar's No._édz..-m—u

1. PLACE OF DEATH 2. USUAL, RESl EE (Whare decoased lived. If n: residance befors
a. COUNTY A. STATE b. COUNTY sd.mimion).
i ‘ 4
b, CITY (i outside corpurate Hmits, write RURAL sad give c. LENGTH OF || «. ng (1 outadde corporste limite, 'write RURAL and glve tawnabip) 4 ;
township) 13 . 2 d
wy Springfield 1) 0 THYBEAR™  tOWN  Goodman,. Missouri ;
. FULL NAME OF . It raral, give
HRLoNAME Of {If not ia bospital or lnstitation. give .n._.: address or loostion) d Asl.';rl;t (L2 rural, ghvs location)
INSTITUTION _ tRei1ly VA Hospital Gonsral” Da].ivery /
3.DNE.?:ME OE!E , a. (Flrst?_ i . ' b. (hl.lddlf) 3 ¢, (Last) R 4. DAT'E : (Munth) (Dsy) (Year)
{ Type or Print) John. . [ Isreal Howard "] oA U April 1949
5. SEX 6, COLOR OR RACE | 7. MiADI})RIE% NIE;!'JSR MARR]ED., 8. DATE OF BIRTH 9. AGE (Inm o Do | YEAR |  oEm M Km.
. i . (Specity Houm | Min
wle U wntte - | shrried o 7 | quy s, bl

10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR_IN-

11. BIRTHPLACE (Btate or forelyn country)

12 CFTIEP:JHOFWHAT

oriding Lif . T IS .o
Baiivead” inves't'féa% RaiRoad Goose Rock, Ky ~ /7 7 e
!130. FATHER'S MAME 13b, MOTHER'S MAIDEN NAME 14. 'NAME OF nusmo OR ¥IFE
] Unknown . nknown Escie M. Howard
15, WAS DECEASED EVER 1N U.S. ARMED FORCES? | 16, SOCIAL SECURITY. | 1. INFORMANTTS SIGNATURE OR NAME ADDRESS
(Y. 5o, or vuknowa) | (If you, xive war or dates of servics) - NO.
Yas : Unknown O!Reilly VAH. s;_:ringrield, ib.
*18. CAUSE OF DEATH : MEDICAL CERTIFICATION INTERVAL BETWEEN
. Enter only onecause 1. DISEASE OR CONDITION i . ' N 7 :
timefos (o), (by. and (o | DIRECTLY LEADING TO DEATH® (4 s o s 1na
o | ANTECEDENT causes fectlon wpe » far adva-; ced, aotive.
the mode of dying, such | Morbid conditions, if any, giving DUE TO ® -
as beart fallure, asthenia, | Tite to the abose couse ( u) stating .
de. It meany the dis- | the underlying canase laxt N "
ane, injury, or compll DUE TO {c) P,
tion swhich caused decth, | 11. OTHER s:smncun' CONDITIONS N T
" Conditions contributing to the death but not . : R
related Lo the discose or condition cansing death.
192, DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
. } ves [ wo g
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (s.g..lncribous | 2lc. (CITY. TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE bome, farm, fastory . strest, offics bldg..e10.)
HOMICIDE , . )
219. TIME (Mooth) (Day) (Year) (Houn | Zle. INJURY OCCURRED | 2. HOW DID INJURY OCCUR?
oF . : - | WHILEAT[™] NOT WHILE :
INJURY =. | “woRrK AT WORK
2 I hercby certify Hmt I altended the deceased from Juns X9 1048 L Aprdl 5 | 19 49 that 7 last sow the deceased
; . 19.49_, and tht death occurred ot 1830 A m., from the cautes and on the date stated above.
. (Degres or titls) | 23b. ADDRESS ' Bc. DATE SIGNED
, K. D. P O'Reilly VAH. , Springfield, ib|4/5/49

2is. BURIAL CREMA,
. REMOVAL (Epesity)

' %TEAM

REGISTRAR'S SEK 2 %

24, NZE OF CEMETERY

CREMATORY TION (City, town, or county) {Etate)

-]




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, of by et

Student Embalmer No.
working under my persona! supervision.

-------------- e AseBEsss e AR sabBRTRR AN

P. O. Ad&ress_z&gﬂ.:éaa_‘,. ﬁkﬂ.

-
Note: The above MUST BE SIGNEP BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be 50 stated above.




