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

FILED MAR 28 1943

BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI ¢ ¢
STANDARD CERTIFICATE OF DEATH -"=:=.%

REG. DIST. NO. /:E PRIMARY REG. DIST.

1. PLACE OF DEATH
. COUNTY
i Hovie 11

8‘)‘)

State File Na ';

- Bedistrar's Nb,......

g ing 8,

P

2. USUAL RESIDENCE“#Whers decoased lived.
a. STATE M .
O &

Il institution: :residence before ~

b. CITY (U outcide corpurats Bmits fy v, ¢. LENGTH OF
OR m ip) STAY (in this place)
TOWN  Mtn View, . vr,

b COUNTY . HOWell 'IJIWn}{;

c. Cg—g {If outadde eorponu Hmity, write BUR.AL wnd
TOWN Mtn. View. : /Eﬂ

a4 2-13-49 Mitn View

Cemetery Min View, Mn.

d. FULL NAME OF (If not is hospital or lmuwl.lon give strgot address or loestion) d. STREET (1! rarl. give locsion)
HOSPITAL CR ADDRESS
INSTITUTIGN None None
3. NAME OF o, (Firs) b. (Middle) ¢, (Last) VOME (Mot (Den)  (Yew
{ T¥pe or Print) Henry aA. . Shafer DEATH 2-10-49 "
8, SEX 6. COLOR OR RACE | 7. x%%%g. EWSECEBRRIED' 8. DATE OF BIRTH 9. AGE (lnd.n;n I¥ UNDER | YEAR | ¥ UNDER 1 Wab.
, (Bpasify) . ¥ i BMin.
M D W Wibwea. o e | Nov 24, 1863 | "BE™™ |'B[Pr "
10a. USUAL CCCUPATION (Give kind of work 105, KIND OF BUSINESS OR IN: | 11. BIRTHPLACE (State or forelen oountry) 12. CITIZEN OF WHAT
done during moat of working 1ie. even if ratired) DUSTRY COUNTRY?
Retired Well Driller Yaris, Mo
13a. FATHER'S NAME 13b, MOTHER'5 MAIDEN NAME 14. NAME OF MUSBAND OR WiFE v
unknown unknown Mamie Shafer
I5. WAS DECEASED EVER IN U, 5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes.n0. or ynknown) | (If yes. xive war or dates of service) NO.
no Jack MMevers Mtn View, Mo
18. CAUSE OF DEATH MEDICAL CERTIFIGATION INTERVAL BETWEEN
| Enter only cnecaus per | 1. DISEASE OR CONDITION ONSET AKD DEATH
Iine for (a), (b), and (c) DIRECTLY LEADING TO DEATH (a)
*This does ol tnean ANTECEDENT CAUSES
the mode of dying, such |  Morbid conditions, if anyg, giting DUE TO (b)
ar heart fatluse, asthenia, | " rise to the above couse (a) stating - N
de. It meons the dis- the underiying enuse last.
ease, infury, or complica- _ DUE TO {¢)
tion which caured death, | 1. OTHER SIGNIFICANT COMDITIONS \
Conditiona contributing to the death but nof h '\
related Lo the disease or condition cousing death.
19a. DATE OF QPERA. | 19b. MAJOR FINDINGS OF OPERATION TR 20. AUTOPSY?
TION .
. ves () wo B
21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (s.g..tn orabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY} (STATE)
SUICIBE tioma, farm, lagtory, strees, ofice blds.. e
HOMICIDE
21d. TIME ({Month) {Day) (Year) {Hour) 21e. INJURY QCCURRED | 21f. HOW DID INJURY OCCUR?
o OF WHILEATF—] NOT WHILE
INJURY WORK AT WORK T
22. I hereby certify that T altended the deceased from - 19_‘[?, {o = , 19 , that I last saw the deceased
alive on - , 19 , and that death occurred aﬁ_ﬁ&ﬂ_ m., from the couses and on the dale staled above,
23a. SIGNATURE {Degree or titlﬂ 23¢. DATE SIGNED
24a. BURJAL. CREMA- } 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Olty, town, or county) (Btate)

DATE REC'D BY LOCAL | R RAR'S SIGNA}'URE

/ /26 |25 FUMERAL DIRECTOR'S SIGNATURE

‘KODRESS

\Z=2547% 11

ncan Eung:zal Home Mtn View Mn

(licensed Embalmer’s Statement on Reverse Side}




T

RECEIVED 2 -ar- 47
)
i Istrict Health Omo" ’,Q G,
i District File Numbnrj%f /794

Date Filod ______ m.a?/ = 4‘

ST SR

(e P

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 b¥eiecaeeam —

/\, Student Enlnlnor %o. '

/ﬁ// |
SEUBEBNL uoeunemrrasancacsesnsasssarerrranse Signed..... (// /(/ /,(/‘/C’{z/ e )

Student Enbalnor Q
Licensed Embalmer No. 543 -3
P. Q. Addrﬂu/’jﬂ/’?'z // f ot &t D /jk

working under my personal supervision,

Note: The above MUST BE SIGNED BY THE [.ICENSED ALMER in his OWN HANDWR.ITING (Failure to comply with
the above constitutes grounds for revocation of license.)

I this body is not embalmed, fact should be so stated above.




