. w00 1 FILED MAR 19 1949 THE DIVISION OF HEALTH OF MISSOUNI - 91480

. 1048 STANDARD CERTIFICATE OF DEATH State File No
. Vs N
' BIRTH NO. /Al/ REG. DIST. NO. &é PRIMARY REG. DIST. HO\S-.ZL. Kegistrar's No._.fﬁ. ......... -
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decossed lived. If inatitytion: residence before
. COUNTY . STATE ) addipfioaion)?
. Madison . Missouri " Madison“Gol
b. CITY (If ogtside corpurate limits, writsa RURAL and give e. LENGTH OF &. CITY (It outaide sorporats limite, write RURAL and give townghip) 0
OR township}| STAY (in this place? QR
TOWN  Rural, Liberty Town  Rural, Liberty 7
d. FULL NAME OF (If act is bosplial or instltntion, aive strect addrees ordocation) d. STREET (U rursl, give location) :
HOSPITAL OR ADDRESS
INSTITUTION _ 0
3, SIE%%ES%IE 8. (First) b. (Middle} c. (Last) | 4. DSE_'E (Month) (Day) (Yean
{ Twpe o7 Print) John Ludwell Galnes peaTHMar, 8 1949
%‘U 6. COLOR OR RACE | 7. \II'IIADI‘C)IIIIEgElE\I’IEECaésRRIIFI 8. DATE OF BIRTH 9-[::55’(&-;:'-'"- nI; I.I!::? | AR | o unogm b nEs.
. (Bpgpdfy) : )3 ¥ on Hours | Min
x| white marrieq Dec. 20 1886 | &% 5| 18 ||
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR.IN- | 11. BIRTHPLACE (8tats or lorelgs oountry) ] 12. CITIZEN OF WHAT
dona during most of warking lifs, svan if retired) DUSTRY . COUNTRY?
farmer Wayner Co. Missourl . S,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Wm. S. Gaines | Cynthia Adams Belle Gailnes
I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 'S SIGNATURE OR NAME ADDRESS
(Yo, 8o, or unkeows) | (f yes, cive war or dates of aervics) NO.
no Belle Gaines Minlmum Mo,
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enteronly opscauseper | 1. DISEASE OR CONDITION H
line fer {a}, {b), and {c) DIRECTLY LEADING TO DEATI-I‘(n) \L}-'s--c. L A

S

*This does mot mean ANTECEDENT CAUSES
the mode of dying, such |  Morbid conditiona, if any, giving DUE TO (&) - .L%Q

- - A

a8 heart fatlure, asthenia,- | Tise {0 the abose caute. fa)stating - - - - - - . - .
ge. It menne the dis- the underlying cause last.

care, injury, or complica- DUE TO ()
tion which coured death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but not \L
.| reiated to the disessc or condition cousing death. ) T . . )
19a. DATE OF OPERA- | 13b. MAJOR FINDINGS OF OPERATION ’ T ' fLepe F T ’ 20, AUTOPSY?
TION | . .
SN o s (1 1o O]
21a. ACCIDENT {Bpecily) 21b. PLACE OF INJURY -(e.x.. inerabeut | 2lc. (CITY, TOWN, OR TOWNSHIP) - ,~ (COUNTY) . (STATE)
SUICIDE home, farin, fastory, atreet, office bide., eto.) . o '
HOMICIDE
21d. TIME (Moath) (Day) (Year) (Hour) 2%e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
B - -~ [ WHILE AT NOT WHILE . . LR .
INJURY WORK AT WORK : R .

1
2. I hereby certify that I attended the deceased from [ =20 @ 1 :ﬁ MMAAJ., 19...‘_L.. that I last saw the deceased
aliveon B _—{ IQQ, and that death oceurred al b from the causes and on thé dale stated above.

23a. NATURE % Ignortmé) Z3b. ADDRESS Z3¢, DATE SIGNED
Yo el oy 5 el W~ 2 -

21a. BURHA REMA- | 24b, DATE I 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or county) (5tate)
TION,REMO r) \
b ?gf 0 13-9-49 Masonlcg . - | Frederi—cktown MO.

DATE RECD BY LOCAL | R RS S]GNATURE 25. FUNERAL DI RECTOR® hil ADDIES! ) -
£G. t uneral ome
3-7-/2/7 Mj7 pilse Loe F| Home

.

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD @_‘Qv

(Ticensed Embaimer's Staterment on Reverse Side)




FIRS

- IDEIVED

WP oeint Hoslt. O0207uer KO ot e

il let rile Eumaor--_3 S!...?.,_. ;3..2-3
Date Iiled a0 A

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 mmeme

‘L}ﬂn ,,,kﬁ p,‘,ﬁflf éfj . Student Embaimer No.

working under my personal supervision.

STUAENE vernrenrnnnnrennenens reeereerns Signed M WM

Student Enbal--r

Lxce sed Embalmer, No..x.<2.2 2

P. . Addrem e .

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

Ift!;_iu,bodyinnctemba!med, fact should be so stated above.




